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The Tannic Acid Treatment in an 


Improved Form 


Tannol is a combination of Tannic Acid (10%) 
with an emulsion of Acriflavine (an antiseptic 
which is itself of: value in the treatment of 
burns—vide N. H. Mummery, ‘‘ The Lancet,” 
March 25th, 1933). 


TANNOL treatment of Burns and Scalds 
combines the antiseptic properties of Acri- 
flavine with the healing and_non-scarring 
characteristics of Tannic Acid. On re-dressing 
with Tannol the newly formed tissue is not 
damaged, thus ensuring rapid healing. 


TANNOL keeps indefinitely and is always 
ready for immediate use. Supplied in con- 
venient bottles for the surgery and the home. 
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MEDICAL SERVICE IN INDUSTRY * 
By Donatp Hunter, M.D. Lond., F.R.C.P. Lond. 


PHYSICIAN TO THE LONDON HOSPITAL 


INDUSTRIAL medicine is the practice of medical super- 
vision, preventive medicine and public health within the 
confines of an industry. Its aim is to safeguard the 
health of the employee and to minimise time lost from 
work because of sickness or accidents. Though one of 
its functions is treatment it is mainly an advisory and 
preventive service. The industrial medical officer has 
to codperate with managers, workers, engineers, chemists, 
and architects. He has to discover faults in the working 
environment and try to find remedies. One of his most 
interesting duties is to bring into the effective service of 
industry the discoveries of the research worker. 


IDENTIFICATION OF IRRITANT SUBSTANCES 


Investigations are being made to discover which 
constituents of substances handled in industry actually 
cause dermatitis. Limonene, for example, has been 
found to be the irritant in oranges, lemons and celery ; 
since this substance is a terpene the affections produced 
are comparable to turpentine dermatitis (Horner 1931). 

The ztiology of so-called aniline tumours of the bladder 
is almost solved. It has been known for 45 years that 
workers employed in the manufacture of synthetic dyes 
sometimes suffer from tumours of the bladder. The 
usual period of exposure is about 12 years, but tumours 
have developed in men who had been working in the 
dye industry from 4 to 27 years. The patient first seeks 
advice because of hematuria, and cystoscopy reveals a 
papilloma, sometimes benign, sometimes malignant. 
The manufacture of synthetic dyes involves the use and 
production of many chemical substances. The following 
compounds have been accused of attacking the bladder : 
aniline, p-toluidine, xylidines. naphthylamines, fuchsin, 
benzidine, and rosaniline. The choice of the name 
“ aniline cancer ” is unfortunate, because it conveys the 
impression that aniline is the poison responsible for the 
condition. In the dye industry it is common to have 
two distinct processes going on in the same room ; 
and in the case of a disease with a long latent period like 
this the workman may have changed from one factory 
to another, or from one department in the same factory 
to another, during the period of exposure, and each 
change will have brought new compounds under sus- 
picion. Lastly the same compounds may be attended 


with different degrees of danger when used in different . 


processes. Thus, in making benzidine there may be 
more actual exposure to aniline vapour than in the 
manufacture of aniline itself. 

Hueper, Wiley, and Wolfe (1938) succeeded in pro- 
ducing papillomatosis of the bladder in female dogs by 
daily subcutaneous and oral treatment with p-naphthyl- 
amine (from 300 to 450 mg. daily in capsules) for 32 
months. The lesions they observed in cystoscopic and 
histological examinations of the bladders of twelve of the 
sixteen dogs thus treated were identical with those they 
had seen in cystoscopic and histological examinations 
of dye workers. The tumours continued to grow and to 
become more numerous in some of the dogs after the 
treatment had been discontinued. 


DANGERS FROM CHANGES OF PROCESS 


Some time ago two men were admitted to my ward 
suffering from hemoglobinuria and hænrolytic jaundice 
with ansemia (Bomford and Hunter 1932). They had 
` been employed in the process of tin-refining and had 
watered down a dross containing aluminium arsenide 
while it was still hot. The works manager was ignorant 
of the fact that water acts on metallic arsenides causing 
the evolution of arseniuretted hydrogen, though this had 
been recognised 25° years before. The first essential 
in the prevention of this form of toxic accident in in- 
dustry is that all concerned, particularly works medical 


* Introductory lecture to a course on industrial medicine and 
hygiene for works officers, delivered on Nov. 11, 1940. 
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` death occurred in about a week. 


officers and works managers, should be fully alive to the 
dangers of the proces-es involved, and to the signs of 
early and slight cases of poisoning which may result 
from them. Consideration of business interests should 
never prevent factory doctors from publishing full 
accounts of such accidents in the medical journals. 
Failure to do so may cause unnecessary danger to the 
lives of the workers. 

In 1934 Barber recorded the deaths of five men from 
exposure to diethylene dioxide in the manufacture of 
artificial silk. The process on which they were employed 
had been in use for a considerable time, but for 4—5 weeks 
before they became ill exposure to the vapour was 
intensified by the speeding up of work on one machine. 
All the men who died worked on this machine. Diethy- 
lene dioxide is not highly volatile under ordinary 
conditions, but here the men in the course of their duties 
had to put their heads into the vat containing the 
noxious substance. The premonitory symptoms were — 
nausea, vomiting and abdominal pain. In two cases an 
abdominal emergency was diagnosed. From about the 
third day of the illness the urine was scanty, and in one 
case it was found to contain blood and albumin. The 
symptoms of renal insufficiency with suppression of 
urine were predominant after the first few days and 
In one case the blood- 
urea reached 346 mg. per 100 c.cm. In the four cases 
submitted to autopsy hemorrhagic nephritis was found, 
associated with areas of necrosis in the kidneys; three 
showed necrosis of the liver without bile staining or fatty 
change. Absorption evidently occurred by inhalation, 
and the severity of the changes in the kidneys suggests 
that death was due to the great increase of the dose 


fe 


when the process was intensified. 


CHEMICAL CONSTITUTION AND PHYSIOLOGICAL ACTION 


+ The metallic poisons have entirely different effects 
depending on whether they exist in organic or inorganic 
form, whether their physical properties are those of a 
solid, a liquid or a gas, whether the valency of the metal 
radicle is high or low, and whether they fall upon the 
skin or enter the body through the respiratory or ali- 
mentary tracts. Industrial arsenic poisoning occurs in 
two forms, the first from inhalation of or contact with the 
dusts of compounds of arsenic, and the second from 
inhalation of arseniuretted hydrogen. The symptoms 
in the two groups bear little or no resemblance to one 
another. The compounds of arsenic act as local irritants 
to the skin and mucous membranes, giving rise to derma- 
titis, papilloma and even carcinoma of the skin, con- 
junctivitlis, coryza, laryngitis and even perforation of the 
nasal septum. Polyneuritis does not arise, and only 
rarely is the dose of arsenic large enough to produce 
the gastro-enteritis so common in the criminal adminis- 
tration of arsenic. Arseniuretted hydrogen, on the other 
hand, acts as a powerful hemolytic agent, causing 
hemoglobinuria, anemia and hemolytic jaundice. 
The well-known symptoms of poisoning by inorganic 
compounds of lead are entirely absent in men poisoned 
by tetra-ethyl lead. This is an organic, lipoid-soluble 
compound and is absorbed directly through the skin. 
It gives rise to restlessness, talkativeness, ataxia, 
insomnia, delusions and mania, but not to wrist-drop, 
colic, or anzmia. 

Men poisoned by organic derivatives of mercury do 
not show the clinical symptoms of poisoning by the 
metal itself, namely, salivation, stomatitis and erethism. 
In 1937, four men were admitted to my ward showing 
symptoms and signs of a unique disease of the nervous 
system ; there were severe generalised ataxia, dysarthria 
and gross constriction of the visual fields ; memory and 
intelligence were unaffected (Hunter, Bomford and 
Russell 1940). They had been employed in the manu- 
facture of methyl mercury iodide for use in agriculture 
as a fungicidal dust in the-prevention of certain smut 
diseases of cereals. The precautions used in the factory 
against inhalation of dusts and vapours were inadequate. 
The selective effect of the poison on certain parts of the 
nervous system was confirmed by experiments in which 
rats and a monkey were exposed to the vapour of methyl 
mercury iodide. This caused an intense and widespread 
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degeneration of some of the sensory paths of the nervous 
system, the peripheral nerves and posterior spinal 
roots being affected first and the dorsal columns of the 
spinal cord and some of the neurones in the middle lobe 
of the cerebellum later. In the manufacture of organic 
mercury compounds adequate precautions must be taken 
to ensure that dusts and vapours do not come in contact 
with the skin and are not inhaled. The use of gloves 
and respirators is inadequate as a means of protection ; 
the whole process of manufacture, including the final 
packing of the dust, should be carried out mechanically 
in enclosed apparatus. | 

It is sometimes possible to predict from the chemical 
composition of the simpler members of the coal-tar 
group what their physiological action is likely to be. 
Addition to the benzene ring of a nitro group usually 
produces a more toxic compound. But it does not 
follow that toxicity will continue to increase as more 
nitro groups are added. Thus, 1-2-4 dinitrophenol is 
toxic, whereas trinitrophenol is practically harmless. 


. The position of the substituent groups in the benzene 


ring has a great effect on the toxic action. Thus the 
toxic properties of 1-2-4 dinitrophenol are not shared 
by any of the other isomers. When a nitro-compound 
is reduced to an amine (as when nitro-benzene is reduced 
to aniline) the toxic characteristics remain much the 
same, but the intensity of the action is lessened. The 
entrance of chlorine into an aromatic compound does not 


increase the toxicity as it does in the case of an aliphatic ` 


compound. In fact, chlorbenzene is less toxic than 
benzene. The chlorinated hydrocarbons have flooded 
the market in the last 20 years, largely because the 
alkali industry requires an outlet for chlorine. The 
various members of the group are useful as refrigerants, 
degreasers of metals, cleansers of textiles and solvents 
for rubber. They owe their usefulness largely to the 
fact that they are non-inflammable and non-explosive. 
Under some circumstances they may be harmful, 
causing toxic jaundice and suppression of urine. 


RESEARCH STILL TO BE DONE 


Many diseases of occupational origin remained un- 
known for years, notable instances being asbestos's and 


Weil’s disease, and the real nature of some has seemed 


obvious enough once attention has been drawn to it. 
In 1891 Mr. Alfred Greenwood, the partially blind 
secretary of the glass bottle makers of Yorkshire United 
Trade Protection Society, began to notice how «ften 
cataract was the cause of incapacity which brought 
members on the superannuation funds. In glass-bottle 


making the finisher is exposed for 5 hours or more each 


week to the glare and fierce heat from the glory hole of 


a furnace of molten glass at a temperature of about 


1500° C. Since the work of Robinson (1907) in Sunder- 
land it has been known that 10% of these men suffer 
from cataract. Proof of the industrial origin lies in the 
fact that it begins in the optical centre of the eye, at 
the posterior pole of the lens, and involves the cortex ; 
ordinary senile cataract develops usually in the form of 
radii from the periphery of the lens. Similar posterior 
cortical cataracts have since been found in tinplate and 
sheet mill-men, in iron puddlers and in chain makers. 

In 1906 the late Dr. S. R. Wilson, when house-surgeon 
to the Royal Infirmary, Manchester, noticed that the 
patients admitted for cancer of the scrotum were not 
chimney-sweeps but mule-spinners. So struck was he 
by the fact that in 1910 he wrote an essay on the subject. 
This was submitted for a scholarship, but was only 
published 12 years later (Southam and Wilson 1922). 

There must be other diseases still eluding our search. 
New processes are constantly springing up ; in some coun- 
tries new solvents for quick-drying paints and varnishes 
have been allowed to poison men when they should 
have been first tested on experimental animals. Up to 
1933 the codperation of geologists in attacking the 
problem of pneumonokoniosis had not been sought. 
The petrological microscope rapidly incriminated sili- 
cates such as sericite and sillimanite, whereas previously 
silica had been held solely responsible. Recently 
fluorosis of bones, a new disease of industry, was recog- 
nised. Is this condition widespread among cryolite- 
crushers elsewhere than in Denmark? Do bath- 
enamellers suffer from it? What, if any, will be the 
ultimate consequences to bon and bone-marrow of 
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the deposition of calcium fluoride in the skeleton ? 
Some of the children born to women cryolite-crushers 
have fluorosis of the teeth. Is this the sole disability 
transmitted to the second generation ? 

Is the high death-rate from lung disease in sheep-dip 
workers accounted for by arsenic cancer of the lung ? 
Is the high incidence of malignant disease of the nasal 
sinuses in workers in nickel related to substances used 
in their work, and is there also a high incidence of lung 
carcinoma among them? Will the chemist find a 
suitable substitute for acid nitrate of mercury in the 
felting of fur? Will the bacteriologist succeed in 
producing effective inoculation against Weil’s disease ? 
What is to be done about Raynaud’s phenomenon, pro- 
duced by the use of vibrating tools, including pneumatic 
drills, rams, chisels, and riveting machines? ‘These 
and many other problems await solution. 


PROFESSOR AND MEDICAL OFFICER IN INDUSTRY 


Professorial chairs in industrial medicine and centres 
for postgraduate training should be established in the 
universities in the larger industrial areas. The professor 
should hold a full-time appointment on the medical staff 
of a teaching hospital and should have charge of beds 
and outpatients as part of his special department. 
His salary must come from the university and not from 
commercial firms. He should have full powers to inquire 
into industrial conditions and the same right to visit- 
factories and workshops as H.M. medical inspectors of 
factories. His equipment must include research. grants; 
pathological and chemical laboratories, animal houses, 
and a library. He would investigate all suspected cases 
of industrial poisoning either admitted direct to his wards 
or referred to him by common consent. His contact 
with industrial medical officers in his district as well as 
with the Factory Department of the Home Office would 
ensure for him adequate clinical material. He would 
conduct researches in his wards and laboratories on the 
toxicity of the numerous chemical substances introduced 
into industry. Whenever a new chemical substance is 
on general principles suspect, it must be tested first on 
experimental animals and not on the workman. It is 
not sufficient for this work to be left in a vague sort of 
way to the Government chemist or the Medical Research 
Council. In his work the professor of industrial medicine 
would reap the advantages of immediate contact with 
experimental pathologists, morbid anatomists, pharma- 
cologists, chemists, physiologists, physicists and engin- 
eers in the corresponding university departments, as 
well as with his medi al and surgical colleagues. He 
would take an active interest in the treatment of injuries 
sustained in factories, as well as helping to educate 
doctors in their treatment, and in an appreciation of the 
physical capacity required for various forms of work 
(Griffiths 1940). Lastly, he would help to make the 
industrialist understand the risks to which his men are 
exposed, and that the guiding principle of low costs and 
large profits retards progress. 

Since such chairs cannot be instituted at once facilities 
should be provided at the earliest date for training 
industrial medical officers on a regional basis. It is 
important that they should have the special knowledge 
which will enable them to advise the employer on the best 
means of carrying on his industry safely. At present, 
with a few exceptions, only the medical inspectors 
of factories have this- knowledge. The Association 
of Industrial Medical Officers is willing to collaborate in 
arranging practical training in established factory 
medical departments. The works doctor should not 
despise any possible source of information; nurse, 
charity worker, undertaker, priest, pharmacist, trade- 
union official and the workman himself may make state- 
ments which can be followed up with important results. 
He should have an aptitude for administration though in 
the factory he is best employed in an advisory, not an 
executive, capacity. He should be responsible to the 
managing director, and not to any other official of the 
company, such as the labour manager. He should take 
charge of all first-aid, medical and nursing services. He 
should have had considerable experience in clinical 
work and should have held resident hospital appoint- 
ments; he should know something of social problems 
and should be able to undertake original research in 
medicine. He must not expect the diseases which he 
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meets in the factory to be identical with those of ordinary 
civil life. He should hold one of the higher qualifications 
in medicine such as M.D. or M.R.C.P., because his work 
demands the mind of a physician rather than that of a 
surgeon or a public-health. official. 

Apart from technological problems, how can the 
factory medical officer best equip himself to deal ade- 
quately with the impact of industrial problems on society 
at large? The answer is that he should never allow 
his special technical knowledge to assume greater import- 
ance than his knowledge of doctoring in general. He 
should strive to be a good doctor in the broadest sense of 
the term, to preserve contacts with academic medicine, 
to cultivate interests outside his. profession, and to 
follow his various activities with a constant regard for 
social values. 
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A WARTIME PHARMACOPCIA 
By M. H. Pappworts, M.D. Lpool, M.R.C.P. 


MEDICAL OFFICER AT CUMBERLAND HOUSE, SURREY C.C. 


AT present drugs are being used, regardless of difficul- 
ties in replenishing stocks. We heed not the morrow. 
-= Most doctors appear to be unaware of the supply 
problems with which the chemical firms will be faced in 
the near future. Some drugs will be difficult to obtain 
because they normally come from parts of the world to 
which we have not ready access at present—for example, 
potassium salts, squills and liquorice. Every drug that 
is imported means the use of valuable shipping space, 
and many substances in common use, such as balsam 
of tolu, buchu, cubebs and senega, could be avoided in 
our prescriptions without great loss. Moreover, many 
medicinal substances are needed for the manufacture of 
war weapons and as lubricants ; these include aluminium 
and magnesium salts, glycerin, liquid paraffin and castor 
oil. The list of substances covered by these three 
categories is enormous. But it is imperative that their 
use should be restricted and by helping in this way 
se ahr will make a valuable contribution to our war 
effort 

Now is the time for each hospital or hospital-group to 
compile a wartime pharmacopceia which will pay due 
regard to these considerations. The following formule 
and comments may prove useful to anybody engaged in 
this task. The main aims have been to avoid drugs 
within the three categories described above; to re- 
member the cost of ingredients ; and to combine simplicity 
with maximum therapeutic efficacy. 


Bromide mixture 


B Sodii bromidum gr. 20 
Liquor arsenicalis .. at 3 
Aqua chloroformi ad Z 4 


Potassium bromide is manufactured from potassium 
carbonate, and so are the acetate, citrate and bicar- 
bonate. Potassium carbonate came from Germany. 
There are deposits in America, but the difficulty of 
shipment must be considered. Therefore, whenever 
possible potassium salts. should be replaced by the 
corresponding sodium salt. 


Carminative mixture 
B Sodii bicarbonas Y 
Tinctura cardamomi composita a 
Liquor ammoniæ aromaticus (B.P.C.) 
Aqua chloroformi ad 


Although supplies of most volatile oils, which are our 
main carminatives, are becoming scarce, there appear 
to be ample stocks of cardamoms. 


sd 
3 
3 


ws 
mooS 


DR. PAPPWORTH: A WARTIME PHARMACOPGIA 


`. [JAN. 4, 1941 3 


Rapid carminative mixture . 
R Spiritus ætheris .. m 30 
Acidum sulphuricum aromaticum (B. P.C. ) M 10 
Aqua menthæ piperitæ destillata ad 5 $ 


The commonly used spiritus ætheris compositus 
(B.P.C.) is almost unobtainable. 


Colchicum mixture — 


R Extractum colchici liquidum mM 5 
Sodii bicarbonas : gr. 10 
Sodii salicylas ; gr. 10 | 
Aqua mentheze piperites destillata ad 3 $ 


Almost all the colchicum used for medicinal purposes 
was imported from central and south Europe. The 
plant grows well in parts of this country, but until it is 
cultivated here on a commercial scale colchicum should 
be reserved for cases of acute gout. 


Antacid mixture 


B Kaolinum .. gr. 15 
Sodii bicarbonas . gr. 30 
Calcii carbonas gr. 20 
Aqua chloroformi ad Z 4 


Bismuth salts are expensive and are used needlessly 
and wastefully. During the war it seems unjustifiable 
to use bismuth preparations except in the treatment of 
syphilis, but the compilation of antacid mixtures and 
powders for a wartime pharmacopoeia is beset with 
great difficulties. Bismuth salts, magnesium triple 
phosphate and magnesium and aluminium silicates have 
become popular, but magnesium and aluminium salts are 
needed for aeroplane manufacture. Kaolin, sodium 
bicarbonate, calcium carbonate and triple phosphate are 
the only commonly used antacids freely available. 

Saline purgative mixture 

A favourite prescription is a mixture of magnesium 
sulphate and magnesium carbonate, usually: called 
mistura alba. But magnesium is essential for alloys for 
aircraft and supplies must be conserved. The sulphate 
can be replaced by the sodium salt, but there is no 
substitute for the carbonate which will allow the mixture 
to rétain its physical characteristics. Mistura alba 
should not appear in a wartime pharmacopoeia. Glauber 
should replace epsom as a saline purgative. 


Expectorant mixture 


B Ammonii carbonas gr. 3 
Ammonii chloridum gr. 10 
Emulsio chloroformi (B.P. C. ) m 10 
Aqua ad % łċ4 


Ipecacuanha is a favourite ingredient of expectorant 
cough mixtures, but supplies are difficult to obtain and 


it should be reserved for its active principle, emetine, 


specific in amoebic dysentery. The saponins squill and 
senega are also commonly used; squill is at present 
unobtainable and must be excluded ; ; senega comes from 
Canada and the United States. Some chemical firms 
report a shortage, but others appear to have fair stocks. 
Perhaps M 10 of infusum senegee concentratum could be 
added to the mixture, but it is probably equally effective 
without, and many doubt the therapeutic value of the 
saponins as expectorants. 


Sedative cough mixture 
B Diamorphine hydrochloridum 


1 


‘ gr. zo 
Tinctura chloroformi et morphinæ (B. P.C. ) m 5 
Liquor atropinæ sulphatis (B.P.C.) . M 1 
Aqua menthæ piperitæ destillata ad 5 + 


It is important to conserve our suppli s of animal and 
vegetable oils and fats. Glyccrin, which is commonly 
used as a demulcent in sedative cough mixtur s, is 
manufactured from these and is used in the pr paration 
of cordite. Its use internally should be discontinued. 
Tinctura chloroformi et morphing should b2 us d instead 
of the tinctura chloroformi et morphinze composita, 
because the latter contains 5 oz. of glycerin to the 

int. The use of syrups as flavouring agents is in- 
defensible during wartime. 


Rhubarb and soda mixture 


B Pulvis rhei .. ; a>- gr 5 
Sodii bicarbonas .. p èh .- gr. 10 
Ammonii carbonas.. se gr. 2 
Aqua menthe piperitz destilata ad 5 4 

Syrupus zingiberis often added to this mixture should 
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not be used. This applies to all such syrups. The 
popular gentian preparations are unobtainable. 
Diuretic mixture for alkalinising urine 
R Sodii citratis bs gr. 30 
Sodii bicarbonis A gr. 30 
Aqua chloroformi ad 5 4 


Sodium citrate must be used istad of the more 
usual potassium citrate. The useful diuretic theobro- 
mina et sodii salicylas cannot be added to’ this mixture 
since it is incompatible with sodium bicarbonate. 


Diuretic mixture for acidifying urine 
B Ammonii chloridum js sa .. gr. 30 
Aqua chloroformi ad Si oe ak es A 
This is a simple but efficacious mixture. 


Mixture for diarrhæa 

RÈ Tinctura chloroformi et morphine (B.P.C. a M 10 

Extractum belladonnæ liquidum. . M 1 

Mistura cretæ (B.P.C.) ad.. à .. 3 4 
The standard drugs used in the treatment of diarrhoea 
are catechu, kino and krameria, but these have become 
increasingly difficult to obtain. Kino eucalypti is 
indigenous to Australia, but, apart from the difficulty of 
shipment, is very expensive, costing over £1 a pound. 
Mistura cretz composita (B.P.C.) should not be pre- 
scribed instead of the simpler mixture, because it contains 
M 30 of tinctura catechu per ounce. Tinctura chloro- 
formi et morphinæ composita should not be used for the 
reason stated previously. Objection may be raised to 
the use of even the simpler tinctura chloroformi et 
morphinæ because of its content of extractum glycyr- 
rhizæ liquidum, this being scarce. In many pharmaco- 
pæœias liquorice is a favourite flavouring agent for many 
mixtures (e.g. in the National Health Insurance formu- 
lary), but because we relied on imports from Sicily, 
Spain, and Syria stocks are low and not likely to be 
easily replaced. In this mixture the tinctura chloroformi 

et morphine could be replaced by tinctura opii M 7}. 


Tonic mixture 
B Ferri et ammonii citras .. .. gr. 10 
Extractum nucis vomice liquidum 
Infusum quassiz recens ad et 
Chemists report adequate stocks of quassia; on the 
other hand, gentian is unobtainable. 


Hamatinic mixture 
B Ferri et ammonii citras .. 
Emulsio chloroformi (B.P.C.) 
Aquaad .. Ma. A 
Glycerin and syrups commonly used to flavour this 
mixture should not be prescribed. 


. Diaphoretic mixture 
R Liquor ammonii acetatis dilutis .. se 3 2 


Spiritus ætheriş nitrosi M 30 
Sodii citratis i gr. 15 
Aqua chloroformi ad 35° 4+ 


Anti-syphilitic mixture 

B Sodii iodidum ; ae.” aw gre 10 
Liquor hydrargyri perchloridi 

Aqua chloroformi ad 
The more usually used pota aiia salt is 5 Feplaced by 
the sodium. JIodides are unfortunately too often the 
resort of the therapeutically destitute. For the duration 
of the war, at least, iodide medication internally should 

be reserved for syphilitic patients. 


Analgesic mixture 


R Phenacetinum . ; in } 
Acidum acotylsalicylicum | T aa gr. 7h 
Pulvis tragacanthæ compositus .. j 
Aqua menthæ piperitæ destillata ad .. 3 4 

Salicylate mixture 

R Sodii salicylas si a A .. gr. 20 
Sodii bicarbonas .. T = -. gr. 20 
Aqua chloroformi ad T sA sE S 3 

Chloral draught 

R Chloralis hydras .. ; Su -- gr. 10 
Sodii bromidum .. re fe -» gr. 20 
Aqua chloroformi ad 5 4 


Paraldehyde draught | 
R Paraldehydum 
Extractum quillaix liquidum (B. P. C.) 
Aqua cinnamomi destillata ad 
This is fairly successful in disguising in large measure 
the horrid smell and flavour of a very useful hypnotic. 


Z 2 
Mm 10 
5 4 


I wish to thank the laboratory directors of several large 
chemical manufacturers for information about stocks and 
suggestions with regard to prescriptions. 


PARAFFINOMA OF THE PERITONEUM 
By ALAN H. CRUICKSHANK, M.B. Aberd. 


ASSISTANT IN PATHOLOGY IN THE UNIVERSITY OF ABERDEEN 


EARLY in the present century surgeons used injections 
of paraffin wax of low melting-point to correct disfigure- 
ments of the face or other parts of the body. The results 
appeared to be satisfactory at first, but the correction 
of the deformities was not permanent and unfortunate 
accidents occurred as result of emboli. Wax of higher 
melting-point failed to produce any better results, and 
in many of the cases surgical removal of the injected 
paraffin became necessary. The tissues showed a 
tendency to remove the wax from the site where it had 
been injected, and the wax caused a chronic inflammatory 
process of the tissues in contact with it, and a tumour 
resulted. This tumour was first called a paraffinoma ` 
by Benedek in 1913, and has a characteristic histological 
appearance. 

Numerous examples of this type of tumour have been 
recorded as the result of the accidental or deliberate 
introduction into the tissues of mineral oils, such as 
paraffin wax, liquid paraffin or soft paraffin. Publica- 
tions on the subject have been reviewed by Krohn (1930) 
and Jaerisch (1934), the latter recording 126 articles 
which have appeared since 1918. Vegetable oils do not 
cause this reaction, as has been shown experimentally by 
Weidman and J efferies (1923). The tumour resulting 
from paraffin injections is a granuloma rather than a true 
neoplasm, and liquid paraffin i is not carcinogenic (Wood 
1929), although carcinoma occurring in breasts into 
which paraffin had been injected for cosmetic purposes 
is recorded by Krohn (1930). 

Paraffin wax had also been injected for purposes other 
than purely cosmetic ones. It was used in the treatment 
of hernia and piles, and in ear, nose and throat surgery. 
The unfortunate results following its injection for the ` 
cure of hernia are recorded by Whittaker (1936) and 
Ragan (1938), and stenosis of the rectum following 
paraffin injections for the cure of hemorrhoids is 
described by Bazin (1929). The use of paraffin and 
mineral oils as a vehicle for substances to be injected 
subcutaneously has caused paraffinomas, as in the cases 
reported by Bolam (1935), Bazin (1929),. Martini (1936) 
and Jaerisch (1934). Paraffinomas also developed after 
the induction of oleothorax in the treatment of diseases 
of the lungs (Livieratos 1936). The production of 
artificial tumours by paraffin injections in order to avoid 
military service has become known since the last war ; 
most of these tumours were induced in Italian subjects 
(Murard 1934, Flandin, Poumeau and Israël 1935, 
Johnson 1937), although this device also seems to have 
been used in Russia, for an artificial tumour of this type 
is reported by Heyerdale and Mader (1940) in a Russian 
who succeeded in avoiding conscription by this method. 

It seems that tumours, at least tumours requiring 
surgical treatment, do not invariably result from injec- 
tions of paraffin, and in the recorded cases the time 
required for the formation of the tumour has varied 
from a few weeks to many years. This variation may 
be due to the different types of paraffin or to different 
degrees of purity, but it has been suggested that the 
factor determining the formation of the tumour is 
sensitivity of the patient’s tissues to the wax and that 
the reaction is an allergic one. Even liquid paraffin 
taken by mouth as a laxative may apparently produce 
a paraflinoma, for a paraffinoma of the appendix is 
described by Jaffé (1934) in a woman who presented 
herself with symptoms of chronic appendicitis and who 
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Fic. 1—Tumour mass in mesentery. 


had been in the habit of taking liquid paraffin when she 
was constipated. 

The effect of liquid paraffin in the lungs is to cause a 
reaction essentially similar to that caused in the subcu- 
taneous tissues, and cases of this type have resulted 


from the accidental inhalation of liquid paraffin adminis- . 


tered by mouth for long periods to debilitated adults 
or to children. Administration of medicaments suspended 
in liquid paraffin to the respiratory passages over long 
periods has the same effect. The pulmonary condition 
has been induced experimentally in rabbits by Laughlen 


z5 


Fic. 2—Peritoneal aspect of right side of diaphragm, 
showing nodules. 


(1925), and the literature on this subject up to 1937 has 
been reviewed by Ikeda (1937); since then cases have 
been reported by Young and Applebaum (1939), 
Pinkerton and Moragues (1940), and Freiman, Engelberg 
and Merrit (1940). 

At one stage of its development, 
or rather of its regression, as a thera- 
peutic agent, liquid paraffin was used, 
presumably because of its lubricant 
action, in attempts to prevent perito- 
neal adhesions. There seem to be no 
published records of its effect in the 
human peritoneal cavity, although its 
effect has been studied in animals by 
Tantini (1935), and itis for that reason 
that the following case is described. 


CASE-RECORD 


A man aged 45 had had an operation 
for gall-stones in 1920 and subsequently 
had developed peritoneal adhesions. He 
was operated on for intestinal obstruction 
on Sept. 2, 1937, and again on Dec. 7, 1937. 
Og the latter occasion half a pint of liquid 
paraffin was poured into the abdomen in 
the hope that it might prevent further 
adhesions. On Aug. 5, 1940, he again 
developed intestinal obstruction and was 
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operated on in the Aberdeen Royal Infirmary. The loops of 
the small intestine were found to be matted together by very 
thick and dense fibrous adhesions, and the bowel and the 
mesentery were studded with small greyish-yellow raised 
nodules which looked like tubercles. A number of white 
bodies like haricot beans were lying free in the peritoneal 
cavity ; these were removed and one was sent for pathological 
examination. Some of the adhesions were divided and the 
abdomen was closed. Prof. J. S. Young reported that the 
specimen sent for examination consisted of cellular granulation 
tissue with many foreign-body giant cells, and that there 
were no signs of tuberculosis: or malignant growth. After 
the operation the patient was very restless. Morphine and 
rectal salines were administered, but his condition became 
steadily worse and he died on Aug. 7. 

Post-mortem examination was carried out 6} hours after 
death. The peritoneal cavity contained 5 oz. of fluid blood. 
Numerous white nodules up to 1 cm. in diameter were 
scattered over the serous coat of the small intestine, and dense 
adhesions bound all the loops of the small intestine together 
and to the colon and bladder. The mesentery contained 
tumour-like nodules of varying sizes forming a mass 10 cm. x ~ 
7 cm. (fig. 1). The nodules were cystic and contained oily 


Fic. 3—Mass on peritoneal aspect of left side of diaphragm. 


material. The peritoneal aspect of the diaphragm was 
studded with tumour masses which also were cystic {fig. 2). 
The largest of these nodules was on the left side and formed 
a mass 6 cm. in diameter on the peritoneal aspect of the dome 
of the diaphragm (fig. 3). It was adherent to the fundus of 
the stomach but did not invade its wall. The capsule of the 
spleen was greatly thickened but was not nodular. The 
splenic pulp was congested and the malpighian bodies were 
indistinct. There was perihepatitis with adhesions to the 
diaphragm and to the surrounding viscera, and over the left 
lobe of the liver there were a few small nodules. There was 
no naked-eye abnormality of the substance of the liver. 
The gall-bladder was distended with bile and contained a 
solitary calculus, measuring 3 cm. x 2 cm. x 2 cm. of the 
cholesterol type. Slight deposition of cholesterol was present 
in the mucous membrane. There was a scar at the fundus 
of the gall-bladder where it had been drained. The appendix 
was absent. The prostate showed slight nodular hypertrophy 
of its lateral lobes. The lungs were cedematous and congested. 
There was fat flecking of the intima throughout the aorta. 


No other gross lesion was found in any of the organs. 


At first it was thought that the nodules and masses 
in the peritoneal cavity were secondary carcinomatous 
growths which had undergone degeneration to cause 
the cystic spaces, and the prostate gland, because of its 


Fig. 4—Left, low-power view of tumour (x 50), showing cystic spaces and two giant cells, 
Right, high-power view (x 150), showing edge of a cystic space with a giant. cell. 
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nodularity, seemed to be a possible site for a primary 
growtb. On microscopic examination of the prostate, 
however, no sign of malignant growth was found, 
although there was well-marked hypertrophy of its 
glandular elements. The epithelial hyperplasia was of 
an irregular papillary type with hyperchromatism of 
some of the nuclei, but there was no evidence of invasive 
growth. . : 

Histologically the tumour-like nodules of the perito- 
neum and mesentery consisted of cavities surrounded by 
an inner zone of dense fibrous tissue and an outer zone 
of cellular granulation tissie which included numerous 
foreign-body giant cells (fig. 4). These giant cells were 
distributed in relation to the smaller. cavities which had 
been occupied by globules of paraffin. In frozen sections 
these globules stained with Sudan III, being browner 
than neutral fat. The structure of the tumour was 
typical of the paraffinomas described in the literature. 


DISCUSSION — 


In this case the findings were similar to those in the 
experiments of Tantini (1935), who made repeated 
intraperitoneal injections of mineral oils into guineapigs 
over a period of some months and produced hyperplastic 
changes in the connective tissue and lining cells of the 
peritoneum with the formation of nodules, some of which 
were pedunculated or even free in the peritoneum. 
Tantini found that much of the oil injected into the 
peritoneal cavity reached the liver. In this case the 
liver was not kept for examination because its substance 
showed no naked-eye abnormality and because the true 
nature of the peritoneal nodules was not recognised 
during the autopsy. The animals in Tantini’s experi- 
ments showed considerable variation in the degree of 
response which resulted from the injections and the 
variability of human patients in their response to the 
mineral oil has already been commented on. The case 
described confirms Tantini’s experimental results and 
demonstrates clearly that liquid paraffin is not only of 
no value in the prevention of intestinal adhesions but 
tends to favour their formation, and that a giant-cell 
granuloma is apt to form in the peritoneal cavity as a 
result of its presence. | 


SUMMARY 


Paraffin wax, soft paraffin or liquid paraffin may 
produce a chronic inflammatory reaction if injected 
subcutaneously or introduced into the lungs, resulting 
in granulomatous tumours called paraffinomas. Similar 
tumours have been produced in animals by intraperi- 
toneal injection of liquid paraffin. 

A man developed intestinal obstruction due to 
- adhesions, and at operation half a pint of liquid paraffin 
was left in the peritoneal cavity in the hope of preventing 
further adhesions. Three years later he was again 
obstructed ; his intestines were found to be densely 
matted together by adhesions and multiple paraffinomas 
were found on the peritoneum and mesentery and lying 
free in the peritoneal cavity. 
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, ~ A SPECIES OF MOSQUITO 


INFESTING DEEP SHELTERS IN LONDON 
By P. G. SHuTe, F.R.ES. 


ASSISTANT MALARIA OFFICER (MINISTRY OF HEALTH), HORTON 
HOSPITAL, EPSOM 


Or the 3,000 species of mosquitoes known to occur in 
various parts of the world 29 are found in the British 
Isles. Four of our indigenous species pass the winter 
in the egg stage; five as both eggs and larvæ ; seven as 
larvee and seven as fertilised females which have de- 
veloped an adipose body preceding hibernation. Gener- 
ally speaking, hibernation begins at the end of the 
summer and temperature is the governing factor. — 
Hibernation in certain species can be prevented by 
keeping them under summer conditions—i.e. a tempera- 
ture exceeding 60° F. and, in some cases, with artificial 
light in addition. 

The chief malaria carrier in Europe, Anopheles macu- 
lipennis, which~is present throughout Great Britain, 
is a case in point. At the Ministry of Health’s malaria 
laboratory at Horton, a strain has been continuously 
maintained through the year over a period of five years 
in a specially constructed insectary. This colony at | 
present consists of many thousands of insects; the | 
strain originated from the eggs of a single insect. If 
artificial light is given during the winter months, breeding 
is much more prolific than when only heat is given. It 
seems that those species which hibernate as female adults 
will continue to breed throughout the winter if a summer 
temperature is maintained—cf. the winter breeding of 
anopheles in South-East Russia in water-butts inside 
the houses.! 

Until recently it was not known that one species of 
British culicine mosquito was breeding throughout the 
year in London and 100 feet below ground level. This 
species is Culex molestus. Since the underground rail- 
ways have been used as sleeping quarters for air-raid 
shelters many people have complained of being bitten 
by mosquitoes. <A search of the dark parts of the under- 
ground system revealed the presence of numerous adult 
culicine mosquitoes, many of them gorged with blood. 
At first it was thought that these were a few stray 
mosquitoes which had come from above ground and that 
they were seeking cold damp quarters where they could 
settle down into hibernation. en, however, some of 
the females were examined it was found that they were 
without adipose bodies, an impossible occurrence in a 
mosquito which is to go without food for about six 
months. <A few days later some males were found and 
this was sufficient evidence that active breeding was still 


in progress, an unusual finding so late in the year as the 


end of November. A search for breeding grounds was 
made and they were found to be fairly numerous over a 


, wide area, usually in the excavations below the lines and 


under main platforms at various stations. In most cases 
the water is only a few inches deep but is often 100 yards 
in length. Larvæ were abundant, in fact just as 
numerous as in stagnant pools above ground during the 
summer. It is obvious that temperature alone is all 
that is required to prevent this species from going into 
hibernation ; there is no artificial or natural lighting in . 
the passage ways below the lines where larve are 
developing. 

As regards breeding, the number of species of mos- 
quito indigenous in a certain area is dependent on two 
main factors: (1) Extent of suitable breeding grounds, 
(2) available blood meals for the maturation of the 
ovaries. In the tubes in normal times the number of 
people who act as blood donors is small. Persons 
travelling would not be stationary long enough to allow 
the mosquitoes to settle and have a full meal of blood. 
Porters and workmen may have been the chief contribu- 
tors in peace-time. Now, however, the thousands of 
people sleeping in the tubes provide an ample supply of 
blood meals and this, in turn, produces a greatly increased. 
number of larva and later of adults. There is a complete. 
absence in the breeding grounds of natural enemies. 
either of the larve or of the adults. In many parts of 


1. Mackenzie, M.D. Lancet, 1923, 2, 1225. 
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the tubes the atmospheric temperature exceeds 70° F. 
even when it is freezing outside. This means that 
breeding is proceeding continuously throughout the year 
and it is, as far as is known, the first time that this has 
been found to occur in nature among our 29 species of 
mosquitoes. 

Fortunately it is a simple matter to rid the tubes of 
this pest. The water in which the larve are developing 
is motionless and shallow. Providing all the breeding 
grounds are treated, either with cresol or paraffin, they 
should be quickly exterminated. Steps have already 
. been taken by the London Passenger Transport Board 
to ensure this being done. 


ACTINOMYCOSIS OF THE CENTRAL 
NERVOUS SYSTEM 


REPORT OF TWO CASES 


By Nuts L. Ecxuorr, M.S. Lond., F.R.C.S. 


ASSISTANT SURGEON TO GUY’S HOSPITAL; SENIOR SURGEON TO 
ST. JOHN’S HOSPITAL, LEWISHAM 


ACTINOMYCOSIS of the central nervous system is rare, 
though Zachary Cope? has collected 85 references to it. 
Actinomycosis normally spreads via the connective 
tissues and may metastasise through the blood-stream 
but shows little tendency to invade bone or the lymphatic 
system. Cope suggests three possible methods of spread 
to the central nervous system. First, an isolated lesion 
may be found in the brain, often in the neighbourhood 
of the pituitary body or fornix, and the experimental 
work of le Gros Clark and Rake, quoted by Cope, sup- 
ports the view that the spread has occurred from the 
nasopharynx along tlie perineural sheaths of the olfactory 
nerves to the region of the olfactory bulb. Secondly, 
metastatic abscess or meningitis may develop in a patient 
suffering from actinomycosis of the lungs, the spread 
being by the blood-stream. Thirdly, direct spread 
may take place from a primary focus in the upper or 
lower jaw by way of the connective tissues of the face 
into the pterygoid region, and so through the foramina 
of the base of the skull to produce a meningitis or an 
actinomycoma—the name sometimes applied to a well- 
localised mass of actinomycotic granulation tissue. 


In the two cases here described the third method of 
spread seems the likely one, for in both the primary 
focus was in the jaws and after many months the patients 
died from basal meningitis. There were, however, 
. additional lesions in each case. In case 1 a separate 
cerebral abscess was diagnosed and found in the fronto- 
temporal region, immediately under a sinus which had 
persisted after drainage of a superficial abscess in this 
region 9 weeks earlier. Radiography revealed rare- 
faction of the left frontal bone, so there can be little 
doubt that the cerebral abscess was produced by direct 
spread through the bone. In case 2, in addition to an 
extradural actinomycoma and a similar mass in the 
right side of the pons, there was a small abscess on the 
inferior surface of the occipital lobe which the patho- 
logist ascribed to extension via the meninges, and not 
to spread by the blood-stream. 

It is noteworthy that in each case the primary focus 
of disease (the gum) had healed, although in case 1 there 
was evidence of: chronic osteomyelitis of the lower jaw. 
Dorling and I ? have lately reported satisfactory results 
from sulphanilamide and sulphapyridine in abdominal 
actinomycosis ; and it would be worth while to use 
these drugs in cases of cervico-facial actinomycosis, in 
the hope of preventing this dangerous spread to the 
central nervous system. Deep X rays, however, greatly 
benefit these cases of relatively superficial disease in the 
early stages. The possibility of actinomycosis must 
always be borne in mind in submandibular inflamma- 
tions which fail to respond rapidly to simple surgical 


- 1. Actinomycosis, London, 1938. 
2. Dorling, G. O. and Eckhoff, N. L. Lancet, Dec. 7, 1940, p. 707. 
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treatment, even in the absence of definite bacteriological 
proof. In case 1 the ray fungus was not found during 
life and in case 2 it was not found during the patient’s 
last month in hospital. Whether anaerobic cultures 
were set up is not recorded. 


CASE l 


A clerk of 42 had two teeth removed from the left side (one 
upper and one lower) under local anesthesia on Dec. 17, 
1938. Immediately afterwards a large swelling appeared 
on the left side of the cheek which persisted. Two days later 
five more teeth were extracted under gas. His condition did 
not improve; he developed persistent headache and he was 
admitted to hospital on Jan. 9, 1939. His urine then con- 
tained sugar. The left tonsil was red and swollen and the 
tongue furred. On the 19th a submandibular abscess was 
incised and drained. He subsequently developed cedema 
of the glottis and a temporary laryngotomy was performed. 
On Feb. 16 he was discharged. 

On March 7 he was readmitted with a fluctuant lump the 
size of a hen’s egg in the left fronto-temporal region. The 
tongue deviated to the left; 
slightly less brisk than the left; lassitude was noted on 
March 11; the abscess was opened and drained. On April 6 
both incisions were discharging. Radiography showed rare- 
faction of the left frontal bone above and behind the orbit 
suggesting necrosis, with chronic osteomyelitis of the left 
side of the mandible. On May 2 he was complaining of 
shooting pain above the right eye going down to the ear. 


The sinus in the left temporal region was still discharging pus. . 


An indurated sinus was present below the mandible with no 
discharge or tenderness. There was slight facial weakness 
on the left side. On the 23rd two roots were removed and 
he left hospital again on the 25th. 

He was readmitted on June 8 under my care. Tempera- 
ture 104° F. The headache which he had had since the 
trouble began six months before had become worse, involving 
the whole head and back of the neck. There was no vomiting 
and no photophobia. He was irritable and uncodperative but 
rational. He had a moist cough and there were occasional 
coarse rales at the apex of the left lung. The submandibular 
sinus was discharging, but the temporal one was dry. The 
left upper eyelid and the whole of the left side of the face were 
cedematous. On the llth the headache was severe all day. 
At 10 p.m. he suddenly became unconscious, with deep 
stertorous breathing; oxygen and CO, were given but he 
became semi-comatose; limbs flaccid, temperature 98° F., 
pulse-rate 100, respirations 26, blood-pressure 120/68. Both 
wounds were bleeding freely. He recovered consciousness at 
11.30 r.m. Next day his speech was rather thick ; there was 
mild motor aphasia with no apraxia; he had ptosis of the: 
left eye and the right hand was weaker than the left. Some 
papilleedema was noted in the nasal halves of both discs. 
The right abdominal reflexes were weak, the left very brisk. 
An extradural abscess in the left temporal region was suspected 
and on the 13th the skull was trephined in that region. There 
was no extradural pus, but the internal surface of the frontal 
bone was roughened and aspiration through the dura in a 
forward direction to a depth of 4 in. yielded 3 c.cm. of thick 
pus. Next day he was aphasic and drowsy, cold, clammy and 
sweating. The papilloedema was slightly greater. By the 
17th he was much more drowsy and comatose with a weaker 
pulse. On the 19th he was completely unconscious ; the left 
pupil was dilated and the right contracted and neither reacted 
to light. The knee-jerks were absent and both plantar 
responses extensor. At 10 a.m. he died. 

At no time was any organism but the Staphylococcus aureus 
found in the pus from the incisions. 

At autopsy the right lung showed a well-marked broncho- 
pneumonia in the lower lobe. There was periosteal thickening 
of the left side of the mandible. The spleen was enlarged 
and of the so-called septic type. The interior of the tem- 
poral bone surrounding the trephine hole was granular and 
denuded of periosteum. There was an extradural collection 
of pus which extended to the orbital plate anteriorly, the 
vertex above and the basisphenoid medially. The dura 


showed a perforation opposite the trephine hole which was. 


surrounded by congestion and purulent exudate, and the 
whole of the right hemisphere was covered by a thick purulent 
exudate. The brain was asymmetrical owing to edema of 
the left temporal lobe, which also contained a small subcortical 
abscess. The superior table of the left orbital plate was 
necrotic. Microscopically the area of suppuration showed 


the right corneal reflex was 
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two of the sulphur granules of actinomycosis. Mycelial 
threads but no clubs were demonstrated in a section. 


CASE 2 


A man of 25. In March 1937 his jaw had started to swell 
on the right side and had become fixed in the half-open posi- 
tion. He had had occasional toothache. External incisions 
were made, one on the cheek and two below the jaw ; 4 weeks 
later an impacted right lower wisdom tooth was extracted. 
External sinuses discharged for 4 months, and actinomycosis 
is said to have been demonstrated in the pus. In November 
1937 a swelling above the right ear was opened ; in May, 1938, 
- an impacted left lower wisdom was extracted; in October 
a painless swelling above the right eye was opened. He then 
began to have double vision (right eye at fault) on looking up 
or down, which lasted a month. His vision afterwards was 
blurred. In January, 1939, he could hardly stand because of 
pain in the back of his left thigh, and the leg was stiff. The 
pain steadily became worse. 7 

When he was admitted to hospital in July he had been 
blind in the right eye for 7 weeks (perception of light only), 
and he complained of attacks of sudden giddiness when in 
bed, with vertigo, nausea and headache, lasting for half an 
hour. His right ear had been discharging for 4 months. 


His lower jaw was fixed half open with some thickening on — 
The sinuses had healed. His intelligence was. 


the right side. 
good. The right eye showed proptosis and ptosis, with 
conjunctivitis and a large corneal ulcer; the pupil was fixed 
and dilated. In the left eye the vision and pupil reactions 
were normal and there was slight proptosis. The right 
` fundus was obscured by the corneal ulcer; the left showed 
some papillcedema. The skin supplied by the tight supra- 
orbital nerve was anesthetic ; corneal sensation on the right 
side was lost and the left corneal reflex was sluggish. General 
wasting was noted, especially of the arms and legs. There 
was a fine intention tremor of the hands, the upper limbs 
were slightly spastic with increased jerks, the lower limbs 
were flaccid. Power was poor in the arms, very poor in the 
legs. The left lower abdominal reflex was absent. The right 
knee-jerk was stronger than the left; the ankle-jerks were 
absent and the plantarsextensor. He was incontinent of urine 
and fæces. A radiogram of the skull showed some destruction 
of the sella turcica. He had a swinging temperature. Extra- 
dural spread of disease in the neighbourhood of the foramen 
magnum was suspected. | ; 

On July 22 a lumbar puncture produced fluid which se 
to jelly in 5 minutes. The patient at this time began to get 
retention of urine. Papilleedema increased and he had 
occasional cerebral vomiting. His legs were useless and 
flaccid and wasting became extreme. Later his arms also 
became flaccid and still weaker and pain in his back and 
neck became worse. He had difficulty in swallowing and 
developed urethritis and a bedsore. He died on Aug. 14. 

Culture from the sinuses persistently gave a growth of 
Bacillus coli communis and diphtheroids. 

At autopsy the right side of the palate was puckered and 
scarred. At the base of the brain the dura was separated 
from the periosteum by a firm rounded mass 3 cm. in 
diameter, which lay in a bed bounded by the lateral wall of 
the sella turcica, the greater wing of the sphenoid and the 
foramen ovale; it had ulcerated through the dura posteriorly 
and involved the fifth nerve. The bone was not eroded. The 
right portion of the pons was infiltrated for 2-5 cm. by a firm 
rounded mass like'a dural tumour. Just deep to the inferior 
surface of the occipital lobe there was an abscess 0:5 cm. in 
diameter, filled with thick yellow pus; it appeared to have 
developed by extension from outside. Microscopical examina- 
tion showed that the extradural mass was a chronic granuloma 
‘consisting of dense intersecting bands of fibrous tissue, sur- 
rounding areas of suppuration, in which could be seen colonies 
of actinomycosis. The maxillary fascia showed dense 
hyaline fibrous tissue with many foci of polymorphs’ and 
plasma cells but no actinomycosis. Connective tissue tuken 
from below the foramen ovale showed a granulomatous mass 
containing actinomycosis colonies. 


SUMMARY 


Two cases of actinomycosis of the cervico-facial type 
with spread to the central nervous system are described. 

Spread had apparently been by direct extension, and 
in one case there was evidence of direct spread through 
the bone. 

If such cases could be recognised early chemotherapy 
would be worthy of trial. j 


THE 
AUDITORY APPARATUS AND AVIATION 


By ERNEST WODAK, M.D. 
TEL-AVIV, PALESTINE 


DURING the past twenty years the relationship between 
aviation and the auditory apparatus with its organ of 
equilibrium have been freely studied, and the results 
have been applied to the examination of pilots. 


PROSPECTIVE PILOTS 


It is now generally agreed that perfect ear-drums and 
good hearing are essential for a recruit. Candidates with 
purulent otitis media are always rejected and rightly so. 
If the otitis is completely cured, the drum well healed 
or with only a small perforation, and the hearing 
good he need not be rejected—provided the eusta- 
chian tubes are patent. Candidates with retracted 
drums and chronic sclerosis of the middle ear, or with an 
obstructed eustachian tube, should be ‘rejected because 
flying aggravates these conditions. Slight deafness of 
the cochlear type does not justify rejection, but may 
become worse as a result of flying. Catarrh of the 
eustachian tube is definite ground for rejection because it 
unfits the man for flying at high altitudes; a rapid 
descent will cause rupture of the drum and effusion of 


blood into the tympanic cavity. 


At one time orientation in the air was thought to 
depend on the vestibular apparatus, especially .on 
occasions when vision was obstructed by mist, clouds or 
injury. Even slight disturbance of function in this 
apparatus was regarded as grounds for rejection of 
candidates. Extensive research by Russian and German 
investigators, however, has shown that proprioceptive 
sensibility (Tiefensensibilitat) is much more important in 
maintaining orientation than the mechanism of equili- 
brium in the inner. ear. Indeed some think that the 
function of the vestibular apparatus is not to maintain 
equilibrium but to initiate changes in it. 

Candidates who have nystagmus on looking straight 
ahead are unsuitable for aviation. If a candidate has . 
lateral nystagmus, but only on extreme lateral move- 
ment of the eyes, he need not be rejected unless the 
nystagmus is accompanied by a feeling of rotation. 
Candidates in whom the vestibular apparatus fails com- 
pletely to respond to rotation tests and hot and cold syring- 
ing tests should be refused ; but those in whom it gives a 
diminished response may be accepted. The mass 
investigations of recent years are taken by some to indi- 
cate that candidates with a hyper-excitable vestibular 
apparatus should be rejected. The duration of nystag- 
mus after rotation. and hot and cold syringing tests was 
formerly believed to be short in normal péople, but recent 
work, especially in Germany, has shown that normal values 
are much more elastic than was supposed and that hyper- 
excitability of the vestibular apparatus need not be. 
diagnosed unless the duration of nystagmus after the 
tests greatly exceeds the periods formerly accepted as 
normal. Some authors attach less importance to the 
results of tests than to the effect of flying itself on the 
candidate, and suggest that his reactions in the air 
should be studied, especially those of his vegetative 
nervous system as indicated by nausca. 


PILOTS AFTER SERVICE 


Flying may affect the ears in various ways. The noise 
of the engine on long flights may produce deafness of the 
cochlear type which can last as much as 10 hours. After 
long service pilots always develop some degrec of 
occupational deafness due to an innbr-ear lesion. If 
severe deafness occurs after a comparatively short period 
of service the pilot should be sent on leave ; and if hear- 
ing does not improve noticeably after a long period of 
leave, or if deafness recurs soon after-he begins flying 
again, he should probably give up aviation in order to 
avoid greater and lasting damage to his hearing. Most 
writers regard the noise of the engine as being the most 
injurious of the factors acting on the pilot’s ears. Ear- 
plugs of wool or rubber offer some protection. Pilots 
with acute head colds should not go up, because they are ` 
more susceptible than usual to variations in pressure 
and may endanger the safety of the machine and its 
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occupants. Obstruction of the eustachian tubes from any 
cause is likely to affect the pilot because he cannot 
equalise the pressure on the two sides of his drum. His 
ears may also suffer from the effects of wind, humidity 
and differences of temperature. 

“Some years ago I made a study of the vestibular 
apparatus in experienced pilots, and found that excita- 
bility diminishes as a result of training; this has been 
„confirmed by other workers. In pilots of long standing a 
physiological hypo-excitability develops and is a sign 
that they are getting accustomed to their profession. 
Similar findings have been recorded among acrobats and 
dancers; they become adapted to their vocations and 
follow them.more readily than a person with a normally 
excitable vestibular apparatus would do. In spite of 
this diminished response to stimulation, pilots may suffer 
serious damage to the vestibular apparatus in stormy 
weather, especially if they happen to be out-of-sorts or 
fatigued ; on such occasions the most seasoned pilot may 
suffer from severe air-sickness, particularly if he raises or 
lowers his head sharply while making a sudden turn, or 
while diving. The vestibular apparatus may respond so 
violently that he becomes completely disorientated and 
catastrophe is likely to follow ; herein lies one probable 
explanation of crashes occurring without apparent cause. 
The hypo-excitability found in seasoned pilots is only a 
temporary acquirement ; investigation shows that those 
returning to work after a long interval have recovered 
their normal vestibular excitability. Probably it would 
be wise to examine men returning from long leave with 
this possibility in mind. 

The following points are worth noting :— 

(1) In examining candidates for flying the vestibular 
apparatus should be investigated by recent methods, and 
manifest or latent hyper-excitability of the vestibular 
apparatus should be observed. 

(2) The findings should be checked every six months 
and a record kept of the excitability of the vestibular 
apparatus so that changes in the threshold can be 


recognised. 
(3) Further research in this field would be valuable. 


STANDARD PATTERN FOR HIP SPICA 
By W. SAYLE CREER, M.Ch.Orth. Lpool, F.R.C.S. 


ORTHOPEDIC REGISTRAR AT SALFORD ROYAL HOSPITAL; ORTHOPAEDIC 
SURGEON TO THE DISTRICT INFIRMARY, ASHTON-UNDER-LYNE 


THOSE who have adopted Trueta’s patterns for 
“ creamed-fabric ”’ plaster casts ! approve their simplicity 
and efficiency, but the hip spica ? is difficult to handle 
because of its great size and its weight and unwieldiness 
when wet. Even with the new wide Cellona material, 
which is a great deal easier to handle, it is not possible 
to guarantee that every spica will be the perfect fit which 
is necessary to ensure efficient immobilisation. Most 
British surgeons fix the foot to the orthopedic table with 
bandages, or have it held by an assistant. The size of 
the pattern is reduced by applying the foot portion after 
the main part has set and it is safe to release the foot. 
The relationship of the long axis of the body and leg 
portions of Trueta’s pattern has to be varied with the 
degree of abduction or flexion of the hip. At best this 
means that the plaster team must wait till the surgeon 
is certain of the position before the shape is cut out, and 
at worst may lead to a very badly fitting spica. In any 
case it precludes the use of a single, standard shape which 
is one of the major advantages of the scheme. The 
necessity for careful measurements is a further difficulty. 

The basic idea of the suggested modification is to use 
three pieces for the hip spica as in the shoulder spica. 
I have found that it is possible to cut the pieces out with- 
out even seeing the patient. Others have tried the 
method and agree that it seems to be-fool-proof. The 
only disadvantage is that it takes a few minutes longer 
to apply. The advantages are :— 

Smaller pieces are used which are very easy to handle. 

Only three approximate measurements are necessary for 
the average adult. 

The shape need not be modified for different degrees of 
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It provides great strength at the groin because of the over ` 
lapping of the three main pieces . 

The foot portion is added. at th> most.convenient time— 
after release of the foot. 
A good fit can be guaranteed every time. 

There is no waste of material. 


THE PATTERNS 
Seven or eight layers of 24 in. cellona material suits 
every adult except outsize ones. 
1. Posterior body piece (fig. 1)—Depth 12 in.* Semi- 
circular portion, 2 in. deep, 5 in: across, cut out to allow 


Fic. 1 CIRCUMFERENCE AT GROIN 
Posterior body piece. 


: | GROIN TO 
ANKLE 
ABOuT 
30 IN 


SLIT 
CIRCUMFERENCE AT KNEE 


CIRCUM: AT ANKLE 


_Fia. 2 
Anterior body piece. 


Fic. 3—Leg piece. 


use of bedpan. A slit 3 in. deep in the middle of the 
short sides ensures a snug fit at the waist. . 

2. Anterior body piece (fig. 2).—This extends on the 
anterior and lateral aspects of the thigh for about 6 in. 
Depth 20 in.’ Slits 3 in. deep as before to ensure snug 
fit. The portion (a) cut off is about 8 in. wide and is 
used later for the footpiece. 

3. Leg piece (fig. 3).—This extends upwards an the 
outer side of the body for about 6 in. Total length 
(depth) 36 in. for average adult. Three measurements 
of the patient are useful, though not essential—the 
circumference at the groin, knee and ankle. Cut out 
the V on each side to separate the body and leg portions 
to a depth of 8 in. Cut slits 2 in. deep at each side just 
above the knee to ensure snug fit. The portion (b) cut 
off is used to add further strength at the hip. 


APPLICATION 

The use of borax, roughly one heaped tablespoonful to 
a sink filled with tepid water to a depth of 2 in., to retard 
setting is strongly recommended. 

Soak, drain, smooth and apply the posterior body 
piece. After moulding fix partially with two or three ° 
turns of moistened open wove bandage (or plaster 
muslin). 
` Soak, drain, smooth and apply the anterior body 
piece. Mould carefully and fix partially with moist 
bandage. Do not take too long in the moulding and do 
not fix completely because it is necessary for all three 
portions to coalesce into a homogeneous mass. 

Soak, drain, smooth and apply the leg piece to the 
outer side of the leg and body. The body part will 
stretch roughly from the opposite anterior superior iliac 
spine to the opposite tuber ischii. Mould carefully, 
turning back the edges of the leg portion if necessary in 
order to leave the } in. gap or gutter. The portion (b) 
which was cut off the leg piece is used as a reinforcement 
at the back of the hip, a place which would otherwise be 
weak. Fix the whole spica firmly with moistened open 
wove bandage. 

The weak place can be avoided by making the anterior 
and posterior body pieces of almost identical shape. It, 
is not easy to apply such a shape to the under surface of 
the body, hip and upper thigh without leaving ridges 
and spaces. It is essential that the posterior body 
piece shall be smooth on the inside and incapable of 


3. If the surgeon intends that the body portion should extend to 

i the upper ribs the depth of the body portions must be greater 
than 12 in. and 20 in. respectively. The spica described here 
is intended to reach only to the lower ribs, 
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the traction table foot-piece or assistant’s 
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causing pain or pressure sores. This is achieved most 
satisfactorily by using the smaller shape plus the rein- 
forcement. 

One 6 in. by 6 yd. cellona bandage should be used to 
finish the groin portion of the spica, as this part must 
be strong. 

When the main part has set the foot is released from 
hands. The 
small portion (a) cut off from piece two is used as a 
posterior slab, its side being nicked or pleated according 
to choice to ensure close fit. Two 6 in. by 6 yd. cellona 
bandages are used to complete the foot-piece, the second 
one e run up to the knee. If it is not carried up the 
leg two 4 in. by 4 yd. bandages suffice. 


I have pleasure in acknowledging Mr. R. Ollerenshaw’s 
assistance in preparing the article and his permission to 
evolve the spica in the PREA department at Salford 
Royal Hospital. 


ii , PELLAGRA 
FOLLOWING CHRONIC ALCOHOLISM 
By Ent Davis, M.Sc., M.D. Manc., M.R.C.P. 
SENIOR RESIDENT PHYSICIAN AT 8T. STEPHEN’S HOSPITAL, L.C.O. ; 


E. HINDEN, M.B. Camb., M.R.C.P. 


ASSISTANT MEDICAL OFFICER AT 8T. CHARLES’S HOSPITAL, L.C.C. 


AND 


‘“ CASES (of pellagra) following in the wake of chronic 
alcoholism have never been reported in England ” 
(Lancet, Nov. 9, 1940, p. 594). We therefore report the 
following case. ' 

A tailor, aged 69, had lived in Eire till 1900, and sub- 
sequently in England. He gave a long history of per- 
sistent alcoholism, particularly in the past 10 years. 
For some years up to 1936 the chief item in his diet was 
beer, and often he would take nothing but beer for days. 
Only on Sundays, and then not always, did he have a good 
meal. He did not enjoy food. About 2 years ago he had 
severe diarrhoea lasting several months. In 1928 he 
began to suffer from a rash which was much worse in 
summer, and had hospital treatment for it, and for 
dizziness, from May to September, 1938. His rash became 
exfoliative, and did not improve with local treatment. 

We saw him on Nov. 15, 1938, when he complained of 
continual dizziness, recent sore gums, diarrhœa, and the 
rash. He was thin and mentally dull. There was a red, 
rough, scaly, symmetrical, sharply-demarcated rash on 
the backs of his hands, feet, and heels, sacrum, neck and 
ears. On the neck it had a pigmented border. No 
visible glossitis was present. His knee-jerks were 
sluggish, ankle-jerks absent, and his gait was unsteady. 
He had frequent cramps in the legs. His calves were not 
tender, and his optic discs were normal. There was no 
other neurological abnormality, motor or sensory. He 
was given a full diet, and nicotinic acid 100 mg. a day 
fora month. His rash began to improve after 24 hours 
on nicotinic acid, and after a month was notably better. 
From Dec. 20 to 24 he had severe diarrhœa. In January, 
1939, his skin and general condition were better, but there 
was still dizziness and much ataxia. From Feb. 4 full 
doses of vitamin B (Marmite, Bemax and Benerva) were 
given by mouth. By Feb. 16 his gait had improved. 
He was discharged on March 15, walking well, without 
vertigo, skin clear apart from roughness, and determined 
to forego alcohol. | 

On May 7 he returned to St. Stephen’s Hospital. He 
had taken to beer again. The rash had reappeared, and 
was much the same as on Nov. 15. On walking he was 
apt to fall every few yards. Giddiness was severe. He 
was kept under observation for a month. The rash did 
not alter. On June 12 he was started on a 3-weeks 
course Of nicotinic acid, 50 mg. four times a day. By 
June 19 his skin was much clearer, but his other symp- 
toms had not improved. From that day vitamin B was 
given by mouth in full doses. On July 3 his skin was 
almost clear. Not till mid-August, however, was he 
walking well and free from dizziness. By then he was 
bright, and claimed that he had not felt better for years. 
We saw him again in November, 1940. He stated that 
from May to October the rash had been severe, but 
dizziness moderate. On examination the rash was 
ee but not severe, but there was obvious 
ataxia, 
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Investigations.—Blood-pressure: 1938, May, 140/70 mm. 
Hg, July, 135 80, September, 110/70, Nov. 15, 145 90, Nov. 
24, 110,70; 1939, May, 125, 80, July, 140, 80 ; 1940, Nov. 19, 
100'65, Nov. 20, 135,75, Nov. 21, 116/70, Nov. 24, 100 65. 

Uroporphyrins: May, 1938, present ++ ; November, 
1940, present. 

Blood-counts: May, 1939, white cells, 5100 per c.mm. ; 
differential count normal. November, 1940, red cells 
4,840,000 ; Hb. 100%; colour-index 1-03; white cells 6300. 
Wassermann and Kahn reactions negative. 

Cerebrospinal fluid: November, 1940, protein, 65 mg. per 
100 c.cm.; globulin, chlorides, cell-count and colloidal-gold 
reaction normal; Wassermann reaction negative. 

Gastric analysis : no free acid, even after histamine. 
It is of interest that the rash improved after taking 
nicotinic acid but that nervous features abated only 
after the addition of vitamin B. This sequence recurred 
the second time he was admitted. The view that a 
nicotinic-acid deficiency gives rise to the dermatitis and a 
thiamin deficiency to the neuritic signs was therefore 

supported by this case. 

We thank Dr. W. Allen Daley, medical officer of health to 
the London County Council, and Dr. D. S. Sandiland, medical 
superintendent of St. Stephen’ s Hospital, for permission to 
publish this case, and Dr. G. W. Goodhart, group pathologist, 
for his reports. 


A NOTE ON THE 
ETIOLOGY OF ERYTHEMA NODOSUM 


By A. LIsLe Punca, M.B. Lond., M.R.C.P. 


SENIOR PHYSICIAN TO THE ROYAL NORTHERN HOSPITAL, LONDON 
PHYSICIAN TO THE BROMPTON HOSPITAL. . 


For two-:or three years before this war I had been 
investigating the reaction of recruits to the nursing staff 
of the Royal Northern and Brompton Hospitals to the 
intradermal tuberculin (Mantoux) test. On joining the 
hospital each new nurse was submitted to (1) a clinical 
examination, (2) an X-ray examination of the chest, (3) 
an estimation of the erythrocyte-sedimentation rate and 
(4) a Mantoux test. 

The Mantoux test was performed with old tuberculin 
supplied by the Medical Research Council. A dilution of 
1 in 10,000 was used in the first instance. If a negative 
reaction was obtained to this, the test was repeated a 
week later with a dilution of 1 in 1000. If this also was 
negative a further test was performed with a dilution of 
1 in 100 after another week. The test was considered to 
be positive only if a definite wheal developed surrounded 
by erythema. Erythema alone was recorded as negative. 

All nurses who gave a negative reaction in all dilutions 
were subsequently followed up, an erythrocyte-sedimen- 
tation rate and a Mantoux test with a dilution of 1 in 
100 being performed at regular intervals. 

The investigation was initiated in the hope of deter- 
mining a number of points in connexion with tuberculous 
infection in adults. It will, I think, be generally agreed 
that healthy people who give a negative Mantoux test 
have never had that primary infection with the tubercle 
bacillus which a considerable proportion, though by no 
means all, of the population have had by the time they 
reach adult life. This investigation therefore aimed at 
determining (1) what percentage of healthy young women 
entering the nursing profession at two London hospitals 
had never been infected by the tubercle bacillus; (2) at 
what time, if any, during their training such primary 
infection occurred ; (3) whether such primary infection 
was associated with any clinical manifestations; and 
(4) in what percentage, if any, such primary infection 
was associated with manifestations of active tuberculous 
disease, whether pulmonary or otherwise. 

The war put a stop to this investigation and rendered 
valueless the work which had already been done, for it is 
only from continuous observation over a long period that. 
any conclusions can be drawn. As a side issue from the 
main line of the investigation, however, three cases appear 
to throw light on the xtiology of erythema nodosum. 


Case 1.—Aged 18. Studont radiographer. Had worked 
for 15 months in X-ray department at St. George’s Hospital 
before coming to tho Royal Northern Hospital. No previous 
illnesses. No history of tuberculosis in family, 
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Oct. 26, 1938. Clinical examination; no evidence of 
disease in any system. Radiography of chest : no infiltration 
of lungs and no calcified primary focus or calcified glands. 
Sedimentation-rate 6 mm. in 1 hour. Mantoux test negative 
` to all three dilutions. 

Nov. 26. Sedimentation-rate 6 mm. in 1 hour. Mantoux 
test negative to 1 in 100. 

Dec. 16. Sedimentation-rate 8. Mantoux test negative 
to 1 in 100. ` 

Feb. 22, 1939. Sedimentation-rate 5. Mantoux test 
negative to 1 in 100. 

April 4. Sedimentation-rate 6. Mantoux test negative to 
1 in 100. 

At_this stage the student expressed her unwillingness to 
continue the investigation. Sixteen months later, on Aug. 8, 
1940, she reported sick with aching all over, headache and a 
temperature of 100° F. After seven days the characteristic 
lesion of erythema nodosum appeared on the legs. The 
sedimentation-rate was 45 mm. and the Mantoux test gave a 
strongly positive reaction with a dilution of 1 in 10,000, the 
wheal measuring 17 mm. and the surrounding erythema 
45 mm. across. 

Case 2.—Aged 19. Had lived all her life in Ireland. No 
previous illnesses. No tuberculosis in family. Had not done 
any previous nursing. 

Nov. 16, 1937. Clinical examination; no evidence of 
disease in any system. Radiography of chest: no infiltration 
of lungs and no calcified primary focus or calcified glands. 
Sedimentation-rate 8 mm. in 1 hour. Mantoux test negative 
to all dilutions. 

Dec. 16. Sedimentation-rate 8 mm. Mantoux test nega- 
tive to 1 in 100. 

On Feb. 10, 1938, the nurse reported sick, saying that she 
had been feeling run down for a fortnight, that her ankles were 
swollen and that she had “‘ boils ” on her legs. The “ boils ” 
were found to be the fading rash of erythema nodosum. The 
sedimentation-rate was 58 mm. and the Mantoux test was 
strongly positive to 1 in 10,000 (wheal 15 x 20 mm.). 

CasE 3.—Aged 22. No previous illnesses. No tuberculosis in 
family. Had nursed for 4} years in a general hospital, where she 
had occasionally come in contact with cases of tuberculosis. 

Nov. 4, 1938. Clinical examination : no evidence of disease 
in any system. Radiography of chest showed no infiltration 
of the Jungs and no calcified primary focus or calcified glands. 
Sedimentation-rate 5. Mantoux test negative to all dilutions. 

Jan. 6, 1939. Mantoux test negative to 1 in 100. 

On Jan. 27 the Mantoux test became positive to 1 in 100 
(wheal 5 mm., erythema 12 mm. across). On Feb. 13 the nurse 
developed typical erythema nodosum, chiefly on the legs, with 
a febrile reaction lasting 3 days. The sedimentation-rate was 
then 105 mm. 

All these patients made a rapid recovery and up to the 
present have remained in good health. 


DISCUSSION 


In these three cases I was able to observe a persistently 
negative Mantoux test becoming positive—in other words, 
to detect the occurrence of the primary tuberculous 
infection in three young adults. Coincident with this 
primary infection all three of them developed erythema 
nodosum. No other cases of erythema nodosum were 
observed in this investigation. It is, I think, logical to 
conclude that in these three cases the erythema nodosum 
was a manifestation of the tuberculots infection. It has 
been suspected for a long time that there is some associa- 
tion between erythema nodosum and tuberculosis, but 
so far as I am aware there has hitherto been no such 
definite evidence as this. 


| SUMMARY 

New members of the nursing staff at two London 
hospitals were submitted to a clinical examination, 
radiography of the chest, an estimation of the sedimenta- 
tion-rate and a Mantoux test. Those giving a negative 
reaction to a dilution of 1 in 100 in the Mantoux test were 
regularly re-examined. 

Three young women in whom the Mantoux test had 
repeatedly been negative developed erythema nodosum. 
This was accompanied or imm diately preceded by a 
positive reaction to the Mantoux test and a rise in the 
sedimentation-rate. 

These cases demonstrate that erythema nodosum is 
at least sometimes a manifestation of a primary 
tuberculous infection. 
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DIET OF ANEMIC WOMEN 
By Nasisp U. KHAN, M.B. Durh. 


PHYSICIAN TO THE DISPENSARY AND HONORARY MEDICAL OFFICER 
TO THE DAY NURSERY, NEWCASTLE-ON-TYNFE 


THE diets of 22 uns-lected mothers of working-class 
families in Newcastle-on-Tyne were investigated for a 
week and the blood-picture studied to assess the effects 
of various supposed etiological factors in ‘‘ idiopathic ”’ 
hypochromic anemia. The daily intake of organic and 
mineral foods (iron, calcium, phosphorus and copper) 
was calculated in each case. 


Sahli’s modification of Gower’s hsemoglobinometer was 
used. The instrument is standardised so that a reading of 
100% is equivalent to 17-3 g. of hæmoglobin per 100 c.cm. of 
blood. This differs from Haldane’s hemoglobinometer in 
which 100% stands for 13-8 g. per 100 c.cm. In women the 
average hemoglobin content of blood is 13-7 g. per 100 ¢c.cm. 
and there is a diurnal variation of at least 10% (Wright 1940). 
Women in this series were regarded as being anemic if their 
hæmoglobin was 13 g. per 100 c.cm. or less; on Sahli’s scale 
this can be taken as 75% and under. 


Study of the hemoglobin, red-cell count and colour- 
index of my 22 subjects showed that 12 of them were 
anzmic. Of the anæmic subjects, 1 had megalocytic 
and the rest microcytic anæmia. The 11 women with 
microcytic anæmia were carefully examined, a 
account was taken of their diets, the possibility of exces- 
sive blood-loss was inquired into and three occult-blood 
examinations were carried out in each case. In only 
one woman could the anzmia be attributed to excessive 
blood-loss ; she was excluded from this study, leaving 
10 patients with ansemia of microcytic type and 10 with 
normal blood. All the women were apparently free 
from diseases which might cause anzmia and none of 
them had a history of excessive menstrual flow ; none of 
them had been pregnant for two years. 


HAMOGLOBIN IN RELATION TO DAILY FOOD INTAKE 


Protein (g.) 


Age Hb Cal. |————_,——_ | Fats | Carb. | Fe. | Ca.| P. | Cu. 
IA Total aal g. g. mg. | mg. | mg. | mg. 
NORMAL GROUP 
41 ; 80 | 3021 79 22 77 485 |12-7| 109) 640| 0:8 
30 75 | 3428 | 112 52 134 420 |10-5' 586 |1416) 1:16 
42 85 | 2933 77 35 104 403 | 10-9] 232 |1099| 1°74 
48 90 | 2066 63 3 85 246 |14:0/ 183; 980| 1-5 
38 80 | 3267 | 118 49 113 423 | 13-7| 396 |1039| 0°87 
36 77 | 1369 40 14 42 198 5:2} 47) 340| 0-42 
53 80 | 3046 89 33 107 411 | 10:5156) 926) 0-86 
43 83 | 3210 99 5 91 477 110-6279, 814] 1-64 
35 82 | 2481 86 31 63 376 8-7; 364 11114! 0-67 
38 76 | 1096 35 9 46 128 4°5| 69| 372) 0°27 
Average— 
0| 811 2592 80 32 | 86 ! 356 | 10-1: 242) 87411-04 . 


45 71 | 3157 | 120 14°7| 354 [1167] 1-09 
39 65 | 2111 81 11:3) 198 | 776| 0'81 
32 45 | 3056 81 10:0) 347 11205] 1-5 
47 30 | 1899 60 7°7| 204| 6180-51 
37 60 | 2227 81 12-6) 331| 618| 1-14 
27 58 | 2247 60 7-4| 134 | 526| 0-78 
30 60 | 3344 | 107 16-2| 591 |1226) 1-34 
47 58 | 3493 | 110 12-8; 160 | 919| 1-19 
43 70 | 2893 | 108 11:2| 293 |1208| 1-18 
29 65 | 3088 | 110 13-2| 111 |1163| 1-03 
Average— | 
388 {| 57 | 2751 92 11-6) 272 | 942 0-99 


Minimum standard*— 


75 | 3000 | 70 12-0) 680 |1320| 2-0 


* Sherman’s (1937) figures modified in the light of more recent 
experiments. 


The table shows that on the whole the anzemic subjects 
were taking a better diet than those without anzmia. 
This accords with the observations of Davidson and 
others (1933). The table also shows that there is no 
relation between the total iron content of the diet and the 
hemoglobin content of the blood in the c:ses of hypo- 
chromic ansemia; in the whole series 12 had an iron 
intake below the standard daily requirement of 12 mg. 
and only 5 of these were anzmic ; whereas of the 8 who 
were getting 12 mg. or more daily 5 were anemic. The 
lowest iron intakes (4-5 and 5-2 mg. per day) were in two 
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subjects who were not ansmic; whereas the highest 
intake (16-2 mg.) was in a woman who was anemic. 

McLester (1931) and others have suggested that 
calcium may have some relation to iron absorption, and 
thus to the hemoglobin level; but in this series the calcium 
intake on the whole is so low that any suggestion of a 
relation between calcium intake and anzemia seems 
hardly justifiable. ‘The copper intake is also below that 
considered essential for hæmoglobin formation, in which 
copper has generally been supposed to play a catalytic 
part. I have been unable to find any other series of cases 
reported in which the copper intake has been correlated 
with hemoglobin ; the present study shows no relation 
between the two. Nor could I find any relation between 
the hæmoglobin level and the phosphorus intake, the cal- 
cium-phosphorus ratio or the total protein. 

Swedish workers (1937) point out that there is a rise 
in hemoglobin as the diet becomes more varied thanks to 
the increase of animal protein and the addition of fruit 
and vegetables to the diet. Their results are not 
uniform, but they suggest that lack of animal protein, 
and to a smaller extent of fruit and vegetables, lowers the 
hemoglobin level. But in my series among the 7 women 
who were taking less than 30 g. of animal. protein per 
day 4 were anemic and 8 normal; and the average daily 
intake of animal protein was 32 g. in the normal group 
and 33:8 g. in the anemic group. The fasting gastric 
juice was tested for free acidity in every case; 17 of the 
20 gave no reaction to Congo red or thymol blue, and of 
the 3 who gave positive reactions 2 were anemic and 1 
normal. No conclusion can therefore be drawn as to the 
influence of low gastric acidity. 


SUMMARY 

The diets and blood-pictures of 22 women were 
investigated in an attempt to correlate the incidence of 
hypochromic anemia with a deficient intake of organic 
or mineral foodstuffs. No relation could be established 
between the hæmoglobin level and the intake of iron, 
phosphorus or animal protein. The calcium intake of 
the whole series was too low for any conclusion to be 
drawn, and the intake of copper throughout was also 
lower than the accepted minimum figure.’ 

I am indebted to Dr. A. J. Smith and Prof. David Burns for 
their help and advice and to the faculty of medicine of the 
University of Durham for permission to publish this article. 
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CONVULSION THERAPY WITHOUT 
CONVULSIONS 
By G.. CAMPBELL YOUNG, M.R.C.S., D.P.M. 


DEPUTY MEDICAL BUPERINTENDENT AT BRACEBRIDQE HEATH 
HOSPITAL, LINCOLN 


OTHER psychoses sometimes respond more dramatically 
to convulsion therapy than schizophrenia for which 
Meduna introduced it, and improvement sometimes 
occurs even when the convulsant drug fails to produce 
a fit. In the case reported here, the drug was given in 
subconvulsive doses, and no fits appeared, but the 
patient made a good recovery. 

A woman, aged 38, whose husband had died a year earlier, 
was admitted to hospital on Aug. 21, 1940, in an acutely 
confused, destructive and restless state with vivid auditory 
and visual hallucinations. The restlessness necessitated full 
doses of sulphonal, hyoscine and morphia, and later a chloral 
and bromide mixture. Treatment had to be continued in 
bed ; there was no sign of improvement, and the patient was 
becoming exhausted and had lost 64 lb. in weight since 
admission. On Sept. 27, 5 c.cm. of 10% Phrenazol (Boots) 
was given intravenously followed after 1 min. by another 
6 c.cm. There was little reaction and no convulsion. Next 
morning 6 c.cm. and 7 c.cm. were given, and in the evening 
7 c.cm. and 8 c.cm., still without convulsion. Mental 
improvement was already beginning. On Oct. 3, 4 c.cm. was 


given without convulsion but with further mental improve- 
ment, so much so that the patient was allowed up in clothes 
for the first time since her admission. The mental state 
regressed towards the end of the second day after the injection, 
but improved again after an injection of 4 c.cm. on Oct. 7. 
Up to Oct. 18 injections of 4 and 5 c.cm. were given at three- 
day intervals without producing a convulsion. After each 
injection further improvement was observed. Treatment 
«was stopped on the 18th, three weeks after its inception. 
By Nov. 11 the patient was normal and had full insight. 
Her weight had increased from 6 st. 23 lb. at the beginning of 
treatment to 7 st. 5 lb. She has never looked back. - 


The fact that there was regression in the interval 
between injections in the early days of treatment seems _ 
to be evidence that the beneficial results were produced 
by the drug. Signs of reaction were slight and the 
patient was not distressed as patients so often are when 
no fit follows. Presumably this was because the dose 
was considerably below the convulsion-producing dose. 


I thank Dr. John Macarthur, medical superintendent of 
Bracebridge Heath Hospital, for his help and for his permission 
to publish this case. 
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SECTION OF EPIDEMIOLOGY 


AT a meeting of this section held on Dec. 20 the ‘chair 
was taken by Dr. ALISON GLOVER, the president, and 
a discussion on 


Hygiene in Air-raid Shelters 


was opened by Dr. P. G. Stock. Before the collapse of 
France, he said, it had hardly been expected that shelters 
-would be used as dormitories, and the Government’s 
policy had been to provide public shelters for, those 
caught in the streets or unprovided for some reason with 
domestic shelters. The feeling of being safer when 
unable to hear guns or bombs had driven people to 
places never intended as shelters. When a serious public 
health problem arose, the Minister of Home Security 
and the Minister of Health had appointed a committee 
under Lord Horder to investigate the situation, but very 
little sanitary improvement had been effected by the 
middle of October. Execution depended mainly on the 
borough engineer’s department which was short ‘of 
materials and labour and overwhelmed with even more 
urgent work. In most of the larger shelters there was 
overcrowding, lack of cleanliness, insufficient closet 
accommodation and inadequate ventilation. Many 
shelters were damp, and the others became even more. 
overcrowded. In very few shelters was there adequate 
lighting or any heating at all. Many large shelters had 
no pipe water supply and were below sewer level, 
necessitating bucket sanitation. Some tube stations 
had a mosquito problem. The Government had done 
much. The Minister of Health himself took immense 
personal ‘interest and visited shelters three or four 
nights a week, despite his many duties. Overcrowd- 
ing was dealt with as far as possible by dispersion 
and by voluntary evacuation. A ticket system had been 
introduced in most shelters provided with bunks. Much 
extra shelter accommodation had been secured, but 
grave overcrowding still existed. The Horder Committee 
had urged the use of any available means of ventilation. 
The policy of rendering shelters gastight had been 
abandoned, curtains had been removed and where 
possible fans provided. Coal stoves were to be intro- 
duced into surface shelters; the supply difficulty made 
electricity impossible. 

In large shelters medical aid-posts were being estab- 
lished to detect early infectious disease and deal with 
accident or acute illness. Serious cases should be 
removed to hospital as far as possible. The risks of 
epidemic illness would be best met by preventive 
measures among the general population. Immunisation 
against diphtheria was strongly urged. Air-borne 
infections could be minimised by spraying the air. 
Orders had been placed for two types of apparatus. 
A. large-scale trial had been started at the Marble Arch 
tube station, where the antiseptic mist could be intro- 
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duced through the plenum ventilation system, and at 
Bond Street, where compressed air was used to spray 
the mist. -It was important to have a sufficiently fine 
mist ; something like Lister’s carbolic spray was coming 
into its own again. Dust must also be dealt with. 
Masks against droplet infection were a practical sugges- 
tion. Precautions:must also be taken against lice-borne 
disease. Short courses of instruction and a pamphlet 
on body parasites had been provided for wardens. Now 
was the time to ensure adequate cleansing stations and 
to consider improvising methods if need should arise. 
A new insecticide powder hung about garments, remain- 
ing active for a week. The mosquitoes bred on large 
collections of stagnant water in tubes; the only species 
found was Culex molestus which bit savagely, though not 
conveying disease. Active measures had been taken : 
cresol turned the pools milky and showed up larve, but 
the collections must be pumped out or efficiently treated. 

Inadequate emptying and cleansing of pail latrines 
had added to the difficulty of insufficient supply and 
poor screening and lighting; a hopper emptier had 
proved useful. Great responsibility rested on shelter 
wardens who could do, and did do, so much for those 
under their care. There had been a considerable 
reduction in the total number of persons sheltering in tube 
stations, but the reduction did not extend to the poorer 
areas. 

The PRESIDENT observed that each type of shelter 
had its own problems, most of which were interlocked 
problems for the engineer and the doctor. Additional 
provision for washing and de-infestation was needed out- 
side the shelter. An inherent and incurable defect was 
that no sunshine could enter; in most shelters dark- 
hess was combined wich the two cardinal environmental 
sins: overcrowding and damp. It was inevitable, as 
the Royal Commission of 1861 said that if more than a 
certain number were placed in a given space, the lives 
of some and the health of others would be sacrificed. 
Abatement of overcrowding was the primary problem. 
Damp drove people to drier shelters and thus was a 
potent factor in overcrowding. The use of school 
shelters by the public required especial supervision ; 
the time for cleansing might be inadequate. Fortunately 
the blitzkrieg had started four months before the 
epidemic season, allowing time for preventive measures 
and for some acclimatisation of the public to each other’s 
nasopharyngeal infections. Moreover, the infectious 
diseases had so far this year behaved well. Casualties 
had been extraordinarily small. The shelters had stood 
splinter and blast much better than many had anticipated 
and it was for epidemiologists to minimise casualties 
due to infection. 

Dr. C. F. WHITE described the invasion of the city by 
some 20,000 nocturnal visitors from neighbouring 
boroughs, when its authorities had planned daytime 
shelter only for its large day-population. Strutted 
basements were far less popular than tubes. It was 
easy enough to say what ought to be done, but quite 
another matter to provide the remedy. Before the war 
the whole aim had been to abolish underground rooms 
and to get everybody up into light and air. It was all 
very well to talk about dispersal ; people would not go. 
Surface shelters were not much used at night, and to get 
away from noise and fear some people would face all the 
other disadvantages; and the psychological benefit of 
this must not be forgotten. The principal sufferers 
would be the children. Compulsory evacuation was not 
practicable. - If the shelter doctor certified that a child’s 
life or health was endangered by shelter life it would be 
possible to enforce removal either to the country or to 
a shelter better hygienically if less safe from bombs. 

A tube station platform was quite unsuitable for 
infectious illness. There should be special sickbay 
shelters for brief illnesses. Airspray was not adequate 
without isolation. Heating might or might not be 
necessary. Overcrowded deep shelters tended to be too 
hot and humid and smaller surface ones too cold, but 
vitiation of the atmosphere must not be risked for the 
sake of warmth, which could be provided by wearing 
more clothes. Lighting was less difficult, but must be 
dimmed for sleep. Condensation damp could only be 
dealt with by ventilation or by insulating cold surfaces. 
The chemical closets had been appallingly abused by a 
certain section of the population; anything more 
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coaltar solution, with a simple seat, was not, in his vi>w, 
worth providing. The large public conveniences had 
been kept open all night, but shelterers would not go 
to them. The pneumatic ejector system would greatly 
reduce labour. Ascertainment of lousiness was difficult, 
and must depend on complaints or reports of shelter 
doctors. There must be some ablution facilities for 
those who were homeless or who went straight to work 
from the shelters. Never was there a time when it was 
more necessary and more practicable to instruct people 
in personal hygiene. -Critics of the medical officer .of 
health should try to realise the difficulties under which 
he was working ; it was all a series of compromises and 
expedients. 

Dr. J. R. DAvipson thought epidemiologists were 
optimistic if they believed that a major epidemic could 
People went to tube shelters 
because they gave much more protection. If overcrowd- 
ing was to be avoided, people must be provided with 
a shelter which they regarded as safe. The local 
authorities ought to have full responsibility for the 
tubes. It was not enough to say that people ought to keep 
warm with blankets; the blankets must also be sterilised. 

Dr. K. W. C. Sincuatr-LovuTir said that proper 
lighting at once prevented much of the abuse of closets. 
Much fouling was due to small children who could not 
manage the adult size. Chemical closets must be cleaned . 
adequately, and this was expensive. Many cases of 
notifiable disease did not go to hospital and used 
ordinary shelters; these included tuberculous patients 
and many other infectious persons who had as much 
right to shelter as anyone else. Specialised space for 
the tuberculous ought to be provided. ~ 

Dr. J. E. A. UNDERWOOD thought the problem was 
analogous to the provision of houses for the tuberculous 
and that the psychological factor would make the problem 
of isolation insuperable; patients would not label 
themselves by going to special shelters. If influenza and 
other respiratory infections were segregated, it would be 
very serious if ever the patients had to be shifted. A 


- large row of bunks constituting a sickbay often caused 


shelterers to complain that precious space was being 
wasted. Complaints had been received that lavatories 
were too near bunks; if they were spaced out in small 
sections among the bunks people might go outside and 
foul the ground. Washing facilities created the problem 
of disposal of waste water. He had found no infestation 
in his shelters, but could not expect this to continue. 
Some form of artificial sunlight might be introduced into 
larger shelters. v 

Dr. ALVA BENJAMIN pleaded for more coöperation 
between medical and engineering departments and more 
authority for the medical. A medical officer of health could 
not even order the redisposition of wrongly placed bunks. 

Dr. W. H. BRADLEY urged the use of masks against 
droplet infection despite certain difficulties inherent in 
their use. The shelter population, in the extremes of 
temperatufe and humidity, might not take kindly to 
them. After use the mask must be cleaned or sterilised. 
Nevertheless it was worth trying to find a type of mask 
which met the needs of the shelters. The one thing a 
mask could reasonably do was to prevent direct projectile 
infection. Field observation had shown objections due 
to shyness, indifference and the unpleasant condensation. 
A cellulose acetate screen could easily be cleaned by 
sponging and polishing. A “ yashmak”’ veiling type 
might be more acceptable. 

Lorp HorRDER said that the shelter problem must be 
dealt with in opportunist or pragmatic fashion. Some- 
times officials seemed to think that little could be done, but 
recommendations must be couched in positive and prac- 
tical terms, and the psychological appeal must be borne 
in mind, even if the result sounded to the scientific ear 
There were two not incompatible policies: 
a long-term policy of ‘‘ unloading”? and a short-term 
policy of making the best of present circumstances. 
So far as lethal casualties went, it was fifty-fifty between 
deep and surface shelters. Valuable research was being 
undertaken in the attempt to solve the problem, and 
would make important contributions to preventive 
medicine. There was a unique opportunity for health 
education ; the people listened well and really tried to 
carry out the suggestions given them. 
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Reviews of Books 


Orthopedic Operations 


By ARTHUR STEINDLER, M.D., F.A.C.S., professor of 
- orthopedic surgery, State University of lowa. London: 
Bailliére, Tindall and Cox. Pp. 738. 50s. ` 


THOSE who visit the clinic of Dr. Steindler at Iowa 
City find there a remarkable organisation under the 
direction of one of the most competent, painstaking and 
best-read orthopedic surgeons in the world. Working 
with him are keen junior men from many countries and 
among the activities of master and pupils are a careful 
study of cases treated at the clinic ‘and of contemporary 
writings. The influence of this work is reflected in every 
page of Dr. Steindler’s new book. He is at his best when 


he speaks from personal experience; his exposition of the | 


methods of others is not always strictly accurate—for 
example, in describing the treatment of spondylolisthesis 
he does not give credit to B. H. Burns for being the first 
surgeon to employ grafting by the anterior route. Somes 
will quarrel with his opinion of the value of certain pro- 
cedures; thus Foerster’s operation for spastic paralysis is 
described without the condemnation which most surgeons 
consider it deserves, and subcutaneous tenotomy for torti- 
collis (which is the method of choice of many competent 
English surgeons) is dismissed as ‘‘ obsolete and definitely 
to be condemned.” Dr. Steindler almost entirely ignores 
the experience of the European surgeons who performed 
thousands of amputations during 1914-18 and were in 
touch with their patients for years afterwards when the 
problem of satisfactory artificial limbs was dominant. 
Nor does he state clearly that amputation in the lower 
limb should, whenever possible, be performed with the 
fitting of a satisfactory prosthesis in view. The 
application of this principle in the last war reduced the 


_. types of lower-limb amputations to five, and consigned 


those of Pirogoff, Gritti-Stokes and Ssaban jeff tothe 
retirement of surgical history. The treatment of peri- 
pheral nerve injuries is similarly disappointing—one of 
the most important considerations, the reactions pro- 
duced by different types of suture material, is not even 
mentioned. But when Dr. Steindler speaks of conditions 
to which he has devoted his own time and thought there 
is no uncertainty or hesitation. The account given of 
the surgery of spastic paralysis and infantile paralysis is 
superb. He has brought to the treatment of these 
conditions all the ingenuity of which he is capable, and 
these sections should be read by every surgeon who is 
concerned with the treatment of crippled children. The 
arrangement of the book is novel and successful. The first 
section deals with general surgical principles and the 
approaches to different parts of the body ; in the second 
operations are described in detail ; in the final and most 
valuable section operative treatment is considered in 
relation to the condition which it is intended to relieve. 
The reader who wishes to learn all about a method must 
consult all three sections, but he will do so ‘with profit 
and pleasure, for this is a book which deserves to become 
æ standard work. 


Medical Diseases of War 


By Sir ArtHur Horst, D.M. Oxfd, F.R.C.P., consulting 
physician to Guy’s Hospital; lieutenant-colonel, late 
R.A.M.C., and late officer commanding Seale Hayne 
Hospital for Functional Nervous Diseases. London: 
Edward Arnold and Co. Pp. 327. 16s. 


THIS is a new book based on the familiar one called 
more modestly ‘‘ Medical Diseases of the War.” Its 
predecessor, first published in 1916 and augmented in 
1918, was a review of experience, mainly personal, of 
medicine from both western and eastern fronts. It was 
often consulted during the years of peace, especially for 
its authoritative and pioneer work on functional nervous 
diseases. With the second German war many of us 
packed it with our kit as the best available guide to the 
problems we expected to meet. This completely revised 
version, containing additional experience of the last 
war, a section on skin diseases by Dr. H. W. Barber, 
some fresh views on the neuroses written with the 
assistance of Dr. Rose and a chapter on gas poisoning, 
is even more essential to the war-time doctor. New 
problems, of which blast is one example, have already 
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arisen and a new literature is growing with them. This 


- book is a framework in which to fit them as they arise, - 


and we hope that Sir Arthur Hurst will do the fitting in 
future editions. 


Diagnosis and Treatment of Diabetes 


(3rd ed.) By W. Witson INoram, M.D., F.R.A.C.P. 
London: Angus and Robertson. Pp. 150. 6s. 6d. 


WE have to thank the introduction of the modified 
forms of insulin for a new edition of this book. It is 
primarily intended for Australasian medical practitioners 
and diabetics, as the special analyses of Australian foods 
indicate, but it also provides a sound and practical 
account of the treatment of diabetes mellitus. The 
diets are easily followed and carefully balanced, fat and 
protein balance being considered as well as that of 
carbohydrate. The calorie values and the ketogenic 
ratios conform with general practice in this country. 
The experience of the author is well illustrated in the 
references dealing with urine testing ; the fact, which he 
emphasises, that diabetic patients recovering from coma 
may secrete urine containing sugar when the blood-sugar 
has reached normal limits is not sufficiently appreciated 
by medical men. The book is one which cambe read by 
intelligent diabetic patients, as well as their doctors. 


Chemistry, Life and Civilisation 


(2nd ed.) By Huserr T. S. Brirron, D.Sc. 
Chapman and Hall. Pp. 266. 5s. 


THIs is a cheap edition of a book published in 1931, 
certain advances in knowledge since then being treated 
in a supplement on vitamins, new drugs, synthetic 
rubber and artificial wool and silk. It is a popular work 
of the better sort, beginning with an explanation of 
chemical principles and then embarking on the universe . 
and the emergence and maintenance of life. Apart from 
slight errors in perspective (such as the danger of carbon 
monoxide in tobacco smoke) the physiological chemistry 
is good, and digressions therefrom—for instance on the 
manufacture of soap—fascinating. Other chapters on 
glass and pottery making, clothing, paper, fertilisers, 
alloys and power are full of interest and information. 
The excellent illustrations are nearly all photographs. 
The book is good value for the money, and is ideal for 
impressing students of chemistry with the wide applica- 
tions of their subject. 


London : 


New Inventions 


OUTFIT FOR TAKING VENOUS BLOOD 


THE outfit illustrated eliminates the use of syringes, 
and has been found to save time as well as expense from 
. breakages. It isinexpensive to make 

up, and can be used repeatedly. 
There is no risk of the hæmo- 
lysis which is often caused by water 
or spirit in syringes. It consists of 
a screw-capped bottle of about 
25 c.cm. capacity, of the type known 
as the “ Universal Container ” 
(United Glass Bottle Manufacturers, 
type H 53) with a thin aluminium 
cap. A needle passes through the 
cap and is held in position by a 
slotted washer of tinplate, the hub of the 
needle lying between the cap of the bottle 
and the washer. The needle is protected 
by a 3-in. x ł-in. test tube, the mouth of 
which is plugged with cotton wool. Sterilisa- 
tion is effected in the hot-air oven. The 
needle used is size 19 S.W.G., and is 2 in. 
long. <A needle with a narrow flange on the 
hub, such as the ‘ Serlon,’”? is required. 
Oxalate, citrate or fluoride may be intro- 
duced into the container before it is steril- 
ised. These outfits were found to be 
particularly useful when large numbers of patients had 
to be dealt with rapidly—for example in taking blood 
for Wasserman reactions from prospective blood-donors. 


H. W. DALTON. 
M.B. Dubl., Major R.A.M.C, 
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SAVING ON DRUGS 


THE therapeutic requirements committee of the 
Medical Research Council has for some months been 
examining our drug requirements, primarily with a 
view to securing economies. It has published some 
informative lists of essential or readily available (class 
A), not-so-essential (class B) and non-essential (class 
C) drugs, which have been duly summarised in our 
columns,! but it is doubtful whether its efforts have 
resulted in any worth-while economy. The Ministry 
of Supply does not seem to have banned the import 
of non-essential drugs, the Ministry of Health has 
taken no steps to have the N.H.I. formulary revised, 
and neither the Pharmacopwia Commission nor the 
Pharmaceutical Society has tackled the revision of 
the B.P. or the B.P.C. in the light of war conditions. 
The individual doctor, however keen to help, has 
been handicapped by being kept in the dark as to how 
far economy in drugs is a patriotic gesture and how far 
a real need. Moreover, the M.R.C. committee has 
made things more difficult for him bv lumping together 
in group A drugs which are essential and those which 
- are readily available. The doctor feels that he is 
quite capable of judging whether a drug is essential or 
not ; he merely wants to be told clearly which he 
cannot have or must use sparingly, and what are the 
more plentiful substitutes. The present uncertainty 
is reflected in the article by Dr. ParppworTH on another 
page, where he has tried manfully but not always 
successfully to translate the committee’s recom- 
mendations into practical prescriptions. 

The primary responsibility for initiating action must 
rest with the Ministry of Health. The starting-point 
of any revision of formule must be the B.P., and it is 
only the ministry (into whose hands the production 
of the B.P. must eventually pass) which can rouse the 
Pharmacopeia Commission to action. The attitude 
of the commission has not unnaturally been to take no 
steps to reduce the quality of basic medicaments until 
it is satisfied beyond question that it must do so, and 
those responsible for the derivative formularies, such 
as the Codex and the N.H.I. formulary, have had to 
follow this lead whether they wanted to or not. It is 
therefore welcome news that Sir WILSON JAMESON, 
the new chief medical officer, is setting up forthwith 
a committee with the duty of preparing a war-time 
formulary. The precise terms of reference of ‘this 
body are not known, but let us hope it will not allow 
itself to be too closely restricted in its activities. It 
should first invite the Ministry of Supply to forbid the 
import of all drugs in class C (non-essential). It 
should then examine class B (useful but not always 
essential) in consultation with that ministry to 
ascertain whether it would usefully help our foreign- 
exchange position to ban these also. It may find, 
for example, that tartaric acid is coming in by the 
hundred tons for use in the steel industry and that the 
diversion of an occasional. ton to medicine is neither 


1. Lancet, 1940, 2, 340, 432, 472. 
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here nor there. Only after such an inquiry can the 
formulary committee know where it needs to make its 
economies, and it may well turn out that the economies 
necessary apply to a comparatively small range of 
substances and are such as cannot entirely be effected 
by a formulary. Alcohol, sugar, potassium salts and . 
some fats and oils must certainly be cut down, but 
changesin the well-established formulæ containing these 
substances cannot be undertaken lightly or carried 
out quickly. The committee ought therefore to be 
free to make other recommendations to the same end. 
The proprietary-medicine trade provides a wide field 
in which rationing of supplies can be practised without 
loss to anyone except shareholders and the Chancellor 
of the Exchequer. No doubt, too, the quantity of 
medicine consumed by insured patients could be 
reduced without noticeable detriment to their health, 
but the insured patient will not relish being refused 
his familiar medicine while its proprietary equivalent 
can be bought at any chemist’s shop. Again, great 
economy in alcohol ean be secured by prohibiting, if 
need be by a defence regulation, the use of tinctures 
where there are equally active liquid extracts, though 
it will not be easy to justify such a prohibition while 
whisky is available for all who can afford it. 
Compiling a war formulary is clearly only one line 
of attack on the problem. In any case, when in a 
month or two’s time the formulary is published its use 
must be secured not merely by a recommendation. 
Much of the work of the therapeutic requirements 
committee has been wasted because it could do no 
more than advise. If the formulary is to be effective 
it must be backed by legal sanctions and must where 
necessary override the Pharmacopceia and the food 
and drugs legislation without regard to vested inter- 
ests. This time manufacturers, wholesalers, retailers 
and prescribers must be left in no doubt what they 


have to do. 
MOBILE TEAMS 


MOBILE surgical teams are available for the treat- 
ment of special classes of war casualties. Some deal 
with head and spinal injuries, others with maxillo- 
facial injuries, others with chest injuries; there are 
orthopedic teams for the treatment of fractures, 
general surgical teams to reinforce surgical staffs at 
neighbouring hospitals. and “‘ shock” teams—few, 
but increasing in number—who undertake resuscita- 
tion. They must not be confused with mobile units, 
which are an element in the A.R.P. casualty service 
attending at air-raid incidents. Various E.M.S. 
hospitals distributed strategically about the country 
have been chosen as-centres for dealing with special 
classes of injury and one or more mobile teams are 
attached to each of these. Each team consists of a 
surgeon and operating staff who have had special 
experience at the hospital in treating a given class 
of injury and are therefore expert beyond the ordinary 
in that field. Advance in the treatment of such 
injuries is likely to be most quickly achieved in special 
centres of the kind. Patients who are fit to travel 
can be sent to these centres; those who cannot. be 
moved can be visited by the mobile teams at the 
hospitals to which they are first admitted as casualties. 
When summoned to treat a case outside their own 
hospital, members of the team are rounded up—and 
the Americans have generously provided cars for this 
purpose—and driven with their equipment to the 
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hospital at which the patient is waiting. Equip- 
ment usually includes only the apparatus necessary 
for dealing with injuries of a given type, but some 


surgeons prefer to take full equipment of the kind 


a 
> 


they are accustomed to using, including operating 


clothes and dressings. The aim is to ensure for any 
Injured person who needs it the most skilled attention 
available in the country; and used properly the 
mobile teams should be able to save lives which 
would otherwise be lost. 

The idea is not a new one. Travelling teams were 
first devised by Sir CurTHBERT WALLACE in the 
1914-18 war, and Harvey CusHine!? relates how he 
saw them used by the French in 1915. They are 
likely to be more valuable in a war of movement than 
they were in a static war; and here in England we 
should be able to use them to the limit of their 
capacity. At present various difficulties, mostly 
remediable by planning and goodwill, are interfering 


‘with the efficiency of the service and teams are not 


surgeon on the spot ; 


being fully used, or from misunderstanding of their 
purpose are being misused. When patients with 
“ specia 
—are admitted to hospital they are examined by the 
it is for him and for the super- 
intendent of the hospital to decide whether or not to 


_ send them to a special centre or to summon a mobile 


team. Some surgeons, mistakenly anxious to do 
their bit, and others perhaps over-confident of their 
ability to tackle anything, are disinclined to make 
use of the help available ; some superintendents find 
it hard to believe that an outside team.is likely to 
contribute anything to the work of their hospitals. 
Then the question of fitness for travel is one of 
opinion, and the surgeon who wants to keep his 
cases to himself may develop an abnormally high 
“ fitness threshold.” Such personal prejudices may 
endanger the welfare of the patient; the liberal- 
minded will set them aside once the value of the 
mobile team has been appreciated. Those who are 
willing to use the official scheme are finding that they 
are losing nothing by their contact with experts. 

The system has been criticised because delay may 
occur when a team is summoned. Sometimes this 
could be avoided. When a superintendent decides 
to call a team he telephones to his sector headquarters, 
mentioning the injury for which help is needed. 
Headquarters telephones to the nearest centre dealing 
with the type of injury described ; if this happens to 
be in another sector, that sector ‘headquarters must 
also be notified. The regional officer is also informed 


and can visit the patient and direct transfer to a. 


special centre if he thinks fit. There is ample scope 
for loss of time in all this. It does not seem to be 
generally known that a superintendent can, if need 
be, get into direct touch with the surgeon he wants to 
call and arrange for a team to come out. If the case 
is really urgent the team is called together at once 
and’ drives to the hospital where the patient is 
waiting. All these events are probably taking place 
during an air raid ; telephones may be out of action 
or reserved for priority calls. Sometimes transport 
is not available to collect the team and its equipment, 
and finally when all is ready the drive must often be 
made in the blackout, by way of diversions, and over 
unknown ground. Nor is it possible to keep teams 


1. From a Surgeon’s Journal, 1915-18. London, 1936, p. 402. 
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standing by at all hours of the day and night ; the 
surgeons attached to them are on part-time service 
and may not be living close to their hospitals or may 


be engaged on other work; yet even so the surgeon, . 


anesthetist nurse and other special members of the 
team, and the equipment, are often assembled more 
rapidly than the transport, which also has other 
duties to perform. Nor is it encouraging, when all 
these difficulties have been successfully overcome, for 
the team to arrive (as one did, after a sixty-mile 
drive) to find that its whole function had been 
misunderstood, that the patient had been injured a 
fortnight before, and was not an urgent case at all. 
Some cases of head and chest injury, especially if 
shocked, may be unfit to wait for the mobile team to 
reach them ; or those in charge may not have judged 
that a period of resuscitation—even prolonged—was 
preferable to early operation. 

How can these practical difficulties be overcome and 
the best use made of this able service ? First, in all 


‘except the most urgent cases the surgeon of the mobile 


team can set out in advance, see the patient and decide 
whether he can be taken to the special centre after all. 
If he can, so much the better; it is clearly to his 
advantage to be treated in the centre throughout. 
If not, the surgeon can then call his team who will 
in the meantime have been assembling. The tele- 
phone problem might be overcome by instructing the 
Post Office to give interhospital calls priority, by 
putting in interhospital field-telephones and by pro- 
viding motor-cycle dispatch riders to carry messages 
when. all else failed. The transport difficulty could 


be solved by having relays of cars available through ’ 


the day and night. Here the Americans would 
probably be willing to help still further; and many 
owners of private cars would be glad to forego their 
personal transport for such a purpose—they need 
only be asked. It is not easy at present to increase 
the number of teams because so many experienced 
surgeons are with the forces and cannot be used in 
the scheme. Sir CUTHBERT WALLACE’S plan of an 
‘“ Imperial service ”°—a pool of talent from which 
Army, Navy, Air Force and E.M.S. could draw—had 
it been accepted, would have made it possible to use 
all our experts to better advantage. In the mean- 
time the special centres themselves are splendid 
training grounds for young surgeons, who will in 
time be able to take their places as heads of teams. 


NEW WEAPON AGAINST THE THREADWORM 


THE patient infected with worms (or possessed with 
devils) shares with royalty and editors the privilege of 
using the first person plural. A few enter into volun- 
tary symbiotic relationship with their worms (tape- 
worms, in this case) on the understanding that the 
hostess shall preserve her sylph-like figure irrespective 
of dietetic excesses. Patients in general, however, 
are only too anxious to be rid of their parasites. 
Even though worms in the alimentary tract may cause 
no symptoms, their periodic appearance in the stools 
tends to produce depression and a sense of inferiority. 
So troublesome, indeed, are these minor psychological 
accompaniments of infestation that many doctors 
must have wished that their patients never looked 
behind them. 

In this country cases of threadworm are common 


and tapeworms and roundworms occasionally met 


e 


° 


- 
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with ; but helminthiasis is a minor problem to the 
average general practitioner. Nevertheless, the 
majority of the human race are infested with worms ; 3 
and while many of these infections are relatively 
benign there are others—such as bilharziasis and 
ankylostomiasis—which exact an enormous toll in 
terms of human morbidity. It is estimated that 500 
million people suffer from hookworm disease, and 
workers who report on new remedies usually base their 
conclusions on thousands or even hundreds of 
thousands of cases. Even primitive man had a 
propensity for discovering suitable remedies for worm 
infestation. 
empirically, and probably the bulk of them were 
useless ; but the valuable ones were handed down to 
later civilisation. THrorHRastus in the fourth 
century B.c. thought highly of male fern. Artemisia 
anthelminthicum, from which we obtain santonin, was 
well known to the Greeks and Romans and was freely 
employed therapeutically by the Arabian physicians 
of the Middle Ages.2 In his de Lamar lectures 
(1927-28), M. C. HALL made a notable contribution 
to the study and evaluation of anthelminthics, and 
during the past decade much work has been done with 
the objects of evaluating existing remedies and 
synthesising new drugs. Anthelminthics synthesised 
_ for use in this country have, with few exceptions, been 
intended for the treatment of threadworm infection. 
Sir Rosert Hutcuison regards the presence of 
threadworms not as a disease per se but as a pointer 
to an unhealthy state of the bowel characterised by 
excessive secretion of mucus, and recommends that 
the amount of carbohydrate in the diet should be 
reduced. Thereafter the mere mechanical removal 
of the worms from the lower bowel by means of simple 
enemata usually suffices if care is taken to prevent 
‘reinfection. Adults, on the other hand, often prove 
intractable, and not infrequently they run through 
- the whole list of treatments, from simple enemata to 
quassia, turpentine, hexylresorcinol and Butolan, 
and may suffer the final indignity of an appendi- 
costomy for colonic lavage. This wide choice of 
_ therapeutic agents speaks for itself; a completely 
satisfactory anthelminthic for threadworm infection 
has still to be found. 
The latest drug to be recommended for this con- 
dition is phenothiazine. Prepared by BrRNTHSEN 
oa nearly half a century ago, it has 
l been on the shelf until recently ; 
i N but it can claim distant relation- 
ship with sulphanilamide, and 
perhaps this prompted pharma- 
cologists to take it down and 
S have another look at it. It thus 
has an unimpeachable pedigree 
Phenothiazine. p e 
and can also boast several thera- 
peutic feathers in its cap. In 1935, SMITH, MuNGER, 
and SIEGLER® showed that it is a powerful insecticide 
likely to prove of first importance in agriculture ; 
DE Eps and his colleagues! have demonstrated that 
phenothiazine is a valuable urinary antiseptic ; 
in veterinary practice it has established itself as 


1. Clark, A. J., Applied Pharmacology, London, 1940, p. 353. 

2. he prt ET ha Recent Advances in Chemotherapy, London, 

3. Smith, : E., Munger, F. G. and Siegler, E. H. J. econ. Ent. 
1935, 28, 727. 

4. De Eds, F., Stockton, A. B. and Thomas, J. O. J. Pharmacol. 


1939, 65, 353. 
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an anthelminthic for cattle, sheep, swine and horses, 
with a low toxicity for the host. Trials are now 
being made on man. Opportunities to test its 
effects on the different kinds of helminthiasis are 
happily limited in England ; the series reported by 
Dr. Maxnson-Banr in Tue. Lancet of Dec. 28 is thus 
necessarily small, but this is offset by the fact that 
many of the patients had multiple infections. It 
appears that worms in the small intestine are un- 
affected by the drug. But if phenothiazine acts as a 
urinary antiseptic only in àn acid urine, it may yet 
be found to act more successfully as an anthelminthic 
in the small bowel if measures are taken to lower the 
pH of the intestinal contents during treatment. On 
existing evidence, however, phenothiazine does not 
improve on existing remedies against hookworm 
disease. Similarly, little is to be expected from it in 
whipworm infections. MansoNn-BAHR’s experience 
of the drug as a remedy against threadworms is more 
promising. The ideal anthelminthic would be one 
which, given by mouth for a few days, would com- 
pletely eliminate the parasites. In threadworm in- 
fection, however, it is not enough to say that a new 
drug clears up the ordinary case ; the real questior 
is whether it will cure cases proved resistant to the 
measures in common use. Only further experience 
will decide whether this can be said of phenothiazine. 


An notations 


TRICHOMONAS VAGINALIS 

ALTHOUGH the discovery of the Trichomonas vaginalis 
by Donné is more than.100 years old and its activities 
have been investigated extensively by French, German 
and American workers, it is only within the past decade 
or so that this protozoon has come into the limelight here 
as the cause of an acute and sometimes intractable 
vaginitis. Its pathogenic powers seem undoubted 
although it may sometimes be latently present in the 
vagina, and it flourishes only when conditions are 
specially suitable. Hibbert has even suggested that 
it requires the symbiotic help of a non-hemolytic 
streptococcus before it can initiate infection. However 
that may be, it is important for the gynecologist to 
diagnose trichomonas vaginitis, and if the clinical 
features are often highly suggestive laboratory aid is 
needed to clinch the diagnosis. The distinctive characters 
of T. vaginalis, the conditions which favour its growth 
in the vagina, and the laboratory methods in use for its 
recognition have lately been reviewed by Liston.! 
Four human varieties of trichomonads are described, and 
a study of both morphological and physiological differ- 
ences is needed for their differentiation. T. buccalis is 
probably a harmless saprophyte of the mouth although 
it has been isolated from patients with congested throats 
or carious teeth; T. vaginalis morphologically resembles 
the mouth protozoon but grows outside the body only at 
37° C. whereas the mouth strain grows at room tempera- 
ture; T. hominis is an intestinal inhabitant and is 
difficult to distinguish from T. arden-delteili which is to be 
found in the rectum of about 19% of human beings. 
Whether all these trichomonads are in fact distinct 
entities is a matter of doubt for Dobbell has been able to 
establish a trichomonad isolated from monkey intestine 
in his own gut and in the monkey vagina. Trichomonads 
flourish in the vagina only during the female repro- 
ductive period, for children before puberty are never 
infested and women after the menopause seldom suffer 
from trichomonas vaginitis. Glycogen is abundantly 


1. Liston, W. G., Brit. J. vener. Dis. 1940, 16, 113. 
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present in the vaginal epithelium of healthy adult 
women, and according to Liston is an important factor in 
favouring the growth of the trichomonas, either by 
supplying food (glycogen can be demonstrated inside the 
protozoa) or by presenting a suitably acid environment 
for growth. The optimum pH for proliferation of 
T. vaginalis seems to be between 5 and 6, although the 
acidity in the healthy vagina is considerably higher 
(pH 3-8—4-2) and this latter reaction is usually reached 
when the trichomonas infection is eliminated by proper 
treatment. Infection probably develops when local or 
general ill-health upsets the normally high acidity in the 
vagina—for example, trichomonas vaginitis is a not 
uncommon sequel to a gonorrheal infection, while it 


often recurs after a menstrual perjod when vaginal — 


epithelium is shed and the reaction of the secretion is 
more alkaline. The infection must in most instances be 
endogenous in origin for it occurs in virgins? and is a 
much more common affliction of the female than of the 
male in whom it rarely causes urethritis (cf. Liston and 
Lees °). 

For clinical and laboratory diagnosis the patient must 
be in the lithotomy position, so that the genitaltract can be 
- examined in a good light with a bivalve speculum. It is 
desirable that some of the discharge be collected in a con- 
tainer rather than on a swab for microscopic examination. 
Cruickshank and Sharman used a long-handled shallow 
spoon; Liston recommends a special vaginal pipette 
which mixes some of the discharge with saline and aspir- 
ates it into a glass bulb. The frothy non-mucoid grey- 
ish-yellow nature of the discharge is often characteristic 
while the pH, tested with the B.D.H. capiHator, is usually 
between 5 and 6. The discharge may now be examined 
microscopically with a high-power dry lens, and pre- 
ferably warmed up if there has been a delay of more than 
an hour since the specimen was taken. The jerky 
counter-clockwise movement of the trichomonads and the 
active lashing of their flagella—often noted when other 
movements have ceased—are diagnostic. If a drop of 
Lugol’s iodine is added it will be seen that there is a 
deficiency of glycogen in the epithelial cells, another 
feature of trichomonas infection. Films of the discharge 
should be stained by Gram’s method for gonococci and 
the thrush fungus, and also with Leishman’s stain, which 
Liston claims is a useful method for demonstrating the 
trichomonads, although most workers find them difficult 
to stain in fixed preparations. 


PRISONERS OF WAR 

AS soon as a war breaks out the International Red 
Cross Committee at Geneva sends delegates to report on 
conditions, to inspect prisoners of war and interned 
civilians in camps, and to act as liaison officers between 
the warring country and Geneva. The international 
delegate to Great Britain at present is Monsieur R. A. 
Haccius, to Canada Monsieur Maag, to Egypt Monsieur 
Vaucher, to Greece Monsieur R. Brunel, to Italy Monsieur 
de Pourtales, to unoccupied France Dr. Cramer, and to 
Germany and occupied territories Dr. Marcel Junod, 
Dr. R. Marti, Dr. P. Descceudres and Dr. Exchaquet. 
A delegate is to be sent to Kenya, and Colonel Iselin 
has gone to Lisbon to supervise the sending of food and 
parcels to prisoners of war. All the delegates are Swiss. 
The first news they send of British prisoners in occupied 
France is reassuring. Dr. Junod and Dr. Marti have 
seen prisoners at Brussels, Malines, Ghent, Enghien, Paris 
and St. Denis. They are well treated, fed as well as the 
wounded Germans, who in some cases share the same 
hospitals, and chiefiy lack news, soap and socks. The 
telegrams sent by the delegates, via Geneva, to the 
British Red Cross tell much the same stories of life at 
the various prison camps. At Brussels there are 17 
wounded privates receiving excellent treatment by 


2. Cruickshank, R. and Sharman, A. J. Obstet. Ce 1934, 41, 369. 
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German specialists. At Malines 70 slightly wounded 
N.C.O.s are treated by English Army doctors, the food 
is good and the men are satisfied. In a military hospital 


‘at Ghent over 200 men are under the care of their own 


doctors ; recovered men sent to German camps each 
receive a double set of underclothing from the Belgian 
Red Cross. At Enghien, where there are over 450 


wounded, ther are 24 British Army doctors and 


4 chaplains ; care is said to be good and each man 
receives daily a ration of vegetables and potatoes, bread 
200 g., meat 50 g., fats 50 g. They are described, like 
those in many other prisons, as “‘ suffering for want of 
news.’ Most of the men have been allowed to write 
home. At a big camp for civil interned at St. Denis, 
food is adequate and the prisoners receive visits from 
relatives twice a month. There is good sanitation, hot 
showers are available and the hospital has 7 British 
doctors and dentists on its staff. Dr. Junod obtained 
for these prisoners authority to correspond with England 
through the postal scheme. of the International Red 
Cross, via the German Red Cross. Dr. Marti has 
visited various camps for the R.A.F. At one of these 
231 N.C.O.s and 57 privates are housed comfortably in 
wooden barracks with a heating plant. The food is 
good and the prisoners are satisfied but need mittens and 
socks. The canteen sells fresh vegetables, beer and 
cigarettes. The men work in labour detachments and 
are paid 20-8 marks a month. Their correspondence 
arrives, though irregularly, and they would like to be 
allowed personal parcels. At a camp for 126 officers, 
the prisoners need underclothing and books but are 
otherwise comfortable, and at another there are easy 
chairs and whisky every evening; in this last one, Dr. - 
Marti records, there are no complaints. The whole 
report is encouraging and should help to allay the 
anxiety of relatives at home. 


SMOKING AND CORONARY DISEASE 

_ WE are all prepared to lay down the law as to the ill 
effects of the addictions of other civilisations—hashish, 
opium or whatever it may be—but when it comes to our 
own addictions—tobacco and alcohol—there is not the 
same unanimity of opinion. Dilling? in his textbook 
says that ‘‘ excessive use of tobacco may lead to weakness 
and irregularity of the heart and pulse,” but where does 
excess begin? Willius and his colleagues,? who have 
access to the unrivalled records of the Mayo Clinic, have 
tried to clarify the position by investigating the rôle of 
tobacco in the xtiology of coronary disease. Selecting 
at random the records of 1000 males aged 40 and upwards 
with coronary disease as shown by a diagnosis of recurrent - 
angina pectoris, healed, recent or acute cardiac infarc- 
tion, they noted whether the patient was a smoker or 
not, and if so to what extent, though they do not explain 
the basis of their four groups. The vast majority of those 
who smoked were apparently cigarette smokers. Their 
controls consisted of 1000 men of the same age-group 
with no evidence of coronary disease. Of the patients 
with coronary disease 69-8% were smokers, compared 
with 66-3% in the controls—not a statistically signifi- 
cant difference. In men between 40 and 49, however, 
79-79% of those with coronary disease were smokers 
compared with 61-9% of the controls—a significant but 
hardly striking difference. Asa further check they noted 
the incidence “ot coronary disease in 1000 male smokers 
and 1000 male non-smokers aged 40 and over. Again 
there was no significant difference between the two 
groups considered as a whole, the incidence being 
5:4% in smokers and 3-8% in non-smokers ; but in the 
40-49 age-group the smokers’ incidence was 4:8% com- 
pared with only 1% in the controls, and the incidence 


went up to 5-9% in heavy smokers. It was concluded 

1. Dilling, W. J. The Pharmacology and Therapeutics of the 
Materia Medica, London, 1939. 

2. English, J. P., Willius, F. A. and Berkson, J. J. Amer. med. 
iss. Oct. 19, 1940, p. 1327. 
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that smoking probably has a more profound effect 
on younger men and may lead to the development of 
coronary disease at an earlier age, but even this cautious 
conclusion was heavily assailed in the discussion of the 
paper. Dr. Soma Weiss, among others, pointed out that 
the hard-working man who is predisposed to coronary 
disease is the type of person who would also smoke. 
There are, in fact, so many factors involved in the 
etiology of coronary disease that it is unjustifiable to 
dogmatise about any one of them. A more valuable 
approach to the subject might be through the study of 
sensitivity to nicotine. Healthy students, according to 
Lampson,’ show an average rise of 12-15 mm. Hg in 
systolic blood-pressure after inhaling tobacco smoke, 
but the blood-pressure of a man of 57 reported by Herrell 4 
rose on smoking a cigarette from 118/70 to 180/110 mm. 
It would be worth while looking for such susceptibility in 
patients whose attacks of angina are precipitated by 
‘smoking, though whatever the findings the advice to 
give it up would probably be equally emphatic. 


THE SCOPE OF OCCUPATIONAL THERAPY 
THOSE in charge of the sick have always known that 


the patients who do not fret and whose minds are restfully | 


occupied on some subject which they enjoy get well 
quickest. Most doctors see that their patients have 
something to do as soon as convalescence begins, but 
although they regard this as important the occupation 
chosen is often haphazard ; the patient is given a book 
or the nurse is advised to “ get her to do some knitting.” 
Enlightened heads of the asylums went much farther 
when they began to keep patients occupied, and the 
“work cure” came into being. During the 1914-18 
war one of the Canadian hospitals in France applied the 
method to wounded and sick soldiers, and the term 
“ occupational therapy ’’ was invented. From the day 
on which the patient is able to undertake the smallest 
activity, mental or physical, the occupational therapist 
can help him to work for his own recovery and to con- 
centrate on his occupation, not his disability. Schools 
of occupational therapy are running in England, and 
many doctors are interested in the subject, but until 
recently no textbook has been available for the use of 
students, nurses and others engaged in the work; 
Dr. Norah Haworth and Miss E. M. MacDonald have now 
written a concentrated and readable one.6 Dr. Haworth 
has had long experience among mental patients and in 
the application of occupational therapy. Miss Mac- 
Donald, herself an occupational therapist, has trained’ 
students for the work. The chapters on mental disorders 
coversome ofthe ground of Dr. J. I. Russell’s ‘‘ Occupational 
Treatment of Mental Illness,” but give in much more 
detail the application of various crafts to individual 
illnesses. In America nearly all occupational treatment 
is carried out by trained therapists. In Europe the 
Dutch method is followed : the medical officer is expected” 
to have the knowledge which in America is largely the 
province of the occupational therapist, and he gives his 
instructions directly to the nursing staff, who are trained 
to carry them out. In England, following the recom- 
mendation of the Board of Control, the professional 
occupational therapist usually receives the prescriptions 
and instructions from the doctor for each patient, decides 
on the work and starts the patient on it, and then 
delegates supervision to a nurse whom she trains to carry 
out her instructions. The new handbook has an excellent 
chapter for such nurses, giving the details of leather work 
and simple crafts. In the chapters on orthopaxdic and 
surgical cases each disability is tabulated and occupations 


are suggested to suit each joint or nerve lesion ; specimen 

prescription forms, progress and result reports are 

3. Lampson, R. S. Ibid, 1935, 104, 1963. 
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included to help the student to present her records in a 
convenient form to the. surgeon. The occupational 
therapist has an important part to play in the treatment 
of war casualties, and the Ministry of Health has decided 
that occupational therapy shall be provided at many 
centres. Trained personnel is scarce at present so that 
the medical offcer will welcome the tabulated details of 
apparatus and equipment and the scheme for passing 
each patient through stages of gradually increasing 
muscular effort, while sustaining and augmenting his 
interest in what he is making. The curative workshop 
at Allendale, Clifton Down, Bristol, has proved its value 
in the treatment of patients who can leave the ward for a 
part of each day. To provide such treatment, however, 
is beyond the scope of the amateur, as Miss MacDonald 
points out. It is essential that the therapist should 


_ know something of the structure of the muscles and 


joints she is to treat, and,of the ways in which disease 
may affect them. The book makes no attempt to cover 
this ground, the writers assuming that the student has 
already acquired the necessary knowledge of anatomy 
and physiology. The book will be suitable for those 
masseuses who are now in training as occupational 
therapists for war-work in hospitals, and for whom thé 
Association of Occupational Therapists has authorised a 
shortened course and a special syllabus and examinations. 
Their knowledge and experience in treating fractures and 
other disabilities will make them, when trained in 
occupational therapy, particularly valuable to the ortho- 
pædic surgeon. 


THE SEX-RATIO AT BIRTH 

Tat male live births slightly but invariably exceed 
the female is an old observation. In the vital statistical 
history of England and Wales of the last hundred years, 
for instance, there have in any year never been less than 
1032 male births to 1000 female, and never more than 
1060. The normal annual ratio is now 1040-45 : 1000, 
and according to the studies of the old London bills of 
mortality and the records of Burke’s Peerage made by 
W. T. Russell,’ this figure is distinctly lower than the 
levels prevailing in previous times. No explanation for 
this change is available, but it is well known that periods 
of social upheaval tend to increase the proportion of male 
births and the record value of 1060 for England and 
Wales was registered in 1919. An increased masculinity 
was, in fact, a characteristic of the post-war years in both 
warring and neutral countries. One factor here may be 
the postponement of marriages and a subsequent rise in 
the proportion of first-born children, for Russell finds the 
highest male : female ratio in these and a decline with - 
increasing size of family. This, too, may clearly have a 
bearing on the observed decreasing masculinity as one 
passes down the social scale, while differences in abortion- 
rates, believed to affect the male more than the female, 
may explain the higher index in rural communities, 
compared with urban. Many factors, it seems, may 
affect the ratio and yet another has been added to the list 
by Philip 8. Lawrence, of the department of biology of 
the School of Hygiene and Public Health, Johns Hopkins 
University.2, Using the department’s family-history 
records he demonstrates an increasing proportion of male 
births with the length of life of the parents, and especially 
the mother. For instance, taking broad groups, when 
both parents died at under seventy years 46-7% of the 


children and 50-49% of the grandchildren were males ; 


when both parents died at over seventy the corresponding 
percentages were 52-4 and 52-3. These differences argue 
strongly, Lawrence suggests, for the existence of an 
element of biological fitness in sex-ratio determination. 
The innate constitutional vitality of parents may first be 
a factor in determining the primary sex-ratio—i.e., at 
conception—and secondly, and perhaps more probably, 


1. J. ILyg. Camb. 1910, 36, 381. 
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may influence the frequency of reproductive wastage so 
that more males are brought to term. Unlike Russell, he 
finds, however, no association between the sex-ratio and 
size of famly. Turning from family histories to the 
much used, or ill-used, Drosophila melanogaster, he finds 
a similar relationship between the sex-ratio of the off- 
spring and the powers of survival of the parents. With 
constant environmental conditions it seems that those 
flies, and particularly the mothers, which possessed the 
greater innate biological fitness had a tendency to produce 
a higher proportion of male progeny. Matings in the 
milk-bottle thus confirm the observations of mankind. 


MILITARY MEDICINE 


Ir is natural, when most doctors are either on war 
service or concerned with the results of the air war on 
civilians, that there should be an increasing demand for 
papers on all aspects of war medicine. American doctors, 
though not directly involved, are aware of the virtue of 
military preparedness, and for their information the 
Medical Library Association has begun to publish a 
column on military medicine in each issue of its quarterly 
Bulletin.' This is not an abstract of current periodicals, 
such as the Medical Research Council is giving us in its 
new Bulletin of War Medicine, but a survey of publications 
on military medicine with a commentary. It is designed 
as a guide for the librarian who caters for the medical 
public, but it should prove equally valuable to all users 
of medical libraries. Our own librarians, preoccupied 
with safeguarding their collections from the dangers of 
air-raids, will probably read as a counsel of perfection the 
association’s advice that ‘‘ every library should set aside 
a section of its main reading-room for military medicine, 
where the doctor should find books old and new, publica- 
tions from World War I, current military journals, 
reference lists of important advances in military medi- 
cine, in the care of civilians under war conditions, 
aviation medicine, gas warfare...’ and so on. The 
association leads the way by printing a list of thirty-three 
current periodicals of military medicine. Half of these, 
however, come from enemy or occupied countries and 
must be almost as difficult to obtain in America as 
here. The association also describes the steps being 
taken by the National Research Council in Washington 
to collect all relevant material for compiling the medical 
history of the present world upset as it affects America. 
‘We may hope that here in the centre of the battle some- 
one has had the foresight to begin a similar collection. 


DUST IN THE LUNGS 

Most experiments on the dusting of lungs have been 
devised for the purpose of testing the toxicity of different 
dusts, either on the lungs themselves as with silica, or 
on some other part or parts of the body, the lung being 
the avenue of absorption, as in the case of lead fumes. 
Barclay and his associates ?** at the Nuffield Institute 
for Medical Research at Oxford have tested the extent 
to which certain radio-opaque dusts penetrate the lungs 
and the time they remain there. The dusts used were 
powdered lead glass, bismuth carbonate and carbon 
black, and their particle size was of the order of that 
encountered in industrial dusts. The amount of dust 
seen in the trachea, bronchi and bronchioles varied 
considerably with the type of dust used and with the 
method of administration—insufiflation, normal inhala- 
tion and “ gasping inhalation.” But in the alveoli very 


similar quantities of dust were found histologically, even 


when the amounts in the bronchi and bronchioles 
differed greatly, Thus the radiographic appearance of 
the tubular system was no guide to the alveolar condition. 
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Since one of the objects of the research was to investigate 
means for grading dusts according to the degree of their 
penetration into the alveoli, it seems that the radio- 
graphic method has definite limitations for this purpose 
and that assessment of the amount of dust histologically 
must continue to be the criterion of how much penetrates 
to the areas where it may be most harmful. And since 
the elimination of dust from the bronchi and bronchioles 
appears to be fairly rapid, it also seems that the time- 
honoured procedure of chemical analysis will continue 
to be the favoured method of obtaining information about 
the concentration of harmful material in lungs obtained 
at autopsy. The elimination of dust particles from the 
alveoli was observed in these experiments as in those of 
Carleton.4 According to Barclay the alveolar dust cells 
with their load of ingested particles move towards the 
ciliated epithelium of the bronchioles, are caught up on 
the layer of viscid mucus, and are carried up with it by 
the cilia to be expectorated or swallowed ; he does not 
believe that the movement of dust-laden cells along the 
lymph passages into the glands is of any importance as 
a route of excretion in healthy animals. This view is 
in direct conflict with the findings of King and Belt,’ 
who demonstrated accumulation of siliceous particles in 
the peri-bronchial lymph-glands of healthy people and 
even in babies and young children. Both routes of 
elimination of dust are certainly at work in the human, 
and Barclay’s failure to find radio-opaque material in 
the glands of animals probably means that his experi- 
ments were of too short a duration to allow a sufficient 
accumulation of particles to take place. Radiographic 
observations on the fate of dusts residing in the lungs for 
long periods should yield useful information and it is to 
be hoped that the Oxford investigations will be extended 
in this direction. 


THE WAR ON RHEUMATISM 

RUEUMATISM, no respecter of persons, falls alike on 
the soldier and the civilian. The Empire Rheumatism 
Council, now presenting its fourth annual report, main- 
tains steady progress in the attack on this most disabling 
of common ailments. Since war broke out the council 
has taken every opportunity to serve the defence forces. 
Its Naval research foundation has continued work at the 
emergency station of the Royal Naval medical school. 
The R.A.F. has asked for help in planning treatment 
of rheumatic cases, and the Australian Army has also 
been advised. The council seeks the establishment 
of specialised military hospitals for the treatment of 
rheumatic ailments and the late results of wounds. The 
same equipment can be applied to the physical treatment 
of rheumatism and to the rehabilitation of injured joints, 
muscles and nerves. Lieut.-Colonel W. S. C. Copeman, 
honorary secretary to the council, established a rheuma- 
tism ward at one of the base hospitals in France and 
planned that a special rheumatism hospital should be 
set up in time. This scheme, of course, fell through, but 
he was able during the months before the withdrawal of 
our Army to show how physical-treatment apparatus can 
be contrived from improvised materials. Lord Horder, 
in his report as chairman, says that most of the research 
tasks undertaken by the council have been carried on 
in spite of the war. The work of one of the Sir Alexander 
Maclean laboratories was suspended last year, but the 
other carried on until October, when it was hit by a bomb. 
Sir Alexander has permitted the funds to be diverted to 
the council’s work for the defence services. Dr. E.G. L. 
Bywaters’s research on rheumatism at the British Post- 
graduate Medical School was interrupted in September, 
when he began an investigation of shock. Work on 
rheumatism has gone on at the Cambridge School of 
Biochemistry, in the rheumatism department of the West 


4. Carleton, H. M. Proc. roy. Soc. B. 1934, 114, 513. 
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St. Elizabeth, where a department for clinical research 
into occupational therapy for arthritis is proving its value. 
At the West London it has been noted that some cases 
of arthritis benefit more as outpatients than as inpatients ; 
as inpatients they become too reliant on their beds. The 
British Red Cross Clinic for rheumatism, which was 
closed last winter, reopened in February, 1940, and was 
quickly filled up at every session. Colonel Copeman’s 
experience in France showed, Lord Horder feels, that it 
will not be vastly expensive to grapple with rheumatism 
on a national scale. The council’s plans for a national 
scheme of treatment are almost ready for publication. 


Special Articles 


GENERAL PRACTITIONERS AND A.R.P. 
i SERVICES 


A SCHEME by which each doctor can help in his own 
district, or be called out quickly by those who first find 
casualties, is an essential part of our A.R.P. services, 
and last May the Ministry of Health suggested! that 
medical officers of health should have readily accessible 
lists of general practitioners in their area not already 
attached to first-aid posts, classified according to the 
localities where they practise. Early in June Dr. J. 
Greenwood Wilson, M.O.H. for Cardiff, his deputy, Dr. 
W. Powell Phillips, and his assistant, Dr. Cecil Anderson, 
carried this suggestion toits logical conclusion. They circu- 
larised all members of the medical profession to find out who 
would be willing to help and then mobilised all the avail- 
able doctors not already attached to first-aid posts to help 
with casualties in their own district. The idea is an exten- 
sion of the peace-time custom by which a doctor is called 
from his house or surgery to attend an accident nearby. 

The wardens or police are usually first on the scene 
when a bomb falls, and their duty is to report what has 
happened and whether or not there are casualties. The 
appropriate services are sent from a depot which is often 
some distance away. In Cardiff, wardens or police send 
in their reports in the normal manner, but they know 
that if they need a doctor all they have to do is to sum- 
mon the practitioner who normally practises in the 
district. This gives the wardens at the periphery a 


medical service which can be called on immediately and | 


which is not likely to be delayed by breakdown in 
telephone or messenger service. The doctor knows the 
neighbourhood, and his presence where there are casual- 
ties gives everyone a feeling of confidence, which is 
especially important if there is any delay in the arrival 
of the other services. Doctors so called on receive 
payment by the appropriate sessional fee, which is the 
same as that paid to doctors at first-aid posts. Each 
doctor who enrols is handed a letter giving details of the 
casualty services in the city, making some suggestions 
for the doctor’s guidance in codperating with the A.R.P. 
services. These include the following :— 


(a) At the site of an occurrence representatives of the 
various A.R.P. services will be present. By linking up with 
these services the doctor can be of great assistance in the 
satisfactory handling of*the incident. Most of the wardens 
have a knowledge of simple first-aid and may be relied upon 
to assist in directing or accompanying minor walking casual- 
ties to the nearest first-aid post. Their knowledge of the 
report and control centre systems can be used for trans- 
mission of messages. It is suggested that doctors, if they 
have not already done so, might with mutual advantage 
arrange to meet the wardens of the posts to which they have 
been allocated and discuss the line of action which they will 
adopt in the event of a call for their help being received. 

(b) When a doctor is called to an incident he can do most 
useful work in sorting cases, sending as many as possible of 
the lightly wounded and shocked patients to first-aid posts, 
thereby making it easier“for the hospitals to deal with the 
more serious cases. i 

(c) When the first-aid parties arrive, the doctor can be most 
useful in indicating those cases which should receive prior 
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attention and þe despatched to hospitals and those which can 
be adequately dealt with at first-aid posts. The first-aid 
parties are instructed that they shall in every case carry out 
any instructions which may be given by a doctor on the spot. 

(d) The doctor may find that too many ambulances and 
first-aid parties have arrived, and it would be of great help 
if he would immediately instruct leaders of any excess of first- 
aid parties and ambulances to return to their respective depots, 
as in all possibility they will be required at some other point. 

(e) In order to provide a doctor with some equipment for 
the actual treatment of casualties a haversack which contains 
the following items of equipment will be issued :— 


5 spools lin. x 5 yd. adhesive 1 angular joint. 
plaster. 4 straight joints. 

2 packets (6 yd.) gauze. 1 sheet 24 in. x 18 in. gooch . 
12 safety-pins. splinting. 

8 medium mines dressings. 1 Samway tourniquet. 

2 large mines dressings. 1 gooch saw. 

1 packet field-dressing. 1 skin pencil. 
‘2 oz. sal volatile in case. 6 bandages 2 in. ° | 
‘1 graduated measure. 2 doz. triangular bandages. 

2 x lb. cotton wool. 1 x 25 ccm. bottle morphia 

1 set sectional splints (4 short (strength 1 c.cm. contains 


and 7 long). gr. ł morphia). 


It is hoped that each doctor will provide his own hypo- 
dermic syringe for giving morphia. The dermatograph 
pencil is issued so that the doctor may give the hospital or 
aid-post essential information by marks op the patient’s 
forehead. The signs used are: M, morphia; T, tourniquet ; 
H, hemorrhage; X, trunk wound or perforated wound of 
chest; C, gas contamination. 

If there is delay in arrival of the ambulance serious casualties, 
with the assistance of the wardens, should be temporarily 
placed under cover in any house or building near the site of 
the occurrence which is not too badly damaged. 


Each doctor is thus supplied with simple first-aid 
equipment. This has been kept down to a minimum and 
only essentials are provided. There are several items . 
which, in the light of further experience, may be included 
in the equipment and others which may prove unneces- 
sary. Steel helmets and service respirators have been ` 
issued to all doctors codperating, and it is proposed to 
have the helmet painted white with the word ‘‘ Doctor ”’ 
in black letters. 

This method of using all available doctors in a district, 
not only those specifically appointed to first-aid posts, 
offers great advantage in a major air-raid, and experience. 
shows that it gives the wardens a great deal of confidence 
while each doctor feels that he is being usefully employed 
in the A.R.P. casualty service. The scheme has proved 
its efficiency under raid conditions. 


SHELTER HEALTH 


A NEW white paper (Cmd. 6245, 1d.) sets out further 
recommendations of the Horder committee on conditions 
in air-raid shelters, and the actions taken by the Govern- 
ment to implement them. People with open tuber- 
culosis who are known to frequent shelters are to be 
sent at once to hospital and the necessary powers have 
been obtained to compel them to go. As far as possible 
each tuberculous family is to have a family shelter and 
should have priority in the issue of Anderson or other 
shelters. Local authorities and medical officers of 
health have been urged by the Government to take 
action along these lines. 

' Verminous infestation of shelters is being attacked 
from several sides. The Ministry of Health has arranged 
short courses for shelter wardens at the London School 
of Hygiene and is issuing to them a pamphlet giving 
the life history of the louse, the flea and the bed-bug, 
and summarising simple methods of dealing with these 
pests. Insecticides recommended by the committee 
have been ordered in bulk and instructions for use based 
on the results of trials are to be issued; the committee 
suggests that these should be published as leaflets for 
the guidance of wardens acting under medical super- 
vision. Compulsory powers to de-louse have been 
obtained. Medical officers of health are reviewing the 
cleansing facilities in their areas, and where these are 
inadequate the Ministry of Health will reimburse the 
local authorities for making additional provision. The 


-Incidence of infestation is to be investigated as soon as 


+ 
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methods and technique have been developed. To fore- 
stall bug infestation, it is recommended that bunks and 
other fittings should be made with as few cracks and 
crevices as possible. The committee advise that all 
internal walls should be painted with impermeable paint. 
When a shelter becomes infested the committee recom- 
mend an organised system of cleaning and scrubbing and 
the liberal use of soap and water containing cresol. A 
painter’s blow-lamp, applied to cracks, is a simple method 
of dealing with small infestations. Instructions on bug 
infestation are about to be issued to local authorities. 
The committee consider that it should not be necessary 
to use chemicals in latrines which are being flushed or 
emptied regularly, and suggest economy here. 
" The Horder committee submitted the question of 
masks to a small committee appointed for the purpose, 
on which two members of the Medical Research Council 
were co-opted. Studies were made and are continuing. 
The Horder committee, approving the principle of masks 
to reduce droplet infection, suggest that cellulose acetate 
(cellophane) masks should be provided, 54 in. square, 
supplied with an elastic cord support. Lest the pro- 
vision of these should be delayed they suggest that 
gauze masks made from four layers of muslin of at least 
44 threads to the inch shbduld also be ordered. They 
also mention favourably the yashmak type of mask which 
some people prefer and which is being placed on the 
market by commercial, firms. The Government has 
ordered supplies of the cellophane and gauze masks, and 
plans have been made for the rapid provision of further 
supplies if the need becomes urgent. A memorandum has 
also been prepared for the information of medical officers 
of health concerning the use of masks, and a leaflet which 
will be distributed to shelter users when occasion arises. 
Evidence placed before the committee on the pro- 
phylactic effects of medicated lozenges, gargles and 


throat-sprays has not convinced them that there are 


good grounds for using such measures to prevent the 
spread of infection in shelters, and they do not recom- 
mend that they shall be included in the list of drugs 
supplied to shelters. They have no wish, however, to 


- discourage the use of these methods by people who feel 


they derive benefit from them. 
The committee advise that smoking should be pro- 
hibited in public shelters except where a separate smoking 


compartment can be arranged. The Public Shelter Rules 


made under the Defence (General) Regulations, 1939, 
make it possible for smoking to be prohibited or controlled 
according to circumstances. The committee are sponsoring 
controlled experiments with chemotherapeutic drugs used 
as nose and throat sprays under medical supervision. 


SCOTLAND 


A REGIONAL HOSPITAL AUTHORITY ? 


On Dec. 18 in an address to the Royal Philosophical 
Society of Glasgow, Prof. C. F. W. Illingworth, regius 
professor of surgery in the university, said that the past 
two decades had seen a great change in the scope and 
character of hospital work. The voluntary hospitals 


~ retained their traditional basis as charitable institutions 


but were now available to all sections of the community ; 
the municipal hospitals, shaking off the stigma of the 
poor law, provided an efficient service for the treatment 
of every form of disease ; and since the war yet a third 
hospital system had been established by the Department 
of Health. If these services were to be adapted to 
modern needs they must be coérdinated. The voluntary 
hospitals were hampered by financial stringencies which 
would become more severe. They had been criticised 


because they admitted only urgent and acute cases and 


did not contribute to the vast problem of the chronic 
sick, for whom the municipal hospitals must provide 
accommodation. The voluntary hospitals had failed 
to make provision for the large body of wage-earners 
and middle-class patients who did not ask for charity 
but were forced to obtain treatment in hospitals because 
nursing homes were beyond their means. The municipal 
hospitals had achieved a high standard of efficiency. 
Though in Scotland owing to a difference in the wording 
of the Local Government Act, 1929, they had not yet 
progressed as far as in England. 


SCOTLAND 


[Jan. 4, 1941 


Professor Illingworth made a plea for a wide re- 
6rgan‘sation to provide a service by which patients of all 
classes might obtain speedy admission to the hospital 
appropriate to their needs. There must be free treat- 
ment for those in need, but those who could should be 
enabled to contribute to their own maintenance. The 
coordinating authority should control the whole of the 
south-west of Scotland and the scheme must include 
provision for convalescent, treatment, aftercare, and 
social service. The first aim should be a uniform system 
of admission to hospital to overcome the glaring anomaly 
that the poorest of the poor admitted to municipal _ 
hospitals must pay for their maintenance even to sacri- 
ficing their old-age pensions, while patients earning good 
wages were treated free. The ideal would be a combina- 
tion of the almoner system with a wide scheme of con- 
tributary insurance such as had been so successful in 
Birmingham. The regional authority should accept 
responsibility for the standard of medical and surgical 
work by appointing the hospital staffs, and the staff should 
be adequately remunerated to end the present Robin Hood 
system whereby consultants treated nine-tenths of their 
patients at the expense of the remaining tenth. 


BEDS FOR SUB-ACUTE CASES 


Edinburgh Royal Infirmary has taken a practical step 
to solve the problem of the shortage of hospital accom- 
modation. One of the spare wards of 25 beds is re- 
opening for the treatment of one type of case only— 
patients who are not acutely ill but who are unfit for 
work and have at present little prospect of early ad- 
mission to hospital. The additional work is to be shared 
among the surgical staff. It is hoped to treat some 50 
patients a month which would clear the waiting-list of 
these patients in 12 months. Since new cases will pre- 
sent themselves during this time, consultation is going 


.on with the Department of Health with a view to 


transferring patients from the infirmary waiting-list to 
vacant accommodation in the new base hospitals of the 
E.M.S. These patients can always be quickly removed 
and their beds freed for urgent cases if the need arises.. 


DIPHTHERIA IMMUNISATION IN EDINBURGH 


The campaign for the immunisation of Edinburgh .- 
children proceeds apace, so much so that the response has 
been greater than the authorities had prepared for and 
there has been a shortage of toxoid. The bulk packing 
suitable for use in clinics and at first-aid posts, where 
many children are injected by day, has been almost 
continuously available, but because of shortage of the 
small packings private practitioners have had to set up 
waiting lists. At the end of the second week of the 
campaign the total attendances were 14,068—2307 at 
child-welfare centres, 2435 at schools, and 9326 at first- 
aid posts. In addition, 730 second injections have been 
given at child-welfare centres and schools. These 
figures are exclusive of the children treated privately and 
a considerable number of adults have also taken advan- 
tage of the opportunity of immunisation. l 


JAMES MACKENZIE INSTITUTE FOR CLINICAL RESEARCH 


In his annual report of the James Mackenzie Institute 
for Clinical Research, St. Andrews, Prof. David Water- 
ston said that every effort had been made to carry on 
the work of the institute as in pre-war days. This had 
been possible in the children’s department, in the 
laboratories, and in the X-ray department. During the 
year 79 new cases and 682 additional notes had been 
added to the files. Over 450 films had been exposed in 
the X-ray department and 472 examinations made in 
the laboratories. Since the issue of the last report 154 
donors had had their blood typed under the blood- 
transfusion service, and 46 clinics had been held in the 
children’s department, the total attendances being 674, 
of which 359 were between two and five years of age and 
315 over five. A voluntary medical inspection of 
students at the university had been carried out by 
Dr. R. V. C. Ash. Professor Waterston said that the 
financial position of the institute had never been more 
serious. In order to mect ordinary expenditure it had 
been necessary to realise investments with a consequent 
loss of interest, and the council appealed for all the 
financial help possible to enable the institute to carry on. 
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Is Bxcland Naw 


A Running Commentary. by Peripatetic Correspondenis 


. ONCE we worked 

On a hopeful plan. 
Believing that the study 
Of mankind was man. 


Twenty-seven years 

Since we changed for the 
worse— 

And the year °14 


Something happened Goes into reverse. 
To change the scene | it’s rare to synchronise 
(That was back Lip and cup, 


In the year ’14). 
Every seven years, 
The grandmothers say, 
All that you were 
Will drop away. 
Every seven years 
You start anew 

With a nice clean slate— 
And about time too. 
Seven long yegrs 

And twenty more 

Till ’41 

Comes in at the door. 


But suppose ’41 

Could keep it up ? 

War broke out 

In the year ’14, 

And precious little peace 
We've had between. 

I admit that grounds 
For the hope are thin, 
But suppose, this year, 
That peace broke in ? 


* * * 


A nursery school migrated’ from London to one of the 
larger homes of England looksoddly Lilliputian. Two-year- 
olds scattered in the corners of immense and lofty rooms 
seemed like mice, and their tables and chairs could have 
come out of a doll’s house. They were gracefully 
indifferent to their surroundings except in the bath- 
rooms where tiles of birds and beasts and Chinese 
gentlemen captivated them and evoked candid opinions. 
It was odd to see them sprawling at play in damask- 
hung rooms, to turn a corner and find them staring at 
the horse in a famous picture, or to meet one sidling 
down an enormous staircase where a king had slipped 
and fallen—so the story goes—before Derek entrusted 
his far from steady feet to it. It is doubtful whether we 
improve much after the age of two, or indeed whether 
life is not a slow decline after that zenith of bonhommie, 
tidiness and amiable curiosity. These children had no 
fears. They all talked at once, they gave their names at 
the first request and asked ours back, and they all 
wanted to know the facts about whatever topic was under 
discussion ; invigorating conversationalists. But they 
had no curiosity about their disposal; they accepted 
transfer from. tiny slum rooms to these vast chambers 
as unquestioningly as they accepted their three meals a 
day, their cots at bed time, and their separation from 
their parents; and I suppose they would accept starva- 
tion and death with the same imperturbable air of 
withholding criticism. And out of doors they had what 
appeared to be the whole of Kew Gardens, set down at 
their door by djinns and afrits, to run about in. The 
psychologists have spoken their minds about psychic 
trauma in the earlier years, and it seems possible that 
adventures of the reverse kind may influence our growth : 
that a stirring or satisfying experience may get built 
into the fabric of the mind just as permanently as a 
disaster. If so, the splendour of the countryside seen 
from those terraced gardens will stand the children in 
good stead when their turn comes to live in a rebuilt 
London. a 


* * x 


There are certain changes to be observed this 
Christmastide in and around this little Devon town. 
The first and most obvious is the increase in population. 
Quiet country lanes are no longer quiet and the voice 
of the cockney, mingling as in Whitechapel with the 
sibilant accents of the non-Aryan, is heard in the land. 
Farms and cottages, many of which were hitherto 
derelict or nearly so, are now crammed to overflowing 
and many a field that we have grown accustomed to 
seeing under grass has been tilled and sown. Here we 
are surrounded, as never before even in this prolific place, 
by expectant mothers, for it seems that the Little Man 
over the Water, has hindered our output of babies even 
less than our output of armaments, and I for one had 
five confinements booked for Christmas week. By a 
stroke of luck they all came off pretty simultaneously 
before Christmas, and to the blasé general practitioner 
nothing is more exciting than hurrying from one midder 
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case to another with a chloroform bottle concealed in his 
breast pocket.and a pair of forceps at his hip. - 

‘Here also is a host of unaccompanied evacuated 
children all very cheerful. despite periodic outbreaks of 
impetigo, prurigo and scabies. Some cas:s of scabies, by 
the way, having been intensively treated in hostels with 
benzyl benzoate and discharged as cured, have since 
responded well to good old ung. sulph. With some 
90% of our child population immunised against diph- 
theria we may perhaps be forgiven for laughing at the 
so-called high figure of 40% quoted for another place in 
THE LANCET. If we are a fair sample of rural England 
in 1940—and there is no reason to suppose otherwise— 
it really begins to look as though the countryside may 
once more be coming into its own. To judge from the 
lively interest shown in country matters by these town- 
bred youngsters it is probable that some at least will 
decide to spend their lives on the land, and if the war 
brought no other good results it would then have accom- 
plished something useful 

These are some of the changes to be counted on the 
credit side. But what of the debit ? It is hard to think 
of any. We are, perhaps, a little shocked at the market 
price of pheasants, a bird found on our tables often enough 
for us to get rather bored with eating it sometimes. 
Another bit of bad news is that the turkey annually 
presented by a quite needlessly grateful patient is not 
forthcoming this year; instead, we have received a 
couple of rabbits—facetiously known as ‘* underground 
mutton ” in contrast to pigeons which we call ‘‘ overhead 
chicken.” For me there was no hunting this Boxing 
Day. No matter; there are always too many people 
about and the fox is invariably headed. Sour grapes, 
you may say, but I deny it.. Instead I went shooting in 


the hope of adding a snipe or two, and possibly a wood- 


cock, to the larder. One thing, among many that 

remain unchanged, is that on Boxing Day every ferret 

in the country was at work as usual. This is the one 

day in the year that every farmer devotes to rabbiting. 
* . * * 


If you want to see the countryside in luxury get a 
seat beside the driver of a large modern lorry. The one 
which goes into the nearest town for my medical sup- 
plies is so comfortable that more than once in the 
autumn I made three journeys instead of one. : My seat 
was far more comfortable than any car; the driver was 
not allowed to go more than 30 miles an hour, which 
meant one was able to look at the countryside, without 
feeling it was necessary to assist in watching the road ; 
and there was the feeling (quite unknown in any private 
car) that if you did collide with another vehicle the 
chances in favour of the other party coming off worst 
were considerable. The seat itself was made of rubber 
sponge, upholstered in green canvas; but best of all 
was the central heating. The heat came from a great 
square box which protruded from the floor between the 
after ten minutes on the road the 
driver’s quarters were as perfectly heated as a ball- 
room. Lastly, the huge plate-glass windows in the front 
and on the two sides of the lorry enabled one on a sunny 
day to get a free sunbath, though I suppose carpers will 
express doubts of its ultraviolet content. 

xk xk * 


The university students in Liverpool have taken in 
hand some tasks which reveal a lively imagination. 
Some time ago, they prepared part of the Students’ 
Union as a rest centre for unfortunate people who have 
been bombed out of their homes. It is not their fault 
that as yet there has been no occasion for its use; but 
it is there, and when the time comes it will be ready. 
Another friendly gesture which they have made is to 
open their union to all Servicemen from other univer- 
sities (‘‘ Pasts and Presents ’’) who may be in the city. 
A recent guest said that he had previously been in three 
other university towns, and had had no contacts whatever 
with those universities or students; but here he was 
happy to be able to live again even for a few hours 
among old, familiar surroundings. The students—among 
whom the medicals are taking their full share in the 
project—have billed their invitation to open house in all 
the Jikely places of the town where Servicemen pass or 
congregate; the poster contains an item which has 
proved supremely popular—HOT BATHS. 


My 
\ 

| 
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~ . Letters to the Editor 


“THE PREVENTION OF DIABETES” 


~| SiR, —Under this title Haist, Campbell and Best have 
recently published a paper in the New England Journal 
of Medicine. (1940, 223, 607) setting forth the reasons 
which, in their opinion, permit the hope that the develop- 
ment of diabetes mellitus may be prevented. The 
announcement of such a hope by distinguished workers 
cannot fail to attract the attention not only of those 
interested in the theory of carbohydrate metabolism 
but also of physicians in charge of diabetic patients. 
To clinical workers the article has even stronger claims 
to attention, for the authors make the conclusions from 
their experiments the basis of certain definite suggestions 
for the amelioration of established diabetes mellitus and 
for the prevention of the disease in predisposed subjects. 
Interest and clinical responsibility therefore combine to 
urge a careful examination of this paper. 

The views expressed by the authors, and their sugges- 
tions for medical treatment, depend, not on evidence 
tested in the clinic but on their interpretation of a series 
of animal experiments. In the first series of experi- 
ments the authors give good reasons for believing that 
overwork of the pancreatic islet tissue may lead to a 
breakdown of its function of producing insulin. In a 
further series of experiments they attempt to determine 
on the one hand the factors which cause overwork of the 
islet tissue and on the other those which rest the tissue. 
From these experiments they draw the conclusion that 
high carbohydrate diets increase, whilst starvation, high 
fat diets and administration of insulin decrease the work 
of the pancreatic islet cells.. On the basis of this con- 
clusion they recommend the prophylactic administration 
of insulin and high fat diets to persons suspected of 
being potential diabetics and the prescription of fasting. 
high fat diets and insulin to patients with established 


etes.. - 

It should be clearly realised that these conclusions 
and these recommendations are not based on direct 
proof but depend entirely on the authors’ interpretation 
-of their experiments. In my opinion the correctness of 
‘this interpretaticn is open to grave doubt. I believe 
that far from indicating rest of the islet tissue the authors’ 
data concerning the effects of starvation, high fat diets 
and excessive administration of insulin can be more 
easily interpreted to mean overstrain of that tissue ; 
that the effects of high carbohydrate diets, regarded as 
due to overstrain of the islet cells, can be more appro- 
priately interpreted as indicating that the work of these 
' cells has been lightened. It is consequently my ‘opinion 
that the application of the therapeutic measures recom- 
mended by the authors would, instead of resting the 


damaged pancreas, strain the damaged organ still further, 


thus tending to accelerate the deterioration of established 


diabetes and the development of the disease in predis- 


posed subjects. 

The justification for thus dogmatically stating my 
views is the necessity of warning physicians, now, that 
the application in clinical practice of the therapeutic 
measures recommended may be attended by danger to 
the patient. In fairness to the authors, however, the 
reasons for my views should be published, and with this 
object I have prepared a critical analysis of their work 
for the same journal in which their paper appeared. 


University College Hospital, W.C.1. H. P. Himsworru. 


TRAUMA AND CANCER 


Sm,—I am afraid that the relationship between 
trauma and cancer is not so easily disposed of as is 
suggested by your leading article of Dec. 21, at any rate 
if you include under the term cancer, the sarcomata. I 
admit that trauma as a cause of sarcoma is extremely 
rare, but I cannot persuade myself that the relationship 
does not exist. 

About twenty years ago (I have not my notes with me) a 
boy of about fourteen at one of our large public schools was 
severely kicked on the shin while playing football. He had to 
leave the field and went into the sickroom for a day or two. 
This occurred during the Lent term and in the Easter holidays 
he was seen by his doctor uncle, an old friend of mine. The 
lump on his tibia still remained and was thought to be slightly 
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smaller. The boy continued his activities through the 
summer term and the summer holidays, but the swelling on 
his tibia remained. In September the school doctor and the 
boy’s uncle, in view of the continued swelling and some slight 
discomfort, began to discuss the possibility of tubercle. He 
was brought to me on the first day of the Christmas holidays 
on his way through London. By this time it was obvious 
that the swelling was a periosteal sarcoma on the subcutaneous 
surface of the lower third of the tibia. The boy, who was 
particularly intelligent, was quite certain that there had been 
no previous swelling of his tibia and that this swelling repre- 
sented the original lump caused by the injury. Mr. Harrison 
Orton took an X-ray photograph of the limb which further 
strengthened the diagnosis, and on the next day I amputated 
through the middle of the thigh. Sir Bernard Spilsbury 
‘examined the growth and reported it to be an actively growing 
periosteal sarcoma. The radiogram showed very clearly deli- 
cate laminz of new bone parallel to the axis of the limb, such 
as one finds in cases of periostitis, but through these were also 
seen the radiating spicules of bone at right angles to the axis 
of the bone which are so often found in periosteal sarcomata. 
Unfortunately the boy died less than a year after the operation 
with evidence of secondary growths in his skull and brain. 


In my opinion, it would be difficult in this case to 
reject the trauma as the cause of the growth. The 
history as well as the radiological evidence of periostitis 
and new growth at the same site appear to me to render 
it inevitable. In a long experience of clinical surgery I 
have never been able to convince myself of a case of 
carcinoma being caused by injury, though I have seen 
many cases where such a history has been insisted upon, 
chiefly mammary cases and fractures due to secondary 
growths. In the latter class of case the primary growth 
was not always evident and was not always found unless 
a post-mortem examination was made. So far, there- 
fore, as my personal experience goes, there appears to be 
very little evidence to prove that a carcinoma may result 
from a single trauma. But there does appear to be a 
certain amount of evidence that this may sometimes 
happen in the case of sarcomata of bone, and I would 
put forward this case as an instance. It is only fair to 
say that I have never seen another case exactly like it. 


Harley Street, W.1. V. WARREN Low. 


FACING DISABILITY 


Sir,—In your issue of Nov. 23 you deal with the case 
of a permanently disabled girl and state that ‘‘ permanent 
disablement usually means, for an earner, a lifetime of 
physical and economic dependence,” going on to remark 
that there is no provision for cases such as this. Existing 


provision is certainly inadequate and I agree that real 


rehabilitation should combine restored working capacity 
with the opportunity to earn. Facilities are available 
up to a point and are developing. You describe in your 
issue of Dec. 21 (p. 789) the opportunities at the St. 
Loyes’ centre for cripples at Exeter, where ‘disabled 
people are trained and then placed in employment as 
engineers, precision-instrument makers, watch and clock 
makers and repairers, machine draughtsmen, gardeners, 
clerks and cooks; and similar training with the addition 
of welding and spray painting is given at the Cripples 
College at Leatherhead. Men from these centres are 
holding down jobs on equal terms with the able-bodied : 


.& spray painter with one arm amputated is employed at 


the dockyards, a man with a similar disability is a costing 
clerk, a machine draughtsman with a fractured spine 
goes to his work in a wheeled chair, and another patient 
with a fractured spine is a machine-tool maker. Examples 
can be multiplied. These training centres are now being 
enlarged and are officially .included in the munitions 
training scheme of the Ministry of Labour, which is 
evidence that the trainees pull their weight and are not 
employed on philanthropic grounds. Papworth and 
Enham Village Settlements provide for cripples who 
need special conditions of work—a relatively small group. 
Most cripples can be enabled to take their place in the 
open labour market. They need curative rehabilitation 
(including occupational therapy), then expert guidance 
in choosing and obtaining work suited to their disability ; 
in most cases a preliminary period of technical training 
is necessary. With these advantages, but not otherwise, 
the cripple is able to hold a job and the employer is willing 
to offer him one; and it is not segregation but normal 
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employment among his fellows which he should be helped 
to obtain. These facts are gradually being accepted by 
Government departments, insurance companies and 
others for whom the problem of disablement is a direct 
concern. i | 

Exeter. GEORGIANA BULLER. 


- ANÆSTHESIA IN THE SHOCKED PATIENT 


Sir.—Your leading article of Dec. 21 contained 
several statements on which I should like to comment 
from the standpoint of a general surgeon interested in 
local anesthesia. You write with reference to the work 
of Clairmont and de Quervain that visitors “ were 
uncomfortably aware that the success was not uniform.” 
My experience is that local ansesthesia is more consistent 
than general anesthesia, whose variability and post- 
operative morbidity compelled search for something 
more dependable, particularly for the bad risks and 
larger procedures. The addition of trickle doses of 
0-5% Pentothal, 1 c.cm. at a time, induces sleep in the 
mentally unstable subjects and results in a successful 
method for patient and surgeon. Your statement that 
local anzesthesia lowers the blood-pressure is contrary to 
carefully taken records. 
is a fall when, splanchnic infiltration is made, but none 
when the “ creeping ” technique is used. The falls are 
never so great, or prolonged as with general and spinal 
methods. — 
‘That “local anesthesia has a technique which is not 
acquired overnight ...”’ is true when applied to the actual 
operating, but the injection of the drug is now so 
standardised that it can be made by any house-surgeon 
or anesthetist after instruction at half a dozen sessions. 
It is my practice to do upper abdominal operations 
first on the list. The infiltration and regional anesthesia 
are done by the assistant 10-15 minutes before the 
arranged time, and the operations (mainly gastric and 
biliary procedures) have been carried out with the same 
satisfaction and ease as with a good spinal but without 
the after morbidity of the latter. “ Moreover,” you 
say, ‘‘ regional ansesthesia presupposes apparatus which 


requires a team of trained attendants and at the present | 


time all the paraphernalia of syringes and needles are 
hard to come by.” Actually the outfit consists of one 
or two 3.or 5 c.cm. syringes, three needles (a no. 17 
& in. long, a fine serum and a spinal no. 19 or 20). Does 
this merit the title of paraphernalia ? Two convenient 
but optional additions are a two-way valve and a baby’s 
feeding bottle (see Brit. med. J. 1940, 2, 348). As 
already mentioned, the assistants can readily be trained, 
for the sites and amount of injection have been worked 
out with precision. In sharp contrast is the ever-grow- 
ine complication and expense of the modern general 
anesthetic apparatus, with its cylinders of oxygen, 
oxygen and CO, nitrous oxide, cyclopropane ; bottles 
of ether and chloroform and ampoules Vinesthene. 
~ “Tn emergency one anesthetist can supervise two or 
three tables near him.” Do you mean the present fashion 
of an air-way thrust down the patient’s throat and the 
mask strapped to the face while the anesthetist wanders 
in and out of the theatre? It is a method which hard 
experience made me reject. It is variable in its facilita- 
tion of the operation, and is often followed by several 
hours of vomiting, and by some degree of chestiness. 
After graduating by painful stages through general 
and spinal to local anzesthesia, I find that with the last 
operations are practicable, the postoperative progress is 
uniformly smoother, the mortality is lower and the final 
results are better. | 
London, W.1. 


Sir,—Recent letters and your own editorial comment 
suggest the need for a reconsideration of the whole 
question of anesthesia in the presence of traumatic shock 
by the light of all the evidence from bedside and labora- 
tory. Mere expressions of opinion are inadequate ; the 
time has come for a proper trial by trained teams of 
various anesthetic methods in shocked cases. Silence 
on the subject of local anestbesia in the War Memoran- 
dum on Wound Shock is a negative aspect of a wide- 
spread spirit of dogmatism whose positive prohibitions 
on burn-treatment are causing surprise and growing 
concern among men with long and relevant clinical 
experience. i 


HAROLD DODD. 


ANZSTHESIA IN THE SHOCKED PATIENT 


In upper abdominal work there . 


y 
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Little opportunity, as you say, is offered for gaining 
knowledge of local anzsthesia at schools which produce 
“ general’? anzesthetists of high competence, but sur- 
geons are at least half-way to acquiring the technique ; 
for surgeons already have the close acquaintance with 
anatomy essential to the accurate placing of analgesic 
solutions, and only need sufficient patience to give these 
time to take their full effect. . ` 

Abdelsamie’s practical, undogmatic paper on early 
amputation for severe crushing of limbs has been quoted 
where it draws attention to the harmful effect of un- 
blocked stimuli in these ‘“‘ poor risks ” (Lancet, 1936, 1, 
187). But all the emphasis in. that paper is on early 
amputation. Abdelsamie certainly finds that for this 
procedure full Novocain analgesia is benign and does not 
shock the patient; his first object is, however, to remove 
—as soon as possible—dead or dying tissue. which does 
shock the patient, and he and others rely most on 
novocain as adjuvant in that urgent business. The 
question now ripe for settlement is: Which of several 
adjuvants is best ? i 

London. ARNOLD K. HENRY. 


INFECTION IN AIR-RAID SHELTERS 


Sm,—I have read with much interest the article in 
your issue of Dec. 21 by Dr. Andrewes and others, and 
must comment on the sections dealing with sodium 
hypochlorite and with spraying instruments... The 
authors say ‘“‘ we are therefore publishing this progress 
report of some of the work carried out at Hampstead,” 
and these two sections detail facts which are either a 
narration of such research or a review of previous know- 
ledge. Since they contain no item of novelty they can 
only be regarded as complete confirmation of the work 
of others. If, however, they are given.as a review of 
previous knowledge it is surely in accordance with 
universal procedure in scientific research to acknowledge 
the source of such work. My own pioneer work (since 
1925), confirmed and extended by. Prof. Eyre, Prof. 
Hewlett and Dr. Spitta, has covered every point men- 
tioned and copies of the reports have been in the hands 
of the National Institute staff for many months. The 
“ Dynalysor ” which was lent to the institute for research 
has been so faithfully copied that the description of the 
“ simpler ” model agrees in every particular with that 
of the dynalysor. No evidence is offered to show that 
it has any greater germicidal efficiency. Early in 1939 
Dr. Pulvertaft and others gave in THE LANCET a review 
of air sterilisation and omitted any allusion to hypo- 
chlorites. I had to point out to them the advanced 
state which the application of hypochlorites to air sterili- 
sation had reached. With their facilities for research, 
the staff of the institute may be expected to extend our 
knowledge on this subject in several important. direc- 
tions, but it is well that the line where present knowledge 
ends and future discoveries begin should be justly defined. 
and acknowledged. . l 

Ebury Street, S.W.1. A. T. MASTERMAN. 


- Sık,—Bacteria in dry dust are resistant to the bacteri- 
cidal action of ultraviolet rays, probably because it is 
difficult for the rays to penetrate through this media. 
To investigate the bactericidal effect of ultraviolet rays 
I have employed a culture of Streptococcus viridans 
isolated from the nasopharynx and fauces of patients 
suffering from infective multiple arthritis. When this 
culture was sprayed into the air in a moist state the 
cocci were destroyed by the rays emitted by a “ low 
pressure ” quartz mercury-vapour. lamp 60 in. long 
operated by a current of 3 5 amps and 210 volts A.C. or 
D.C. on main supply. This lamp has been designed as 
a “daylight’” lamp, for, in addition, it has twenty 
100-watt tungsten-filament lamps. The long ultraviolet 
rays have bactericidal action. Dry dust particles greatly 
inhibit the bactericidal action of these rays, but the 
addition of water vapour will restore their killing power 
and the rays will then sterilise an artificial air-borne 
infection with Strep. viridans. Such a lamp, correctly 
protected by a glass bowl or screen, can be used for 
illumination. The balance of luminous rays is such that 
coloured objects appear in their natural tone and a 
daylight effect is produced. Ifa dry dusty and infected 
atmosphere is moistened, the air can be sterilised by the 
long and short ultraviolet ray emitted by the lamp. The 


96 THE Heei] 


further addition of a ‘light sensitisor ’’—i.e., eosin or 
rose Bengal in the extreme dilution of 1/200,000—will 
increase the bactericidal effect, since the photodynamic 
action will make the luminous rays effectively bactericidal. 
This may be the ideal method by which light can be 
utilised to destroy air-borne droplet infections. 

The work of Andrewes and others has indicated the 
difficulties in using ultraviolet rays for this purpose. The 
cost of installation is indeed a serious handicap. But it 
must be realised that these lamps could be used for 
general illumination of works and factories, if correctly 
protected and controlled. The use of chemical sprays 
also entails expensive apparatus. The prolonged and 
constant, use of weak chemical vapours may cause serious 
damage by corrosion, especially to electrical installations 
and equipment. her, additional personnel are 
necessary for supervision and control of chemical 
sterilising sprays. Apart from initial cost, lamps 
emitting bactericidal ultraviolet rays would prove less 
expensive in operation and supervision and more reliable 
than other methods. They may be invaluable to industry 
` during periods of epidemics and further research may 
indicate.an economic method by which they can be 


employed to prevent air-borne infections in air-raid | 


shelters. 
Upper Wimpole Street, W. ALBERT EIDINOW. 


TOO MUCH VENTILATION 


Sim,—Sir Leonard Hill says that my views on adapta- 
tion to the British winter climate are Victorian, although 
the great Queen was herself an extreme ventilationist. 
My views really go back in sympathy to the badger, who 
spreads his bedding in the sun, when there is any sun. 

This may be instinctive sterilisation, but I think it is to 
dry it. The hare’s views are orthodox, but the cunning 
ferret goes to earth. British birds put their heads under 
their wings and dogs and cats bury their noses in their 
fur to warm their night air. To quote from Anstey’s 
Vice Versa: “‘I’m sorry to inconvenience you, Dr. 
Grimstone,’ he said, with the air of one used to having 
his way in these matters, ‘ but I positively must ask you 
either to allow me to have this window up or to change 
places with you. The night air, sir, at this time of the 
year is fatal, my doctor tells me, 'simply fatal to a man 
of my constitution.’ ’’ This doctor may have feared the 
British January miasma, but I always thought he meant 
catarrh. | 
My letter was a plea for relaxation of the excellent 
precepts of ventilation and open-air treatment for those 
uninured to them for a few weeks in January and 
February, especially in cold misty localities such as 
marshes and estuaries, where many old-fashioned 
barracks and hospitals seem to have been placed. It is 
because I think that the qualitative effect of almost icy 
water vapour may produce a dry catarrh comparable to 
the erythema of a first-degree burn that I urged the 
middle course in ventilation for these few weeks. I also 
-make two suggestions to the bacteriologists: first, to 
keep experimental animals under conditions of complete 
exposure, with damp bedding, conditions which Sir 
Leonard Hill says have nothing to do with catarrh ; 
second, that on this dry catarrh there soon comes auto- 
infection, as in burns, then possibly cross-infection, then 
a virus becomes grafted, after which it is only a matter 
of steady progress through strains of increasing virulence. 
I have thought that if the very earliest cases of acute 
catarrh could be given a protective coagulum—e.g., by 
tannic acid—they would not go on to infection, infected 
mucus and sneezing, and I therefore intend to try nebula 
acidi tannici 1%, which C. J. Hewlett & Son have 
prepared for me. 
Rochester. 


A. J. COPELAND. 
BOILS | 


Sir,—The final sentence of your leader of Dec. 14 
(p. 751) is surely unfair to those who have in your own 
words used staphylococcus toxoid ‘‘ in a more scientific 
spirit.” Having in this spirit treated some hundreds of 
cases with staphylococcal lesions of various kinds I 
cannot agree that the choice of specific remedies need 
“ be governed by fancy and results by fortune.” I agree 
that one should begin with antiseptic and local remedies 
such as you describe, although I consider acriflavine the 
best ‘“ coloured antiseptic ” for dealing with the staphy- 
lococcus. When it becomes evident that the infection 
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cannot be eliminated by these methods the specific 
remedy likely to yield the highest degree of success is an 
autogenous vaccine to which has been added a graduated 
series of amounts of toxoid. Changes due to the war 
have made it impossible for me to follow up accurately 
the cases that formed the material for a paper on the 
subject published five years ago (Lancet, 1935, 1, 303) but 
I have seen enough of them and been closely enough in 
touch with the doctors who sent them to me to know 
that there has hardly been a relapse in those cases who 
were effectively treated. In no other type of treatment 
is greater care needed in assessing results than in vaccine 
therapy but I do not hesitate to recommend, in furuncu- 
losis not associated with another abnormal condition, an 
autogenous vaccine in a series incorporating a total 
amount of about 2:5 c.cm. of staphylococcus toxoid. 
Lack of care in selecting cases and incomplete dosage 
may lead to the doubts which you say dermatologists 
still have. 
Richmond, Surrey. D. STARK MURRAY. 


DIPHTHERIA IN SMALL HOSPITALS 


Str,—In the numerous discussions that have been 
taking place about diphtheria no-one seems to have 


- mentioned the anomalous position of the smaller fever 


hospitals to which many of these cases are sent; hospitals 
with no resident doctor where the matron and nursing 
staff are in sole charge of the greater part of the patients’ 
treatment. It would be interesting to know how many 
diphtheria patients die from myocardial complications 
and lack of immediate tracheotomy or intubation in these 
hospitals when they might otherwise have been saved. 
It is doubtless to save expense that this state of affairs 
is allowed, and yet even in as small a town as this we haye 
our child-guidance clinic. 


Keighley. WRIGHT LAMBERT. 


HAZLITT ON DYING 


S1r,—Reading Professor Ryle’s most interesting, 
helpful and comforting article in your issue of Sept. 28, 
entitled Of Death and Dying, I was reminded of William 
Hazlitt’s sage reflections on the same subject in his 
“ Table Talk ”’ : 

Perhaps the best cure for the fear of death is to reflect that 
life has a beginning as well as an end. There was a time when 
we were not; this gives us no concern—why then should it 
trouble us that a time will come when we shall cease to ‘be ? 
I have no wish to have been alive a hundred years ago, or in 
the reign of Queen Anne: why should I regret and lay it so 
much to heart that I shall not be alive a hundred years hence, 
in the reign of I can not tell whom ?... To die is only to be 
as we were before we were born ; yet no one feels any remorse, 
or regret, or repugnance, in contemplating this last idea. . . . 
It seems to have been holiday-time with us then: we were 
not called to appear upon the stage of life, to wear robes or 
tatters, to laugh or cry, be hooted or applauded; we had 
lain perdus all this while snug, out of harm’s way; and had 
slept out our thousands of centuries without wanting to be 
waked up; at peace and free from care, in a long nonage, 
in a sleep deeper and calmer than that of infancy, wrapped in 
the softest and finest dust. And the worst that we dread is, 
after a short, fretful, feverish being, after vain hopes and idle 
fears, to sink to final repose again, and forget the troubled 
dream of life. 

Kingston, Ontario, Nov. 29, 1940. C. M. CRAWFORD. 


SAFEGUARDING SLEEP 


SIR, —It has been known to many since the last war 
that they can learn to sleep even amidst shattering noise. 
Partly for this reason it is to be hoped the Government 
may still provide deep shelters, since the maximum sense 
of security means the maximum amount of sleep. Not- 
withstanding allegations made in some quarters that the 
barbiturates are productive of death from susceptibility 
or from suicide, or on the other hand of addiction, I have 
seen no reason to change the views expressed some years 
ago in your pages (Lancet, 1934, 1, 344). I have come 
across no case of death from a pharmaceutical dose, 
either*a single dose or repeated at reasonable intervals, 
no case of suicide in which it was a cause and not simply a 
means, and only one case of addiction. I should advocate 
their being used to prevent accumulation of loss of sleep— 
to be taken say every second night if the previous night 
has been excessively disturbed and the second one 
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promises to be so also. I have in mind that although 
addiction is so rare in peace-time in this country we do 
not know how long the present strain may continue, and 
it would therefore be well to teach the public to use these 
as things to fall back on rather than to be habitually 
relied on. This does not mean that they should not be 
given for a week or two at a time, or much longer if need 
be, in special circumstances. In particular, recent war 
experience has taught the value of a barbiturate for 
several nights after some terrifying experience has been 
endured, at any rate for those who appear to have been 
particularly disturbed by it. | 


Torquay. R. D. GILLESPIE. 


DRY DRESSINGS 


Sık, —Mr. J. G. Bonnin’s letter on dry dressing in 
THE LANCET of Oct. 26 (p. 532) recalls my experience 
early in the South African war. One day I attended 
some bullet wounds that had been dressed without the 
application of the usual two pieces of jaconette, and all 
of these had scabbed over and healed promptly. The 
other wounds in which the perspiration had been 
imprisoned by the waterproof material had a stinking 
dressing, were sodden and took many days to heal. I 
brought this to the knowledge of Army headquarters and 
within a week a general order was issued forbidding the 
use of the jaconette. I believe that the first field- 
dressing in the last war contained the jaconette, and I 
suppose the one in use now is similar. What a waste of 


material. 
F. J. W. PORTER. 


Tangier. 
THINGS TO COME 


Sir,—I have been much interested in the letters of 
“Mr. Alec Bourne and Dr. E. E. Claxton, particularly in 
‘Dr. Claxton’s observations on change in personality. It 
would be very helpful to those who are working towards 
a new world order to know how change of personality 
both in the individual and in the mass can be brought 


about. 
Swansea. ARTHUR J. AMOR. 


PORPHYRY OR PORPHYRINURIA ? 


Sm,—There is one point in which I think yotr leader 
of Nov. 23 is wrong—in calling this disease porphrinuria. 
As I mentioned in my paper in the same issue porphyrins 
can be found anywhere in the body, and at autopsy 
one finds this substance in the bones. So why call it 
porphyrin-uria ? Actually I once saw a case of acute 
encephalitis with porphyrin in the C.S.F. a 

O KAU. 


Highgate. 


MEDICINE AND THE LAW 


Compensation for Workman’s Disfiguremen 


Dogs it affect a milk roundsman’s value as a 
salesman if he loses an ear? Will the customers be 
less likely to buy milk from him? And, if so, what is the 
effect of the accident for the purposes of workmen’s 
compensation ? 

The milkman in question received full compensation 
until a certain date when his employers took him back 
into their service in a different post and at a lower rate 
of pay. The compensation payments then came down 
to 5s. a week. Last June he joined the Army and asked 
for a declaration of liability. He gave evidence that 
one of the company’s managers had said he did not 
` think the customers would care for his disfigurement. 
There was no other evidence on the subject. The 
arbitrator, who saw the milkman, rejected the statement 
attributed to the manager and refused the declaration 
of liability. In the Court of Appeal the Master of the 
Rolls said the arbitrator was wrong. ‘There had been 
some evidence about the effect of the disfigurement ; 
it was uncontradicted ; the arbitrator had no right to 
rely on his own observation in place of the evidence 
before him. Incapacity due to physical disfigurement, 
said the Court of Appeal, if it does not in fact stop a 
man from doing his actual work, is just like any physical 
disablement which impedes him in the actual physical 
execution of his work. The same considerations are 
material. The declaration of lability was granted. 
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Treatment of Venereal Disease by General Practitioners 


Facilities for the treatment of venereal disease are 
required within easy reach of the large colonies of people 
now in rural areas. Tbe Minister of Health has con- 
sidered the provision of mobile units and improvised 
treatment centres, and has now decided (Circular 2226), 
after discussion with the British Medical Association, to 
enlist the help of general practitioners. He suggests the 
following arrangements for the consideration of local 
authorities. 

The council would invite all practitioners in the areas _ 
selected to apply, and from among those willing to serve 
who had, or who obtained, the necessary qualifications 
would appoint the number required. Doctors would 
have to provide evidence that they had, in the presence 
of the medical officer in charge of a venereal diseases 
treatment centre, performed the following operations : 
spread microscope slides with discharge from 12 patients 
(including 6 females) for examination for gonococci ; 
scraped 3 lesions suspected of being early syphilitic and 
collected the juice made to ooze from them in 12 capillary 
tubes ; taken 6 specimens of blood ; given 12 intravenous 
injections of neoarsphenamine or of Stabilarsan and 12 
intramuscular or deep subcutaneous injections of bismuth 
compound. Practitioners who in the opinion of the 
medical officer of health and the V.D. specialist officer 
are qualified by past training to perform the above 
operations may be appointed without being required to 
undergo the formal tests. Doctors who wished to 
qualify for service would be given training facilities at 
any treatment centre, and those appointed would be 
supplied by the local authority, free of charge, with all 
necessary drugs, syringes, needles and outfits for taking 
laboratory specimens. They would be required to keep 
simple records and to return them to the V.D. specialist 
officer. Model forms for the purpose appear in the 
circular. Fees would be 10s. 6d. for the initial attend- 
ance for diagnosis and treatment, and 7s. 6d. for every 
subsequent attendance or home visit; a transport 
allowance of 3d. a mile each way for every mile in excess | 
of two would be granted. l 

It is suggested that any council which has not already 
got a specialist V.D. officer on its staff should appoint 
one, probably on a part-time basis. This officer would 
supervise the treatment service, record-keeping, the 
treatment given and the attendances made by patients. 
He would be available as a consultant to practitioners 
serving under the scheme, and they would be expected 
to inform him of any complicated case, or of any case 
where they found it necessary to visit the patient at 
home, so that he could keep in touch with such cases 
from the outset. | 

During the war the expense of such services would 
rank for grant from the Exchequer. The Minister 
believes that a specialist V.D. officer would be of great 
help to each council in reviewing the needs of the area 
and suggesting plans to meet them. 


From the Annual Reports > 


IT is unfortunate that the war necessitated curtailments 
of the annual reports for 1939, for in that year the health of 
the nation reached a level never before attained, and as it 
was almost free from serious epidemics or other sensational 
interferences with health, medical officers. would have 
commented less on the causes of diseases than of those of 
health. It is true that the records are preserved in the. 
health offices and when the war is over we may expect 
comprehensive reports with appropriate commentaries, 
but post-dated comments cannot fail to be coloured by 
after-events. Weshall have to take 1938 as the standard 


_ health year for comparison with the war period. That 


year was indeed the healthiest up to its date, but it lacked 
the s nsaiional low records of 1939, the explanations 
of which, if we could find them, would be of great help 
in developing a health policy. In theory, all death and 
disease due to causes extraneeus to the body itself are 
preventable, but in practice prevention falls far short of 
its theoretical possibility, so the year in which we got 
nearest to it deserves the most searching scrutiny. 


`. 
~ 
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Brief as they are, some of the reports for 1939 reveal 
matters which give us much food for speculation. 


EASTB OURNE 


The report for Eastbourne is presented by Dr. John 
Felton, who succeeded Dr. Willoughby when he retired 
in May, 1939, after serving Eastbourne for over a genera- 
tion. The population unit of Eastbourne and its social 
and positional amenities naturally give it an exceptionally 
good health record, so far as the matters which mainly 
concern medical officers of health are concerned ; we have 
to inquire whether it is as good as it should be, or could 
_be made, in the circumstances. The population is 
56,400 and in 1939 the birth-rate was 11-18, compared 
with the England and Wales rate of 15, and the crude 
death-rate 12-76, which falls on correction to 10, com- 
pared with 12-1 for the whole country. 

On the surface, therefore, both the birth-rate and the 
death-rate appear to be exceptionally low. There is no 
official way of correcting the birth-rate, but the true 
-fertility-rate, which is the important matter, can be cast 
on the number of females aged 15-45 when this is known. 
Where this is not available it is impossible to say what 
relation exists between the recorded birth-rate and the 
fertility-rate. For the death-rate the Registrar General 
supplies each district with a comparability factor by 
which the crude death-rate is multiplied, so as to make it 
what it would have been if the age and sex distribution 
were similar to that of the whole country. The correction 
is only for age and sex and takes no account of the many 
social factors which influence mortality. Comparison of 
corrected death-rates brings out these factors, but does 
not tell us what they are. For instance, the low corrected 
| death-rate of Eastbourne tells us that the mortality of 
the unit is low, but does not help us to decide whether 
this is due to the health of the place or to an exceptionally 
favourable population. Since Eastbourne is a favourite 
place of retirement for the well-to-do, its population is 
certainly well placed for longevity, for those who retire 
to end their days in Eastbourne will in general have done 
well in their active days and continued good health is an 
important factor in prosperity. Of the 759 persons who 
died in Eastbourne in 1939 only 26 were between the 
ages of 1 and 25 years; a similar number were under 1 
year ; 205 were aged 25-65, and 502 over 65 years of age. 
The number of births was 543, not much more than two- 
thirds of the number of deaths. This tells us the unit 
would rapidly become extinct if it were not kept up by 
immigration of people above the reproductive age. 

The infantile mortality was 39, which is not excep- 
tionally low for 1939. Infectious diseases were low, and 
apart from tuberculosis caused but 2 deaths, both from 
whooping-cough, which disease became epidemic in the 
last quarter. Of the 56 cases of diphtheria, none of 
which was fatal, 40 occurred in the last quarter. East- 
bourne was a reception area in the early days of the war, 
so the comparatively high prevalence of diphtheria and 
whooping-cough may be connected with the influx of 
evacuees. Owing to the low child density of Eastbourne 
in normal times this influx may have upset epidemic 
balance more-than it did in most reception areas. 


TODMORDEN 


Dr. P. Henderson’s report for the borough of 
Todmorden is of usual length and illustrated with four 
coloured graphs. This is unexpected, for in the present 
clash of mighty powers such a small borough might have 
been dismissed with a few paragraphs. But the story 
Dr. Henderson has to tell is of national importance in 
showing the trend of our population. Todmorden is in 
the West Riding of Yorkshire near the border and belongs 
to a group of small towns and urban districts to which the 
cotton industry, in the days when it was flourishing, 
flowed from Lancashire. It was incorporated in 1896 
when its population was 25,000 and it increased in 
population and prosperity up to the start of the last war, 
when its population reached 26,100. During the war its 
numbers shrank to 20,900, rose in the post-war boom to 
24,200 in 1921 and since then have dwindled almost 
continuously to their present level which Dr. Henderson 
estimates to be 20,000, though the Registrar-General’s 
estimate is 20,750. This works out at less than 2 persons 
peracre. In December, 1938, the number of unemployed 
was 1520 which by the end of 1939 had been reduced to 
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Its birth-rate, which in 1896 was 24-5, fell to the 
extremely low level of 9-73 in 1939. In 1888 when the 
population was 23,255 there were 664 births and 461 
deaths. In 1939, when the population was 20,750, only 
202 persons were born and 325 died. The death-rate 
in that year was 15 7 crude, 14-91 corrected. Obviously 
there has been emigration of young adults. 

If the vital statistics of Todmorden are compared with 


those of Eastbourne, the difference in the health of a. 


population which is ageing from emigration of the young 


from one which is ageing from immigration of the old is 


presented in a striking manner. Roughly the old people 
remain in Todmorden because they are too poop or feeble 
to move; they go to Eastbourne because they are able 
to go there. Both towns will have low birth-rates 
because the populations are overweighted by - people 
beyond reproductive age, and both, for the same reason, 
will have high crude death-rates ; but in Todmorden the 
corrected death-rate is high (14:91), in Eastbourne it is 
low (10). There were no maternal deaths in Todmorden 
in 1939 and the infantile mortality scored the remarkably 
low level of 10, though the stillbirth-rate at 51-6 per 1000 
total births was high. The tuberculosis mortalities were 
0-24 per 1000 population for both respiratory and non- 
respiratory divisions, giving a total tuberculosis mortality 
of 0:48, which is very low and. gives further evidence of 


emigration of young persons, for Todmorden would not 


naturally have a low tuberculosis rate. In 1939 there 
were only 5 notifications of respiratory tuberculosis, all 
males over thirty-five years of age, but 14 notifications of 
other forms. On the register at the end of 1939 there 
were 42 respiratory and 114 non-respiratory cases. It is 
noteworthy that: all 5 deaths from ee 
buperemics!>. in 1939 were due to meningitis... 


Infectious Disease in England and- Wales 
DURING THE WEEK ENDED NOV. 30, 1940- ` 


Notifications.—The following cases of infectious dis- 
ease were notified during the week : smallpox, 0; scarlet 
fever, 1634; whooping-cough, 2369; diphtheria, 1435 ; 
enteric fever, 33; measles (excluding rubella), 14,486 ; 
pneumonia (primary or influenzal), 675; puerperal 
pyrexia, 112; cerebrospinal fever, 151; poliomyelitis, 

2; polio-encephalitis, 1; encephalitis lethargica, 4 ; 


‘dysentery, 109; ophthalmia neonatorum, 74. No case 
of cholera, plague or typhus fever was notified during 


the week. 


Deaths. —In 126 great towns there was no death from 
smallpox, enteric fever, or scarlet fever, 11 (0) from 
whooping-cough, 14 (0) from measles, 39 (3) from 
diphtheria, 32 (5) from diarrhoea and enteritis under 2 
years, and 26 (5) from influenza. The figures in paren- 
theses are those for London itself. 7 

Greater London reported 1 death from enteric fever. Birming- 
ham had 6 deaths from whooping-cough. There were 7 fatal cases 


of diphtheria at Liverpool-and 4 at Birkenhead. Liverpool also 
reported 4 fatal cases of measles. . 


The number of stillbirths notified during fhe‘ week was 


178 (corresponding to a rate of 40. per thousand total 
births), including 8 in. in. London. p ae cee 


INDIAN MepioaL SERvICE.—In view of the expansion of 
the Indian Army the Government of India wish to‘récruit a 
considerable number of doctors in the United Kingdom -for 
service as emergency commissioned officers in the Indian 
Medical Service for the duration of the war. The conditions 
of service of these officers have recently’ been revised ‘and the 
Government of India are now prepared to accept doctors ‘up 


-to 45 years of age for war service if they are considered 


suitable and physically fit for service in tropical countries. 
Emergency commissioned officers of the Indian Medical 
Service will be eligible for acting and temporary promotion 
above the rank of lieutenant appropriate to the duties which 
they are called upon to, discharge in the same way as officers 
of the R.A.M.C. Officers appointed to specialist posts will 
thus be eligible for acting rank appropriate to their duties. 
Pay will be at the samo rates as for officers. of the Indian 
Medical Servico in peace-time, and passages -to India at 
Government expense will be provided for officers, but not for 
their families. Candidates will be required to attend at the 
India Office for interview and medical examination before 
being finally accepted for appointment. Further information 
may be had from the medical adviser, India Office, S.W.1. 
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Parliament 


WHOLEMEAL AND FORTIFIED BREAD 


AFTER announcing in the House of Lerds on Dec. 19th 
a new subsidy to bakers equal to jd. per quartern loaf, 
designed to keep the price of bread down to 8d. a quartern, 
Lord Woo.rton, Minister of Food, made a statement on 
his department’s policy in regard to wholemeal flour. 
He had decided to adopt an 85% extraction as a basis for 
` wholemeal flour, which would be supplied at the same 
price as “national straight-run ° white flour. This 
would contain the necessary quantities of vitamin B., 
which scientific authority considered to be essential if 
the best value was to be obtained out of bread. He had 
been impressed by the unanimity of scientific opinion 
on the nutritive value of wholemeal bread and also by 
the obvious desire of people who were not scientists to 
compel everybody to eat wholemeal bread. The virtues 
of wholemeal bread were by no means a discovery of the 
war; they had been widely known for some time, and 
certain trade interests had spent vast sums in advertising 
the nutritive value of wholemeal bread to the public, 
who had had ample opportunity of testing it and express- 
ing their opinion. The returns obtained by the Ministry 
of Food from all flour millers in the country showed that 
the average delivery of all kinds of high-extraction flour 
—i.e., ‘‘ wholemeal,” including proprietary flours—did 
not exceed 5% of the total delivery of all flour. Reckon- 
ing that about 60% of the total flour output was used for 
bread making, it followed that the total quantity of 
bread made from high-extraction flour was only a little 
over 8% of the bread consumed in the country. The 
scientific subcommittee appointed to advise the Govern- 
ment on its food policy carefully sifted the facts. Brown 
bread did not keep as well as white bread, and was less 
attractive as a food when it was stale. Further—and 
this was very important in war-time, when they must 
maintain reserve stocks of flour—high-extraction flour 
did not keep as well as straight-run white flour, and it 
‘would have to be turned over in store twice as often as 
white flour if it was not to go out of condition. In these 
circumstances, he was loth to insist on the public having 
no -choice but to eat wholemeal bread. He considered 
that the proper attitude for the Ministry of Food was to 
secure that such bread was available in adequate supply 
to the public at the same price as white bread, and at the 
same time to draw the attention of the public to the 
advantages which the scientific committee assured him 
that those who ate this bread were likely to obtain; at 
the same time recognising that there were classes of 
_ people in the country to whom, for physiological reasons, 
such bread was not suitable. He was afraid that this 
decision would disappoint those people who were anxious 
that he should adopt a more dictatorial attitude, but he 
was sure that the advocates of wholemeal bread would 
not abate their efforts to persuade the public to adopt 
this form of diet; and those doctors who had so insist- 
ently urged the importance of compulsion would doubt- 
less be able to convince their professional colleagues of 
the wisdom of pressing its merits on their patients. 
ing to the question of fortifying white bread, 
Lord Woolton said that for four years before the war the 
fiour-milling industry had spent a great deal of money 
on research as to the best means of remedying the recog- 
nised deficiency of white flour in vitamin B,. Guided 
by their scientific advisers, they had made arrangements 
to secure the production of vitamin B, synthetically, and 
had found a means of introducing it into white flour with- 
out affecting the appearance of the flour, or its baking 
or keeping qualities. The Government had considered 
a report of its own scientific subcommittee on this matter 
and had decided to ask him to secure that white flour 
should be fortified with synthetic vitamin B,, and con- 
currently to ensure that sufficient supplies of wholemeal 
bread were available to the public. To convert scientific 
discovery that had been put into practice on a laboratory 
scale into an enterprise sufficiently large to meet com- 
mercial demands was a long process, and supplies of 
synthetic vitamin B, would not be available in quantity 
until May 1941. The scientific advisory committee had 
also drawn the attention of the Government to the 
importance of adding certain calcium salts to flour that 
was deficient in this element. a 


The M.R.C.’s View 


Lord BALFOUR OF BURLEIGH, chairman of the Medical 
Research Council, said that the council had given this 
question of bread close attention since the early days of 
the war, and had decided to recommend that bread 
should be made of an extraction of the wheat grain of 
not less than 80-85% in order that the bread should 
contain the germ of the wheat grain, as much as possible 
of the aleurone layer, and the finer portions of the bran. 
A further recommendation was made which Lord Bal- 
four quoted in full because, he said, he had some diffi- 
culty in following its meaning. 

“ A small quantity of calcium salt should be added to this 
flour in order to overcome a defect of bread, especially of 
bread made from a higher extraction flour, of preventing the 
utilisation of calcium by the body.” 


The addition of calcium, he explained, would increase 
what was known as the calcium retention. The addition 
of calcium to brown bread allowed better bone and tooth 
formation, a quality in which the British people were 
deficient. Calcium deficiency had long been a defect of 
nutrition among our people. This was evident in the 
widespread defective formation of teeth and the need 


that was generally recognised of giving codliver oil and 


other sources of vitamin D to children in order to increase 
calcium retention in the body. This was vitally import- 
ant to the poorer sections of the community, because it 
was among them that the deficiency of calcium had 
especially to be overcome, ‘owing to the difficulty they 
experienced in obtaining the protective :foods—umilk, 
cheese, and vegetables. The Medical Research Council, 
while thinking that everybody ought to eat wholemeal 
bread, recognise the practical difficulties and no one 
desired to see a dictatorial attitude adopted. He was 
delighted to hear that Lord Woolton would continue his 
advocacy of that bread. The addition of vitamin B, 
to the 70% extraction flour was also a very desirable 
step which the Medical Research Council would cordially 
approve, though they did not think that even with the 
addition of calcium and vitamin B; the 70% extraction 
flour would be good as the 85%. In fact, the “ off- 
white ’’ colour of the resultant loaf might produce an 
even higher degree of popular prejudice against it than 
against a really brown loaf. oi 

. Lord WOOLTON assured Lord Balfour that his efforts 
would be unabated in advising the public of the results 
of this scientific research. It was quite clear that the 
more high-extraction flour was used the less would be 
the demand on our shipping space for wheat, and it might 
become a part of national policy to press hard for the 
consumption of this form of bread purely from that 
point of view. | 


Obituary 


FRANK GREGOIRE PROUDFOOT 
M.A. ST. AND. AND OXFD, M.D. EDIN. 


THE death of Dr. F. G. Proudfoot on Dec. 20 at the 
age of 81 deprives Oxford of a rich personality, a man of 
attainments with innumerable friends. Born at St. 
Andrews, the son of Peter Proudfoot, a former president 
of the Educational Institute of Scotland, Frank Grégoire 
Proudfoot had French as well as Scottish blood in his 
ancestry. He was educated at the universities of St. 
Andrews, Edinburgh and Oxford and soon after graduat- 
ing M.B. at Edinburgh in 1894 came to the Radcliffe 
Infirmary, where he was to spend the greater part of his 
professional career and become the first honorary obstetric 
physician. Before the last war he was already acting as 
medical officer to the Queen’s Own Oxfordshire Hussars 
and for the first part of the war he continued to serve in 
this capacity and was wounded in 1915 in the second 
battle of Ypres. Later he commanded an ambulance 
train in France and was afterwards put in charge of the 
military hospital at Brighton. Immediately after the 
war he held the posts of officer commanding the 3rd 
Southern General Hospital, and A.D.M.S. of the 48th 
division, T.A., with the rank of colonel. He was 
appointed an honorary surgeon to the King in 1929. 

For many years Proudfoot dealt single-handed with a 


practice built up by himself, yet his life was full of other 


interests. He approached his masonic activities with a 
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zeal which never flagged. He played a great deal of 
golf and was a member of the Royal and Ancient where 
his handicap in his golfing heyday was scratch. Of his 
zest for his hobbies a friend writes : he brought his St. 
Andrews swing with him to Oxford and it was a pleasure 
to watch him play golf; his full wooden shots through 
the green were delivered with a controlled abandon which 
& gradual increase in his figure did little to impair. , He 
was a charming partner and a generous opponent. ' He 
was also a keen and skilful bridge player, though with 
his cheery temperament there was perhaps a little of a 
St. Andrews swing in his calling too. He thoroughly 
enjoyed, as a man should, a good dinner and was a 
judge of port; he told a story well and was a delightful 
host and an appreciative guest. Genial and kindly, he 
had the happy faculty of showing and obviously feeling 
ra pleasure in even a chance encounter with those he 

ew. 

Dr. Proudfoot married Alice Babington who survives 
him with one son. 


ANDREW, TRIMBLE 
M.B., R.U.L, D.P.H., J.P. 


Dr. Andrew Trimble died in Belfast on Dec. 15 at the 
age of 73. He was.the son of Mr. W. J. Trimble of 
Dungannon and graduated, M.B. at the old Royal 
University of Ireland i in 1895 after a successful career in 
Queen’s College, Belfast. In 1910 he obtained his 

-P.H. He was a member of the Belfast corporation 
from 1908 until 1912 while in general practice in the city, 
and was associated with the late.Dr. Henry O’Neill in 
many public-health reforms. In 1913 he became the 
first municipal tuberculosis officer in Belfast, where his 
talent for organisation found ample scope and he was 
rewarded. by a decreasing death-rate. He retired in 
1939. He often contributed to the discussions of the 
British Medical Association and of the Ulster Medical 
Society and he was for several years chairman of the 
Belfast centre of the Royal College of Nursing. 

Andrew Trimble was a real enthusiast in the fight 
against tuberculosis, and visited Canada, the United 
States and the Scandinavian countries to widen his 
knowledge and study new methods. He was Sir William 
Whitla’s successor as president of the Y.M.C.A. in 
Belfast, and attained high rank in the masonic order. 
He was a fluent speaker and was keenly interested not 
only in sociological problems but in English literature. 
A friend has said of him that ‘“ his mind was a portrait 
gallery of the writers and poets whose thoughts inspired 
him with the loveliness that imbued his own life.” He 
married vik ee daughter of Mr. William Gowans, who 
survives 


CAMILLE BARRERE 


ALL those concerned with the international aspects of 
public health will learn with regret of the death in Paris 
on Oct. 7 of Camille Barrére, ambassador of France, 

member of the Institute, and delegate for France of the 
permanent committee of the International Office of 
Public Health. It was at his inspiration and with his 
active support while ambassador at Rome that the 
convention founding the International Public Health 
Office was drawn up in 1907. He had been led early 
in his diplomatic career to take an interest in inter- 
national hygi2ne and had pr2sid-d at four international 
conferences concerned with the Danube, Egypt and the 
Suez Canal. He early realised the importance of pro- 
tecting commercial interests and preventing the spread 
of epidemics by a rational and uniform system of 
quarantine control throughout the world. Though he 
never intervened in technical discussions, his advice and 
support were invaluable in questions concerning the 
organisation and diplomatic status of the International 
Office. In spite of advanced age and failing health his 
interest in its work did not abate nor his charm and 
courtesy to even the most junior delegate. To have 
known him was to realise why, of all French titles, that 
of Ambassadeur de France commanded the highest 
respect. One can only wish that he had been spared 
from seeing the end 
Third Republic. 


In a recent Army casualty list Lieutenant R. E. Horton, 
M.B. Lond., R.A.M.C., is included among the wounded. 


as he saw the beginning—of the 
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University of Cambridge 
At recent examinations the following were successful : 


FINAL M.B. EXAMINATION 

Pari Il: physic, pathology and Pharmacology. —W. W. Brigden, 
. R. Burkitt, O. Clarke, R. E. Comerford, J. G. Craddock, 
. E. H. Enderby, M. A. Fawkes, L . S. Hesketh, A. Holmes- Smith, 
J. Howell, D. M. Jackson, F. S. Jackson, D. W. M. James, 

J. C. Kendall, D. Laing, L. A. Little, I. B. Mackay, W. B. D. 
Maile, A. Maples, P. F. Milling, R. Morton. A. G. E. Pearse, F. T. G. 
Prunty, L. Read, M. Redfern Davies, T W. Rowntree, W. M. Scott, 
R. M. Stevenson, C. S. N. Swan D. E. Thompson, R. C. Tufton, 
D. N. White, F. A. Whitlock, J. O. D. Williams and F. J. Y. Wood. 


University of Bristol 
At recent examinations the following were successful : 


FINAL EXAMINATION FOR DEGREES OF M.B., OH.B. 

N. F. W. Bructon, Gwendolen M. Higgins, Megan E. Jones, J. M. 
Joshua, J. K. Lewis, T. E. Lloyd, Henry Mullen, P. W. J. Searle, 
R. D. R. Shanks. 

In group I (completing examination).—G. H. Harvey, J. W. J. 
Newton, D. A. Squire. 

In group II (completing examination).—Winifred M. ureenven: 
Robinson, Clara J. Fraser, Rutb M. Hunter. 


rua 
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Surgeon Rear-Admiral C. V. Griffiths has been appointed 
an honorary physician to the King in succession to Surgeon 
Rear-Admiral Thomas Creaser, who has retired. 


The Physical Society has awarded the seventeenth Duddell 
medal to Prof. E. O. Lawrence, Nobel laureate, for his inven- 
tion and development of the cyclotron. 


Dr. Robert D. Defries has been appointed director of the 
School of Hygiene and the Connaught Laboratories of the 
University of Toronto. Since 1925 he has been associated 
in the work of these institutes with the late Dr. J. G. Fitz- 
Gerald whom he now succeeds. 


The postponed meeting of the section of therapeutics of 
the Royal Society of Medicine will be held on Tuesday, Jan. 
14, at 2.30 p.m. Dr. H. J. Parish and Dr. I. H. Maclean will 
open a discussion on: active immunisation—some present-day 
problems. At 2.15 p.m. on Thursday, Jan. 16, at the section 
of dermatology Prof. P. A. Buxton will read a paper on recent 
work on the louse. Dr. Henry MacCormac and Dr. A. M. H. 
Gray will afterwards speak on the prevention and treatment 
of parasitic diseases. 


Births, Marriages and Deaths 


` BIRTHS 


FLANNERY.—On Dec. 17, at Douglas, I.o.M., the wife of Surgeon — 
Licut.-Commander A. E. Flanner y, R.N. a daughter. 

BNOS. —On Dec. 21, at Broadmoor, Crowthorne, Berks, the wife 
of Dr. John Stuart Knox—a son and daughter. 

PEPPER.—On Dec. 23, at Gartocharn, Dumbartonshire, the wife 
of Surgeon Lieutenant Richard Pepper, R.N.V.R.—a daughter. 

TAYLOR.—On Dec. 30, to Dr. Charity Taylor, wife of Dr. Stephen 
Taylor—a son. 

WALTON.—On Dec. 25, at Tidworth, Hampshire, the wife of Major 
H. Œ. M. Walton, R.A A.M.C.—a son. 

WINCKWORTH.—On Dec. 24, at Taunton, the wife of Mr. Richard 
Winckworth, I’.R.C.S.—a son. 


MARRIAGES 


BABINGTON—HOWDEN.—On Dec. 24, at Reading, Gtlbert Cleary 
o ue on; M.D., Major R.A.M.C., to Margaret Russell 
Jowden 

BaRRY—CRAIG.—On Dee. 28, in London, Claude Barry, M.D., ‘to 
Monica Craig, M.B. 

CuRTIN—BARKER.—On Dec. 28, at Walton-on-Thames, Augustine 
Peter Curtin, M.R.C.S., Surgeon Lieutenant R.N.V.R., Flect 
Air Arin, to Margaret Raymond Barker. 

SAMPSON—-HARRIN.—On Dee. 20, at Ruislip, Charles Anthony 
Sampson, M.R.C.S., Surgeon Licutenant R. N.V. R., to Margaret 


Ann Harris. 
DEATHS 


Cowrr.—On Dec. 24, at Glenrinnes, Dufttown, Alexander Mitchell 
Cowie, M.B. Aberd., D.L. for the county of Banffshire. 

HAtu.—On Dee. 27, at Sheflield, John Stratford Hall, M.B., B.Hy. 
Durh., aged 70 

Lintrorr.—In December, Gordon Alan Macdona Lintott, M.D. 
Lond., M.R.C.P., Major R.A.M.C, 

RoBerrson.—On Dee. 26, at Palace Road, S.W.2, James Robertson, 


M.B. Lond. 
Scotr "Z On Dos: 23, at Hove, Wiliam Whitlaw Scott, L.R.C.P.I., 


aged 80. 

SHEPA a —On Dec. 24, at Cookham Dean, Robert Henry Shepard, 
M.R.C.S., aged 74 

SPona. e December, William Arthur Spong, M.B. Dubl., L.M., 
Lieut.-Colonel R.A.M.C., of Sutton Benger, Wilts, aged 57. ° 


~ 
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NEW YEAR HONOURS 


THE honours list issued on Jan. 1 contains the following 
names of members of the medical profession :— 


BARONET 
Huan Lett, C.B.E., M.B. 
President of the Royal College of Surgeons of England. 


. K.C.M.G. 
GODFREY MARTIN Huaoins, F.R.C.S. 
Prime Minister of S. Rhodesia since 1933. 
_ the jubilee celebrations of the colony. 


K.C.I.E. 
Major-General ErNEsT WILLIAM CHARLES BRADFIELD, C.I.E., 
O.B.E., M.S. Lond., I.M.S. 
Medical adviser to the Secretary of State for India, and lately 
director-general, Indian Medical Service. 


KNIGHTS BACHELOR 
Colonel CONSTANTINE TRENT CHAMPION DE CRESPIGNY, D.S.O., 
V.D., M.D. Melb., F.R.C.P. 
For public services in Australia. 
Brevet Colonel Ram Natu CuHopra, C.I.E., M.D. Camb., F.R.C.P., 
I.M.S. (retd). 
Professor of pharmacology and director, School of Tropical 
Medicine, Calcutta. > 
JOHN Harry Hess, C.B., C.B.E., M.B. Oxfd. 
sac de Ra Emergency Medical Services, Ministry of 
ealth. 


On the occasion of 


C.B. (Military Division) 
Major-General Roserr WALTER Dickson LESLIE, 
L.R.C.P.I., late R.A.M.C. 
Hon. physician to the King. 
Major-General Joun WALTER LENNOX Scorr, D.S.O., M.R.CS., 
late R.A.M.C. 
Hon. physician to the King. : 
Temporary Surgeon Rear-Admiral CECIL PEMBREY GREY WAKELEY, 
; D.Sc. Lond., F.R.C.S., F.A.C.S., F.R.A.C.S. 
Consulting surgeon to the Royal Navy and senior surgeon to 
King’s College Hospital. 


C.S.I. 
Major-General Hucum Crıve Bucktey, F.R.C.S.E., K.H.P., I.M.S. 
Lately surgeon-general with the Government of Bombay. 


C.M.G. 
JOSEPH WELSH Park HARKNESS, O.B.E., M.B. Glasg., D.P.H. 
Colonial Medical Service, D.M.S. Gold Coast. 
ROBERT THOMSON LErer, M.D. Glasg., F.R.C.P., F.R.S. 
Professor of helminthology in the University of London and a 
director of the department of parasitology, London School 
of Hygiene and Tropical Medicine. 
Erntc DENHOLM PriprE, D.S.O., O.B.E., M.B. Lond. 
Director of the Sudan Medical Service. 
ARCHIBALD GUELPH HoLpswortTH Smart, M.B.E., M.D. Edin., 
D.P.H. 
Asst. medical adviser to the Secretary of State for the Colonies. 
BERNARD TrRaucott Zwar, M.D., M.S. Melb., F.R.A.C.S. 
President, Royal Melbourne Hospital, Victoria. For public 
services, 
C.I.E. 


Lieut.-Colonel Davm CLYDE, M.D. Glasg., D.P.H., I.M.S. 
_ Civil surgeon, Lucknow, United Provinces. 

Lieut.-Colonel WALTER Huen CRICHTON, M.B. Edin., I.M.S. 
Chief health officer, Delhi. 

Dioute oy 2s Henry Hawes E;tiot, M.B.E., M.C., M.B. Durh., 

I.M.S. 

Surgeon to the Viceroy. , 

Lieut.-Colonel HENRY Epwarp SxHort, M.B. Aberd., I.M.S. 
Director, King Institute, Guindy, Madras, 


C.V.O. 
EpmMuUND CLAUD MALDEN, M.B. Camb. 
Surgeon apothecary to H.M. Household at Windsor. 


C.B.E. (Military) 
Surgeon Captain RoBERT Francis Preston Cory, M.R.C.S., R.N. 
Colonel Francis RossaLrL SanpForD, M.C., M.B. Camb., late 
R.A.M.C. 


O.B.E., 


J 


C.B.E. (Civil) 
Lady Ruru Barrovrgr, M.B. Lond. 
Chairman, Women’s Voluntary Services for Civil Defence in’ 
Scotland. 
THOMAS HERBERT GODDARD, M.B. Sydney. 
- For devoted service to public and philanthropic movements in 
Tasmania. 
ARTHUR Hourron McSaHine, O.B.E., M.D. 
For public services in Trinidad. 
Mrs. Rut Younae, M.B.E., M.B. St. And. 
Women’s Medical Service, lately principal, Lady Hardinge 
Medical College, Delhi. 
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M.V.O. (Fourth Class) 
GEORGE Proctor MIDDLETON, M.B. Aberd. 
Surgeon apothecary to H.M. Household at Balmoral. 


O.B.E. (Military) 


Major REGINALD ANSON MANSELL, M.B.E., M.B. Camb., R.A.M.C. 


Surgeon Commander ALFRED WILLIAM Nortu, L.M.S.8.A., R.N. 
Surgeon Commander ARNOLD ASHWORTH POMFRET, M.B. Manc., 


D.O.M.S., R.N. 
O.B.E. (Civil) 
Mrs. KATIE ARDILL-BRICE, M.B. Sydney. 
- For philanthropic and welfare work in New South Wales. 
Colonel JAMES HAMILTON CAMPBELL, D.S.O., M.B., R.V.I., R.A.M.C. 
(retd). 
Air-raid precautions controller, Kent. 
ROBERT WILLIAM Craic, M.D. Edin. l 
Secretary, British Medical Association, Scottish branch. For 
services in connexion with civil defence. 
Flying-Officer CLYDE CORNWALL FENTON, M.B. Melb., R.A.A.F. 
Lately medical officer, Northern Territory Medical Service, 
Commonwealth of Australia. 
Lieut.-Colonel SroneEY NorarLL Hayes, F.R.C.S., F.R.C.0O.G., I.M.S. 
Professor of midwifery, King Edward Medical College, Lahore, 
and medical superintendent, Lady Willingdon Hospital, 
Lahore. 
GEORGE KINNEARD, M.D. Manitoba. 
Colonial Medical Service, senior medical officer, Falkland 
Islands. 
Lieut.-Colonel Goran Das MarnourrRa, M.B. Punjab, F.R.F.P.S., 
I.M.S. 
Civil surgeon, Moradabad, United Provinces. 
SULTAN BaKHSH MALIK, M.R.C.S. 
For public services in the Tanganyika Territory. 
SHAMRAO RAMRAO MOOLGAVKAR, F.R.C.S. 
Professor of surgery, Grant Medical College, and honorary 
surgeon, J. J. Hospital, Bombay. 
ARTHUR AUBREY PALMER, M.B. Edin., F.R.C.S. 
For public services in New South Wales. 
JOSEPH FRANCIS ENGLEDUE PRIDEAUX, M.R.C.S. 
Director of medical services, Ministry of Pensions. 
JOHN WIGHTMAN STIRLING, M.B. Edin., J.P. : 
Principal medical officer, Bechuanaland Protectorate. 
Major Moore Tay tor, M.D. Aberd., I.M.S. 
Superintendent, European Mental Hospital, Kanke, Ranchi, 


Bihar. 
l ) M.B.E. (Civil) 
FRED BARRETTO, L.M.S. Bombay, D.P.H. 
Assistant director of public health in charge of the Public 
Health Laboratory, Poona, Bombay. 
Miss MARIE MARGUERITE COTE. 
Retired medical practitioner, Thandaung, Toungoo District, 
Burma. 
Mrs. Dossinpart JEHANGIR RaTANSHAW DapasuHoy, M.D. Lond. 
Hon. consulting surgeon, Cama and Albless Hospitals, Bombay. 
Hon. Captain Rai Bahadur Nacenpra Natu Durr, M.D. Lond. 
Medical practitioner, Calcutta, Bengal. 
CHARLES NORMAN GRIFFIN, M.D. | l 
Colonial Medical Service, district medical officer, St. Kitts, 
Leeward Islands. 
Assistant Surgeon WILLIAM St. ALBAN HENDRICKS, L.M.S. 
Civil surgeon, Gangtok, Sikkim. 
Miss UrsuLta MARIE LOBO. 
Women’s Medical Service, junior branch, Shegaon, Buldana 
District, Central Provinces and Berar. 
ANTONIO JOSE NoRONBA, M.D. 
Lecturer in bacteriology and pathology, B. J. Medical School, 
Poona, Bombay. 
WILFRID REGINALD TAYLOR, M.R.C.S., D.P.H. 
Assistant medical officer for Grimsby. For services in con- 
nexion with civil defence. 
RAGHUNATH SABAJIRAO TiropKaR, M.D. Lond. 
Profossor of medicine, Grant Medical College, and hon. phy- 
sician, J. J. Hospital, Bombay. 


M.C. 
Flight-Lieutenant Kevin Cormack Doxovan, M.B. Sydney, 
R.A.F.V.R. 
A.F.C. i 


Wing-Commander Huan Wo.tre Corner, M.D. Aberd., R.A.F. 


KAISAR-I-HIND GOLD MEDAL 
ROBERT GREENHILL COCHRANE, M.D. Glasg. 
Medical superintendent, Lady Willingdon Leper Settlement, 
Chingleput, Madras. 
Miss REBA CUTHBERT HUNSBERGER, M.D. 
Lady doctor-in-charge, Memorial Hospital for Women and 
_ Children, Sialkot City, Punjab. 
Lieut.-Colonel JoseErpH LockrHart DowNeES YULE, M.B. Aberd., 
I.M.S. 
Lately officer commanding, Indian Military Hospital, Delhi 
Cantonments. 


BAR TO KAISAR-I-HIND GOLD MEDAL 
Mrs. OLIVE MONAHAN. 
Chief medical officer (retd), Kalyani Hospital, Madras. 
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Notes, Comments and Abstracts 


ACCENT ON SAFETY 


THE common casualties of industry are due to accidents 
while handling goods, to falls, falling material, sepsis, 
failure to use protective equipment, and misuse of hand 
tools. The Ministry of Labour is setting out to put 
workers on guard ‘against these dangers. In the fore- 
word to a new pamphlet,' Mr. Ernest Bevin remarks that 
accidents in factories are a bonus to the enemy. He 
estimates that if we can prevent even 1% of the accidents 
now occurring loss of production will be avoided ; but 
no-one regards the injured person solely as a producer, 
and the fact that avoidable accidents still occur is to our 
discredit. The success of the scheme, Mr. Bevin con- 
siders, rests with the management of the firms. The 
Ministry of Labour is providing a service to all industries 
and firms must plan to make the best use of it. Each 
factory will receive free of cost a copy of the pamphlet, 
four posters a month, a copy of the Industrial Safely 
Bulletin, which has appeared monthly for the past eight 
years, and sample copies of four short pamphlets suitable 
for distribution to workers. The posters are designed to 
. keep the idea of safety in the forefront of the worker’s 
mind and to make him wary. The management of each 
factory is urged to focus the responsibility for safety 
measures in one man and to set up a works safety 
committee which will keep in close touch with him. A 
lecture training course is to be arranged for these safety- 
organisers, who will be whole or part time, depending on 
the size of the factory. The safety committee is the 
essential link between the management and the workers, 
and even in a small works a committee of three can be 
formed, consisting of manager, foreman and a worker. : 

The Ministry is working with the help of the National 
Safety First Association which can supply forms suitable 
for recording accidents. Records are important because 
accidents tend to repeat themselves, and not only those 
which happen but those which nearly happen should be 
investigated. As a defence against sepsis firms are 
advised to provide adequate first-aid posts and to 
arrange for redressings. A pamphlet called ‘‘ Blood 
Poisoning,” among those recommended for distribu- 
tion, has been written by a doctor on the principle 
that men obey rules better when they understand the 
reasons for them. Posters and leaflets will have less 
effect on workers than the direct influence of works 
safety committee members, trade-union representatives, 
departmental managers and foremen; and this can be 
reinforced by shop meetings, films and special exhibitions. 


COLOURED PROPAGANDA 


_A suitable film on the first-aid treatment of industrial 
injuries was completed just before the war by Messrs. 
T. J. Smith and Nephew. The film is in colour and shows 
first a minor accident—cut fingers—occurring in a small 
factory without an ambulance room, and treated in the 
manner prescribed by the Home Office; a more serious 
accident occurring in the same factory—a case of electric 
shock—is also given first-aid treatment. The second 
section of the film shows a case of fractured femur occur- 
ring in a colliery provided with an ambulance room 
above and below ground but no whole-time medical 
officer. Fully organised factory first-aid is shown in 
two sections ; minor and major injuries occur and are 
treated in an ambulance room where ample equipment and 
the service of a medical and whole-time nursing staff 
are available. A series of cases treated in a normal day 
include old injuries coming in for daily dressings. There 
is a final less topical section dealing with first-aid in a 
South African gold mine; minor wounds and injuries 
are treated at the dressing station of the compound, and 
more serious casualties in hospital; annual first-aid 
competitions are shown and African first-aiders are seen 
in action. The factory sections were produced under 
the direction of Dr. Donald Stewart, the mines section 
under Dr. S. W. Fisher, medical officer to the Ministry 
of Mines, and the synopsis and captions have been 
approved by Dr. J. C. Bridge of the Home Oflice. The 
makers are arranging a limited number of projections 


1. Works Safety in War-Time. Produced by the National Safety 
First Association, Terminal House, 52 Grosvenor Gardons, 
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of the film during the coming months to be given free of 
charge to the medical and first-aid staffs of large 
industrial works. Applications should be sent with a 
choice of dates‘'to the medical department Messrs. T. J. 
Smith and Nephew Ltd., Neptune Street, Hull. 


MEDICAL DIRECTORY.—The labour involved in revising 
the Medical Directory, always imposing, must this year 
have been positively awesome, what with the scattering 
of the profession and delays in the post. Fortunately 
for the publishers the whereabouts of most of us these 
days are so ephemeral as hardly to be worth mentioning 
in an annual directory. For this reason the 1941 
edition, now ready (J. and A. Churchill, 42s.), is not the 
historical document it might have been. Surgeon 
Commander X, R.N.V.R., Major Y, R.A.M.C. (T) and 
Squadron Leader Z, R.A.F.V.R. appear as simple Mr. X, 
Dr. Y and Dr. Z, with only a hint of their present more 
romantic tasks buri:d among their peace-time appoint- 
ments in the text. The Services section has even fallen 
from 3307 in 1940 to 3241; London remains much the 
same at 9543 compared with 9628; and the Provinces 
have only risen from 26,729 to 27,624. In Scotland, for 
some reason, the number of doctors continues to rise 
ue and from being 5883 in 1938 the total is now 
6613. 


WuHo’s WHo for 1941 (Adam* and Charles Black, 65s.) 
has had to face the same difficulties and has also had to 
keep pace with the effects of war in throwing new 
personalities into prominence. The publishers’ claim 
that ‘‘ to rely on an out-of-date edition is dangerous ”’ 
is more than ever justified. 


BRITISH Drua Houses, Ltd., tell us that they have 
now introduced the apparatus for transfusions and 
infusions described in THE LANCET of Nov. 9, 1940 (p. 
591) under the name of Vena-flask. 


The King has given permission to Dr. Robert Brown to 
wear the insignia of the third class of the Order of the Nile 
which has been conferred on him by the King of Egypt in 
recognition of his services as professor of anesthesia in 
the faculty of medicine at Cairo. z 


CORRIGENDUM.—In his report on the health of 
Iceland for 1938 Dr. Vilmundur Jónsson stated that in 
1882 some 1700 people died on the island from measles. 
This did not represent nearly a quarter of the population 
(as stated in THE LANCET of Nov. 30, p.-704) but was a 
death-rate of 24 per 1000. . 

Mrs. Sheldon of 88, Queen’s Court, Bayswater, asks us 
to deny that a Dr. Thornton has lived at that address 
within the last two years. We regret any inconvenience 
she may have suffered. 
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Appointments 

HENNESSY, J. A., M.B. Edin.: temp. asst. M.O. at Salop Mental 


: Hospital, Shrewsbury. 
Lawson, BARNEY, M.R.C.S., D.A. : 
Dudley. 

MetaciumM, G. L., M.B. Mance.: examining surgeon under the 
Factories Act, 1937, for Matlock, Derby. ` 
Riee, D. R.. M.B. Sheff.: deputy medical superintendent at 

Warwick Hospital. - 
SOMERVILLE, PETER, M.B. Glasg. : 
Sanatorium. . i 
THISTLETHWAITE, ELEANOR C., M.B. St. And.: temp. asst. M.O. 


R.S.O. at the Guest Hospital, 


asst. M.O. at Oakwood. Hall 


for St. Pancras. ‘ 
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ZETIOLOGY OF POLYNEURITIS? 
By F. M. R. Warsme, D.Sc., M.D.Lond., F.R.C.P. 


PHYSICIAN TO THE NATIONAL HOSPITAL QUEEN SQUARE 


_ IN polyneuritis neurology makes contact with living 
medicine at one of its most active points of growth, and 
exemplifies the need for close and maintained collabora- 
tion in the study of human disease between laboratory 
and clinical workers. 

Few titles in medicine are in greater need of definition 
than polyneuritis. It is the custom to give in textbooks 
a long list of substances that give rise to this malady, 
including toxins and chemical substances in great 
numbers. In a recent review on vitamin B, deficiency 
and polyneuritis (Aring and Spies, 1939) I find 12 virus 
diseases, 21 bacterial infections, and 24 chemical sub- 
stances all listed as causes. Of this total of 57 agencies I 
doubt if more than 10 can really be incriminated. It is 
clear, therefore, that these authors have a different 
conception of polyneuritis from that my own experience 
and reading have led me to form. By polyneuritis— 
or, to give it its full and original title, multiple sym- 
metrical peripheral neuritis—I mean a bilaterally 
symmetrical affection of the peripheral nerve trunks to 
the limbs involving both motor and sensory fibres. In 
some instances cranial nerves, particularly the seventh, 
may be involved. The occasional presence of symptoms 
of mental disorder indicate that the central nervous 
system is not immune, but these symptoms are the only 
sign of such central involvement. Accompanying this 
reaction of the nervous system there is always some 
myocardial involvement. 

It is to this nervous and myocardial reaction that the 
mame polyneuritis should be restricted. <A clinical 
picture SO striking and so familiar, with a pathological 
basis so constant, is entitled to a category by itself. To 
this we -cannot reasonably admit many of the intoxica- 
tions commonly grouped with it. Lead poisoning, for 
example, affects the central nervous system, both the 
brain and the motor cells of the cord; it also affects 
certain motor nerves and muscles. Its clinical picture 
and its morbid histology are not those of polyneuritis. 
Carbon disulphide poisoning is a comparable intoxica- 
tion having the widest action upon the nervous system, 
but not producing the picture of multiple symmetrical 
peripheral neuritis, and its lesions are not those of this 
malady. Even when such infections and intoxications 
are excluded adiversity of agentsare left capable of giving 
rise to polyneuritis as now d-fin d. 

The uniformity of signs, symptoms and behaviour seen 
throughout the range of xtiological varieties is striking— 
a uniformity that reflects the nature of the pathological 
lesions characteristic of the malady. This does not mean 
that there are ‘no variations between case and case, or 
between one zxtiological variety and another, but that 
there are no quali ative differences. In all there are signs 
of impaired function of peripheral nerves and heart 
muscle, and the differences are best exemplified by taking 
three main clinical varieties and giving , etiological 
samples of each: an acute or fulminating variety, 
“ acute febrile polyneuritis”’ or ‘‘ acute infective 
polyneuritis ” ; a subacute variety of which diph- 
theritic paralysis is an example; and a chronic variety 
of which the alcoholic is the familiar type. 

In the acute infective variety, the onset is acute, the 
paralysis may be profound and may invade trunk muscles 
as well as those supplied by the facial nerves ; sensory 
involvement is minimal. The course is rapid, ending 
fatally within a few days or leading to a relatively quick 
resolution and recovery. In the subacute variety the 
trunk muscles and the facial muscles often escape, the 
paralysis is less severe, but sensory loss is greater; 
recovery is a matter of weeks or months. In the chronic 
variety, evolution is very slow, more wasting and a 
greater likelihood of contractures are seen, while recovery 
is tedious and may well run over a year. Yet when all 
these differences’have been duly emphasised, there is in all 
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the same atrophic flaccid paralysis of lower motor 
neurone types with loss of tendon jerks, sensory loss of 
the peripheral type and the possibility of recovery. In 
all types there may be some mental disorder—a muttering 
delirium in fulminating cases, and Korsakow’s psychosis 
in the less acute varieties. The pathological variations 
are of the same quantitative order. In the most acute 
cases, death or recovery ensue before irreversible 
structural changes have had time to take place and — 
microscopically discoverable lesions are minimal; but 
in the chronic cases we see the characteristic Wallerian 
changes in the long peripheral nerve trunks. If any 
changes are present in the cerebrospinal fluid they are 
confined to an increase of protein. 

There remains the invariable myocardial involvement 
so characteristic of this polyneuritis. It may be mild 
and expressed as a simple tachycardia, or extreme ending 
in sudden right-sided ventricular dilatation and fatal 
heart-failure. Indeed, in beri-beri the.most acute cases 
present the picture of cardiac illness, and sometimes end 
fatally within a few days before any unequivocal symp- 
toms of nervous disorder arise. 


BERI-BERI 


Polyneuritis, then, represents a uniform reaction of 
nervous system and heart muscle to diverse and—at first 
sight—unrelated pathogenic agencies. These agencies 
range from a simple element such as arsenic to the com- 
plex exotoxins of diphtheria, and to such unrelated 
metabolic disturbances as diabetes and beri-beri. The 
contrast between the diversity of the agents and the . 
uniformity of the response leads us to ask whether each 
of these agents acts directly upon nervous system and 
heart muscle, or whether they act indirectly in virtue 
of some common disorder of metabolism produced 
by them all. Can some single toxic metabolite be 
formed in the body which acts in each etiological 
variety of polyneuritis as a direct nervous and 
myocardial poison ? 

The study of beri-beri has so far thrown most light 
upon this question. The lines along which research must 
travel were indicated at least twenty-five years ago. 
and that we are not yet in sight of the end is due to our 
failure to appreciate the importance of clinical and 
experimental observations made by the pioneers in the 
early years of the century. 

Clinically and pathologically beri-beri is a typical 
polyneuritis, differing in no essential from other varieties. 
The nervous signs and symptoms are those of a multiple 
symmetrical peripheral nervous lesion, the cardiac 
manifestations are also those of polyneuritis and are 
constantly present, sometimes, as I have pointed out, 
dominating the clinical picture and determining the fate 
of the patient. Severe oedema may accompany some 
cases but does not alter the clear clinical and pathological 
picture. In the Malay States and Dutch East Indies 
beri-beri was found to occur in natives who subsisted on a 
diet consisting predominantly or wholly of polished rice— 
that is, a diet of carbohydrate. Fraser and Stanton 
(1911), by feeding fowls on polished rice, found that the 
birds developed in the course of three or four weeks a 
form of paralysis which they called avian polyneuritis or 
avian beri-beri. Fowls given nothing but water lived 
longer than the rice-fed birds and died without develop- 
ing polyneuritis ; they concluded therefore that ‘ poly- 
neuritis in fowls is not due to deprivation of food, but to 
deprivation of some particular element in polished rice.’ 
In other words, they found that two factors were opera- 
tive: the presence of carbohydrate in the diet and the 
absence of something else. The more carbohydrate the 
birds were given, the more rapidly they developed 
polyneuritis. In the light of present knowledge it is 
clear that deprivation of vitamin B, alone was not a 
sufficient cause of beri-beri in fowls; nor is it, for that 
matter, in man since patients dying of anorexia nervosa 
do not develop polyneur itis. To speak of this vitamin as 
‘“ antineuritic ’’ is wholly erroneous except in relation 
to cases—human or avian—receiving a high carbohydrate 
diet. In other words, the significance of vitamin B, 
was in relation to carbohydrates, rather than to the 
nervous system. 


B 


tion of vitamin ? 
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VITAMIN B, AND CARBOHYDRATES 


Unfortunately, this adjective ‘‘ antineuritic ’’ soon 
gave rise to the notion that beri-beri was a simple matter 
of a degenerating nervous system deprived of some 
essential component of its structure. The fact that the 
human and the avian nervous system could be deprived 
of its vitamin B, with impunity when no carbohydrates 
were given was lost sight of. To the neurologist this 
simple deprivation hypothesis has always been unaccept- 

able, for it ignored the cardiac symptoms and the 
‘essential identity, clinically and pathologically, of beri- 
beri with other stiological vari ties of polyneuritis, and 


was in plain conflict with the facts ascertained by Fraser . 


and Stanton and others. Recently it has been found 
by Peters that vitamin B, acts as a catalyst in the 
carbohydrate metabolism of the nerve-cell and the heart 
muscle, and we have at last come back to a more realistic 
conception of the problem. In the absence of vitamin 
B, cellular carbohydrate metabolism—so important to 
the nerve-cell—breaks down at the stage of pyruvic acid 
formation ; this substance accumulates in the cell where 
its presence can be detected. A relationship of the 
vitamin to carbohydrate has now been established on 
chemical as well as physiological and clinical grounds, 
and the two lines of attack upon the problem have happily 
approached again. 

Does such a breakdown in the carbohydrate meta- 
bolism of nerve and cardiac cells occur in all xtiological 
varieties of polyneuritis ? If so, does it depend upon 
vitamin B, deficiency in the cell? Does such a deficiency 
arise from inadequate ingestion or from impaired absorp- 
Is pyruvic acid possibly the toxic 
metabolite which I have postulated as the common direct 
poison in polyneuritis ? No conclusive answer to these 
questions is yet possible. Peters says it would be an 
error to suppose that pyruvic acid is toxic, but the truth 
is that we cannot answer this question one way or the 
other. 

There is another obvious gap in our knowledge, for like 
other varieties of polyneuritis, beri-beri owes its clinical 
nervous features to impaired function of peripheral nerve 
fibres. The occurrence of disturbed function in nerve- 
cells provides no explanation of the clinical picture, nor 
does it account for the severe degeneration of nerve- 
fibres found in long-standing cases. The cell lesions 
described in the brain of subjects dying with alcoholic 
polyneuritis are inadequate to account for peripheral 
nerve-fibre degeneration of the degree and in the situa- 
tions in which it is found. 

There is a'so a danger that we may be tempted to 
accept a misleading simplification of the problem, and it 
may be useful to indicate some of the difficulties in the way 
of the hypothesis of vitamin deficiency even when this is 
presented in a form theoretically applicable to all varieties 
of polyneuritis. 

~ CASE-HISTORIES 


A married couple in the late thirties were admitted to 
hospital under my care with a severe and typical polyneuritis. 
The man was a commercial traveller. Both he and his wife 
were total abstainers; both were well-nourished and had 
always had excellent health. Their dietary habits were 
sound, but since the man spent 5 days every week away from 
home, he and his wife only shared the same food at week-ends. 
Neither had had any immediately preceding illness, yet 
simultaneously both developed all the signs and symptoms of 
polyneuritis. Neither was febrile, or showed any constitu- 
tional upset; both retained their appetites. I examined 
them 8-10 days after the onset, and found that the optic 
discs and cranial nerves were normal. There was slight but 
appreciable weakness of the upper limbs, more severe distally, 
increased tenderness of the small hand and forearm muscles ; 
arm-jerks abolished. Some impairment of all forms of 
cutaneous sensibility, least evident for pain and temporature, 
and some impairment of postural sense in the distal seg- 
ments of the limbs. The legs were much weaker than the 
arms and there was double foot-drop. Neither patient could 
rise from the squatting position, though both could just walk 
when helped into the erect position. The calf and plantar 
muscles were tender and flaccid, the knee- and ankle-jerks were 
abolished, and there was sensory impairment to all forms up to 
the level of the knees. The pulse-rate at rest in both, 90 or 
over. ‘lhe urine was normal, The cerebrospinal fluid was 
normal, save for a slight increase in total protein. No other 


abnormal findings. Of the two the husband was the weaker. 
Both patients, as commonly happens, got progressively worse 
for about three weeks, becoming unable to stand. In the 
following three or four weeks the signs were stationary, and 
after that there was gradual recovery which took nine months 
to complete. 


In these two cases no known mode of infection or 
exogenous intoxication could be discovered, neither could 
a dietary deficiency be presumed. There was no reason 
to postulate a defective vitamin intake, nor any grounds 
for assuming a defective absorption of such vitamin 
content as their different diets provided. Both were 
given intensive oral and parenteral doses of Thiamin 
(vitamin B,), 2000 units daily for three months, as well as 
baker’s yeast; yet their recovery proceeded at the rate 
that clinical experience has shown to be usual for this 
class of case. Unfortunately estimation of the blood 
level of vitamin B, was not undertaken, but it is not 
possible to see how avitaminosis can be invoked in these 
cases, which represent a not uncommon clinical experience. 


THE ACUTE FORM 


In acute febrile, or acute infective, polyneuritis, after 
a few days of constitutional disturbance with fever but . 
no pathognomonic features, there is a rapid development 
of peripheral neuritis with profound weakness of abdom- 
inal and thoracic muscles. Bilateral facial weakness is 
usual and may amount to almost complete facial diplegia. - 
The muscles are tender, the tendon-jerks abolished, but 
sensory loss is commonly slight though conforming in 
character and topography to that seen in other varieties. 
There are usually severe tachycardia and a low blood- 
pressure and the patient is profoundly ill. Death may 
ensue from respiratory muscle paralysis, or from sudden 
fatal syncope. Syncope is likely to occur if the patient 
is not ki pt supine and completely at rest. Delirium 
may develop. In cases which survive, the paralysis 
tends to diminish after the first week or two, and the 
recovery proceeds somewhat more rapidly than in the 
less acute varieties. Intensive vitamin B, therapy—at 
least in my own limited experience—influences these 
cases not at all. Like the subacute variety this illness 
may appear out of the blue in previously healthy and 
robust subjects, whose dietary habits and general con- 
ditions of life offer no points of criticism. Here again it is 
at present impossible to link these cases with defective 
vitamin ingestion or absorption. 


DIPHTHERITIC AND ALCOHOLIC AND JAKE PARALYSIS 


A comparable difficulty is seen in the case of diph- 
theritic paralysis, which has three components, the initial 
local palsy, the accommodation palsy (both developing 
simultaneously about the second week of the illness) and 
the polyneuritis, the appearance of which is generally 
delayed for three or more weeks. The initial local palsy 
(palatal palsy in the ordinary case of faucial diphtheria) 
is determined by the site of the local diphtheritic lesion. 
In the outbreak of wound and cutaneous diphtheria that 
I reported from Palestine during the last war, this 
anatomical relationship between diphtheritic lesion and 
initial local palsy was quite clear; it may be taken to 
indicate a direct passage of toxins from diphtheritic 
lesion along neural channels to the central nervous 
system. The accommodation paresis, on the other hand, 
may appear no matter what the site of the local lesion. 
Both local and accommodation paralysis indicate a 
direct action of the toxins of diphtheria upon nerve-cells, 
and pathological evidence supports this. Is the com- 
monly ensuring polyneuritis to be explained in the same 
way ? We know that the toxins can impair the functions 
of nerve-cells; can they also directly give rise to the 
peripheral neuritis? Or is the delay in the appearance 
of this to be attributed to the operation of a different 
and perhaps an indirect process ? 

In alcoholic polyneuritis we approach closer to the 
hypothesis of a common factor. The whisky drinker 
who develops alcoholic neuritis generally does so very 
gradually, and has been aware of numbness in feet and 
toes, nocturnal cramps in his legs and some weakness and 
dyspnoea on exertion months before he seeks medical 
advise for increasing weakness. His alcoholic diet has 
no vitamin B, content ; he generally hag some degree of 
chronic gastritis and his damaged gastric mucosa may fail 
to absorb such vitamin as he manages to ingest unawares 
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with the nuts, chipped potatoes and hot-dogs he toys with 
at cocktail bars. Finally, it has been found that in this 
type of polyneuritis the vitamin B, level in the blood is 
below normal. Here it is reasonable to suppose that we 
are dealing with a process virtually the same as that 
obtaining in beri-beri: he is taking a diet high in calories 
but deficient in vitamin B,, and this deficiency is probably 
made mor: severe by defective absorption from the gut. 
The rare polyneuritis of gastric ulcer and carcinoma and 
of hyperemesis may be similarly produced. 

“ Jake” or “ ginger” paralysis seen in the United 
States was an outbreak of severe polyneuritis due to the 
substitution of tri-orthocresyl phosphate for extract 
of ginger in a popular vari ty of soft drink. Was this a 
direct poisoning of nervous tissue, or was the train of 
processes already discussed set in motion here also ? 


DISCUSSION 


It is always difficult to draw etiological conclusions 
from therapy, for medical observations upon the results 
of treatment are apt to be unreliable. Yet experience 
has always shown that when some remedy of specific 
value has been found, this value is rapidly and clearly 
established ; it is when the value of a remedy is uncer- 
tain and its action variable that conflict of opinion arises. 
Can we come to any conclusion as to the validity of the 
vitamin-deficiency hypothesis from the results of the 
vitamin B, treatment of polyneuritis ? The few cases of 
acute febrile polyneuritis that have come my way have 
not been in the least degree influenced by intensive 
parenteral and oral administration of synthetic vitamin 
B, (thiamin hydrochloride) even with the addition of 
4 oz. daily of fresh baker’s yeast. I have given as much 
as 2000 units of B, daily for four weeks in chronic cases, 
but have yet to see any etiological variety of polyneuritis 
recover more rapidly than one has been accustomed to 
see them do in pre-vitamin days. 

I do not suggest that this indicates finally that vitamin 
deficiency and a resulting disorder of carbohydrate 
metabolism in the nerve-cell are not in question, but I do 
suggest that the administration of vitamin as a remedy 
: does not lend any confirmation to the hypothesis. This 
is sO even in acute cases where actual structural change 
in nerve-fibres cannot have occurred—cases in which we 
might reasonably expect to see some unequivocal response. 
In my experience no other view is yet justified, and I am 
not ready to mount what an American physician has 
called the “ vitamin band waggon.” : 

The foundation of treatment remains what it always 
was: complete rest in bed until the process has ceased 
_ to progress actively. Both nervous system and cardiac 
muscle demand this and there is no substitute for it; 
until the pulse-rate has fallen to normal it cannot be safe 
to mobilise any case of polyneuritis. 


HAMATEMESIS FROM PEPTIC ULCER 


THE CASE FOR OPERATION 


By H. C. WARDLEWORTH NUTTALL, F.R.C.S. 
SURGEON TO THE LIVERPOOL ROYAL INFIRMARY 


EARLY operation for hæmatemesis due to peptic 
ulceration has been advocated for the last twenty years, 
more particularly by Finsterer, Friedemann and Haberer 
on the Continent and by Pannett and Gordon-Taylor in 
this country. In spite of what appears to be overwhelm- 
ing evidence jn its favour, it is far from being generally 
accepted, most textbooks advising medical treatment or 
operation only after the bleeding has ceased. 

One of the chief difficultics is the comparative rarity 
of the really severe hemorrhages. Any individual 
practitioner may see only one or two in several years, but 
that should be no excuse for complacence in a fatal case ; 
most of them can be saved by a timely operation. This 
paper is an attempt to restate the case for the surgeon 
and a plea, in the light of my own experience, for a bolder 
attitude on the part of the average surgeon with some 
experience of gastric surgery. 

During the past eleven years I have operated on 
eighteen patients suffering from profuse hzematemesis. 
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They may be classified according to their etiology as: 
chronic gastric ulcer, 9; chronic duodenal ulcer, 5; 
gastrostaxis, 2; carcinoma of the stomach, 1; splenic 
anemia, 1. I make no excuse for the last one; it was a 
mistake in diagnosis ; the spleen was only slightly en- 
larged and I did not feelit. Excluding that case and the 
2 with gastrostaxis, they were all cases of severe hæmate- 
mesis from eroded vessels. All made good recoveries 
except two: the case of carcinoma of the stomach and 

one of the cases of duodenal ulcer. i 


CHRONIC GASTRIC ULCER 


The following four cases were treated by partial 
gastrectomy. 


CASE 1.—Woman, aged 55, with a typical ulcer history for 
years. Hmatemesis at times for past four months, severe 
on the day before admission. At operation on Feb. 5, 1929, 
an hour-glass stomach was found with a large active ulcer, 
the size of a five-shilling piece, adherent to the pancreas and 
the aorta near the celiac axis. The ulcer, which had eroded 
a branch of the pancreatic artery, could not be freed from the 
pancreas and aorta until the duodenum had been divided and 
the distal sac of the hour-glass resected. Part of the proximal 
sac was then removed and a Polya anastomosis performed with 
the remainder. The patient was rather collapsed but rallied 
after artificial respiration and blood transfusion. In view of 
the situation of the ulcer the after-history was significant. 
On the evening of the day after operation, Feb. 6, she com- 
plained of severe pain behind the right knee and down the 
leg. Next day the right leg and foot were cold and the foot 
bluish. The posterior tibial pulse was absent. By the 20th 
definite dry gangrene was present in the second toe and there 
was also a superficial patch beneath the fourth and fifth meta- 
tarsals ; later the second and fifth toes had to be amputated. 
Apart from this she made a good recovery and was discharged 
on March 16. Though the actual hemorrhage in this case 
was from a branch of the pancreatic artery it is evident that 
it was only a matter of time before the aorta itgelf would have 
been eroded. 


Case 2.—Woman, aged 50. Operation on Nov. 11, 1930, 
for recurrent hematemesis. A large ulcer was present, high 
up on the lesser curvature, adherent to the pancreas, with 
considerable induration around it and erosion of a branch of 
the coronary artery. A partial gastrectomy was performed 
with Polya anastomosis. Recovery uneventful; discharged 
on Dec. 2. 


CasE 3.—Man, aged 50. Had been in a medical ward until 
radiography had shown a large penetrating ulcer at the middle 
of the lesser curvature. Owing to a severe hematemesis he 
was transferred to a surgical ward for operation on Sept 11, 
1931. A chronic gastric ulcer was found high on the lesser 
curvature adherent to the pancreas; a fairly large artery had 
been eroded in the base of the ulcer—possibly a branch of the 
pancreatic artery. The stomach was freed from the pancreas 
and a partial gastrectomy performed with Polya anastomosis. 
Good recovery ; discharged on Dec. 4. 


Case 4.—Man, aged 38. History of indigestion since school 
days ; attacks of hematemesis latterly, severe during last two 
days. At operation on May 1, 1935, thin filmy adhesions 
were found between stomach, gall-bladder and spleen. These 
were separated without difficulty and a large ulcer was found 
about the middle of the lesser curvature, partially adherent 
to the pancreas but easily freed; a branch of the coronary 
artery was open in the base of the ulcer. Partial gastrectomy - 
with Polya anastomosis. Good recovery; discharged on May 17. 


In the following five cases the ulcers were excised. 


Case 5.—Woman, aged 46. Operation on Aug. 20, 1929. 
General enteroptosis. Small indurated ulcer, high up on 
lesser curvature, excised without clamps; small branch of 
coronary artery open in base of ulcer. Blood-transfusion 
one pint. Good recovery ; discharged on Sept. 1. 


Case 6.—Man, aged 51. Severe hematemesis and melæna 
for two days before admission, accompanied by sweating and 
collapse. At operation on July 12, 1930, a small ulcer with a 
base only about } in. in diameter was found just above the 
middle of the lesser curvature, not adherent ; excised without 
clamps; two small vessels eroded in base. Excellent re- 
covery ; discharged on Aug. 2. 


_CASE 7,—Man, aged 22. History of indigestion for about 
eleven months; epigastric pain radiating to back between 
shoulders, coming on about an hour after food and relieved by 
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food; appetite lost during attacks which lastéd a week or 
more. Vomited blood on Aug. 19, 20 and 2l in increasing 
quantities. On the last occasion there were clots of blood in 
bright red watery fluid. Dark red blood with clots was 
noticed in the stools on Aug. 19 and 21. On admission on 
Aug. 21, 1939, his abdomen was rather scaphoid, but moved 
normally with respiration; liver and spleen not palpable. 
Pulse-rate 80; red cells 2,590,000; Hb. 55%; blood films 
showed no abnormality. Blood-group 4. At night he began 
- vomiting blood again in large quantities; he became semi- 
delirious, and complained of great pain in the back ; he was so 
restless that he was restrained with difficulty. Transfusion 
was impossible owing to his violent movements and to the 
complete collapse of the veins. He was taken to the theatre, 
open ether was administered and as soon as he was’ quiet I cut 
down on the left saphenous vein and began blood-transfusion. 
While this was running I made a midline epigastric incision, 
and found an indurated area due to an ulcer on the anterior 
wall of the stomach near the pylorus. When I drew it up into 
the wound I saw a large abnormal artery running from the 
trunk of the pyloric artery across the base of the ulcer and 
down into the fatty tissue below the pylorus (fig. 1). The 
artery was clamped above and below the ulcer and the latter 
excised with the vessel attached (fig. 2), the wound in the 
stomach being sutured transversely step by step as the ulcer 
was excised. Altogether the patient was given 2 pints of 
stored blood and 1 pint of saline. The artery formed an 
omega-shaped loop across the base of the ulcer and the orifice 
of the erosion measured r in. He was fairly well next day 
and made a.good recovery. 


Case 8.—Man, aged 36. Operation on Dec. 13, 1939; 
chronic ulcer on anterior wall of stomach found near pylorus ; 
this was excised and pyloroplasty performed without clamps. 
Base of 
ulcer 
covered 
with recent 
blood clots; 
branch of 
pyloric 
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on Jan. 11, 


aged 44. 
Admitted 
on Aug. 7, 
1940, for 
haemate- 
mesis. 
- Blood- 
transfusion 
had to be 
stopped on 
account of 
rigors. At 
opera- 
tion next 


morning a 

1—Case 7. Large abnormal artery running ehronic 
across hase of ulcer on anterior wall of stomach ulcer was 
near pylorus. Life size. found high 


up on the lesser curvature; wedge excision performed without 
clamps. Branch of coronary artery open in base of ulcer. 
Some vomiting at first during convalescence but later made a 
good recovery and was discharged on Sept. 14. 


FG. 


CHRONIC DUODENAL ULCER 
Three cases were treated by excision. 


CasE 10.—Man, aged 22. Admitted on Jan. 22, 1932, for 
severe hematemesis. Stomach dilated. Chronic ulcer on 
anterior wall of duodenum, very difficult to get at; ulcer 
excised and fibrous mass (which later turned out to be of 
vegetable origin) removed from lumen of gut. Branch of 
gastro-duodenal artery eroded. Good recovery; discharged 
on Feb. 5. , 


Case 11.—Woman, aged 46. Admitted on May 3, 1933, for 
severe hematemesis and melwena which had recurred in spite 
of medical treatment. At operation on May 6 a large ulcer 
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was found on the anterior surface of the duodenum near the 

pylorus with an eroded artery in its base, possibly a branch of 

the gastro-duodenal artery. The ulcer was excised without 

ee and she made a good recovery, being discharged on 
ay 23. 


CasE 12.—Man, aged 23. Admitted on April 18, 1940, with 
perforated duodenal ulcer. Operation by Mr. W. M. Beattie, 
the same night. Ulcer found on anterior surface of the first 
part of duodenum and invaginated. Discharged on May 6. 
Readmitted on May 22 with history 
of severe melena during past twelve ; 
hours; he collapsed shortly after 
admission (8 P.M.) and was transfused 
with 3 pints of stored blood. By 
1 a.m., he was still further collapsed 
and was having profuse hæmate- 
mesis; melæna was still present. 
Another pint of stored blood given. 
At 10 A.M. next morning, when I saw 
him, hæmorrhage was obviously 
continuing. Immediate operation 
disclosed many adhesions around the 
pyloric end of the stomach; ulcer 
still active on lower and posterior 
wall of the second part of the 
duodenum and adherent to the pan- 
creas. The adhesions were separated 
and on opening the duodenum at the 
side of the ulcer a large artery—the 
gastro-duodenal—could be seen and 
actually heard bleeding. The artery 
was sutured and the ulcer excised 
with some difħculty step by step 
without clamps. Hereceived 3 pints 


Fic. 2—Ulcerand portion 
of eroded artery excised — 
incase 7. Base of ulcer 
shows orifice of erosion 
in abnormal artery. 
Life size. 

For the next two days he was rather ill, but after that began 

to improve rapidly and was discharged on June 12, 


In the next two cases treatment was modified to suit 
the special conditions present. 


CasE 13.—Man, aged 28. History of several mild attacks of 
hematemesis during past three years. Profuse hsematemesis 
on May 21, 1939. Immediate operation ; blood-transfusion, 
l pint. Chronic indurated ulcer found on posterior wall of the 
second part of the duodenum; anterior wall of duodenum 
opened and erosion of pancreatic-duodenal artery disclosed. 
Vessel controlled by under-running mattress suture. Duo- 
denum closed and posterior gastro-jejunostomy performed. 
The patient had a little bronchitis for a few days after the 
operation but otherwise made a good recovery and was dis- 
charged on June 10. The anastomosis was performed in this 
case to give the ulcer a chance of healing. 


Case 14.—Woman, aged 51. History of duodenal ulcer 
since 1931 confirmed by radiography. On Nov. 11, 1939, she 
had a profuse hematemesis repeated on Nov. 12 and 13, and 
again on Nov. 14 when she was admitted to nursing home ; 
she was seized by severe abdominal pain at 7.30 P.M. Per- 
foration diagnosed. When I saw her at 9.30 p.m. she was 
collapsed and still in great pain, abdomen guarded but not 
“ board like ”?” and only moderately tender (signs obscured by 
morphia and shock). Slight cyanosis of face misled me as to 
amount of previous hemorrhage. Operation 10.30 P.M. ; 
peritoneal cavity full of dark bile-stained fluid ; perforation 
4 in. in diameter on duodenal side of pylorus. I began 
excision of ulcer but found the pylorus so much thickened that 
I cut through the posterior wall as well. I completed the 
excision by resecting the pylorus altogether and rapidly per- 
forming an end-to-end anastomosis. The patient’s condition 
after operation was better than before, but she collapsed again 
about 1.30 a.m. on Nov. 15 and died. This patient should 
have been transfused. The operation took place some miles 
from town, and I did not realise till later that she had lost so 
much blood before the perforation. It would have taken 
at least two or three hours to get blood during the blackout 
at that time of night. The double complication is almost 
invariably fatal. A small artery was eroded in the base of 
the ulcer. z 

GASTROSTAXIS 


Case 15.—Man, aged, 48. Typical ulcer history with perio- 
dical attacks of pain after food and hunger pain. On Christ- 
mas day, 1935, he felt sick after dinner and vomited blood ; 
black motion passed soon afterwards. Next day he felt sick 
and as he was going upstairs to the lavatory he fainted and 
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fell on his chin sustaining a fracture of the condyle of the jaw. 
He was admitted the same day and kept in bed; given 
morphia and nothing by mouth. At 1.30 a.m. on Jan 3, 1936, 
sudden onset of nausea and collapse, with pallor and sweating. 
Laparotomy performed; blood in jejunum and colon. 
Stomach and duodenum apparently normal, no ulcer or in- 
duration found; stomach not opened. Blood-transfusion 
1 pint during course of operation. There was one further 
hwmatemesis on Jan, 5 but he had remained quite free from 
any more attacks up to July, 1936. 


Case 16.—Woman, aged 58. Admitted on Aug. 13, 1936, 
for hzematemesis; she was transfused and remained in for 
investigation. On Sept. 3 she vomited two bowlfuls of blood. 
At operation the same day I found the pylorus stenosed, but 
no ulcer anywhere in the stomach or duodenum. The pylorus 
was opened by a longitudinal incision, but careful search of the 
mucous surface of stomach and duodenum failed to reveal any 
ulcer or definite bleeding point. The wound in the pylorus 
was sutured transversely. Her general condition and colour 
improved greatly and she was discharged on Sept. 16. 


CARCINOMA OF THE STOMACH 


CasE 17.—Man, aged 70. Admitted in the early morning 
of Dec. 5, 1931, for profuse hematemesis. History of several 
attacks since Nov. 23; he ‘‘ woke up on the floor ” after one 
ofthem. Operation on admission. Hard saddle-shaped mass 
across body of stomach, size of palm of hand ; no metastases 
seen in liver or elsewhere; right and left ‘gastric arteries 
ligatured and a posterior gastro-jejunostomy performed with 
great difficulty without clamps. Blood-transfusion 1 pint. 
No further hematemesis but the patient gradually became 
weaker after the operation; bronchopneumonia developed 
and he died on Dec. 16. 


MORTALITY 


It is regarded almost as dogma that a first hæma- 
temesis from a peptic ulcer is never fatal, but in fact the 
statement is quite untrue and is based on a complete 
misunderstanding of the pathology of the condition. In 
nearly all the grave cases an eroded artery is present. 
In many cases the bleeding may not recur, but where 
there is an eroded artery it will certainly do so (‘‘ second- 
ary hemorrhage ”) within a few hours or possibly days, 
and if not checked will probably prove fatal. If the 
artery is large enough the first bleeding may actually 
cause death. To label recurrent hemorrhages within a 
few hours or days of the first as subsequent attacks of 
hzematemesis is absurd. They are all due to the same 
cause and must be included in the ‘‘ first heematemesis.”’ 
The mortality in these cases is undoubtedly very high 
indeed. Letheby Tidy (1936) says ‘‘ Probably the great- 
est danger to life is from a first hemorrhage . . . If the 
hzemorrhage is severe the possibility that an artery has 
been opened just as surely as if it had been cut across 
must be considered in all cases . . . There can be no 
doubt that the danger to life is from the bleeding which 
is taking place at the moment, not from the after result.” 

It has been customary for years to quote case-fatality 
rate of hematemesis from peptic ulceration as about 
2-5%—that is, as a percentage of all cases of whatever 
degree of severity and entirely regardless of the actual 
pathology. Attention was first drawn to this fallacy 
by Bulmer (1927, 1932 and 1933) and by other writers 
during the past ten years, particularly Chiesman (1932), 
Aitken (1934), Davies and Nevin (1934). Assembling 
the figures of these observers—four series of cases, total- 
ling 1411, with 219 deaths—we obtain a mortality of 
about 11% i in all cases coming to hospital ; of 25-45% in 
severe cases; and 52-74% when the hematemesis 
is repeated. 

In view of this it is illuminating to examine the paper 
by Meulengracht (1939) whose regime of free diet in 
bleeding ulcer attracted so much attention. In discuss- 
ing the effect of his treatment he says :— 


** But the decisive test of the merit of the treatment is the 
mortality. ... Of the 491 patients, ten died. One of these 
died six days after admission from perforation with diffuse 
peritonitis. Four arrived in a highly anemic condition and 
died shortly after admission without having begun any treat- 
ment, especially no “treatment with food.” The others 
died from recurrent arterial hemorrhage two, six, seven, eight 
and seventeen days respectively after admission. A post- 
mortem examination revealed chronic ulcers with erosion of 
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arteries in all the nine cases. It can well be claimed that the 
mortality-rate has been between 1 and 2%. A lower one can 
hardly be expected: there must always be a certain basio 
death-rate.”’ 


I fear this claim can scarcely be allowed; it is only 
another example of the fallacy of estimating the mortality 
as a percentage of the whole number of cases irrespective 
of their severity. This is sustained by a suggestion in a 
later paragraph: ‘‘ It is possible that on the whole my 
cases are of a somewhat milder character than the hos- 
pital cases in England.” Judging by other series of 
cases it is evident that of the 481 patients who survived 
there must have been a large number who would have 
been included in the less serious group. The fatal cases, 
excluding the perforation, were all examples of eroded 
arteries which account for most of the deaths in any 
series. What the figures clearly show is the complete 
failure of the treatment to prevent perforation in one 
case and death in nine others with eroded arteries. 


DIAGNOSIS 


The chief causes of hematemesis and their relative 
frequency are as follows: chronic peptic ulcer, acute 
peptic ulcer, mucosal erosion or hemorrhagic gastritis, 
90%; cirrhosis of liver and splenic anemia, 5%; car- 
cinoma of stomach (rarely), hseemorrhagic diseases and 
other causes, 5%. The practitioner may console himself 
with the reflection that there is no need for him to attempt 
an elaborate differential diagnosis. Nine times out 
of ten a really severe hemorrhage will be due to ulcer, 
and as a rule the odd cases will give some indications of 
other conditions if he looks for them. 

The essential thing is to make as accurate an estimation 
as possible by the clinical signs of the amount of blood 
lost, and to grade it roughly as mild, moderate or severe. 
The mild need not detain us, the moderate will require 
watching, but the severe should be regarded as a surgical ` 
em rgency. As we have seen, the really profuse hzemor- 
rhages commonly arise from an eroded artery. Anyone 
who temporises with these cases is taking a serious 
responsibility if efficient surgical help is available. 
Finsterer (1939) is right in saying that it is safer to 
explore these cases than to wait for further hemorrhage. 
It is the general practitioner who will be faced with the 
responsibility in the first instance and it will depend on ' 
him or her whether or not the patient gets a fighting 
chance for his life. 


TREATMENT 

A few general principles deserve mention. 

Transport.—In my experience these cases take no 
harm from travelling many miles, if necessary. This 
has also been the experience of Gordon-Taylor (1937, 
me though many of his patients were transfused en 
rou 

Blood-transfusion.—The essential thing is to replace 
the blood lost, or an appreciable portion of it, immediately 
before or during the operation. The indication for it is 
based on the clinical signs of pallor, restlessness, dyspnoea 
and rising pulse-rate ; and the amount to be given is 
gauged by their disappearance as transfusion proceeds. 
Blood-counts and hemoglobin estimations are unreliable 
in these cases; they waste valuable time and may be 
very misleading. I do not think it matters in an 
emergency whether the blood is fresh or stored, or given 
by “ flow ”? or “ drip ” methods, provided it is got into 
the patient with as little delay as possible in accordance 
with the surgeon’s own technique. 

Anesthetic.—There are obvious advantages in using a 
method generally available in an emergency. Pannett 
(1928) long ago advocated open ether; any surgeon who 
has not a specialist anesthetist on call or is not practised 
in local anesthesia can rely on it as being reasonably safe 
if given with care. 

Type of operation.—Many physicians have insisted 
that in view of the desperate condition of these patients 
only the minimum operative procedure should be 
attempted: in other words, the surgeon should be 
satisfied with the arrest of the hæmorrhage alone. There 
is everything to be said for doing as little as possible and 
no necessity for the average surgeon to concern himself 
with any procedure—such as gastrectomy—directed 
towards preventing further ulceration. The arrest of 
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the hemorrhage, however, may itself necessitate a 
resection. a 

The simplest and quickest methods are indicated, and 
the use of clamps or other special apparatus is best 
avoided when possible. For excision of an ulcer I find 
the method of gradual excision with simultaneous suture 
of the gastric or duodenal wound very satisfactory. The 
actual hole in the viscus is never large, there is a corre- 
sponding diminution of bleeding from the cut edge, and 
in the extravasation of contents, and the actual excision 


Fic. 3—Three stages in excision of a bleeding peptic ulcer. 


is under the complete control of the operator from start 
to finish. The suture is tied on one side before the lumen 
is opened (fig. 3), stay sutures held by an assistant keep- 
ing the parts steady and maintaining direction. After 
each snip of the scissors to right and left of the ulcer the 
resulting orifice is sewn up and the slack of the suture 
held taut with the left hand whilst the next cuts are made 
and so on till the excision and suture are completed. 
I have also employed this method in a large series of 
perforated gastric or duodenal ulcers with very satis- 
factory results. 
SUMMARY 


_ Published mortality figures show that a considerable 
number of people do die as the result of hzmorrhage 
from peptic ulcer, and that an eroded vessel is usually 
present. Many of these deaths might be saved by opera- 
tion. Ina series of eighteen cases of profuse hemat: me- 
sis operated on there were two deaths : one in a patient 
_with carcinoma of the stomach, and the other in a patient 
whose ulcer perforated shortly after the hamatemesis. 
Of the patients who recovered one had splenic ansemia 
and two were cases of gastrostaxis ; the remaining thir- 
teen were cases of ulcers with eroded vessels and would 
certainly have died if they had not been operated on. 
Blood-transfusion and operation is the right treatment 
for severe haeematemesis from a peptic ulcer. The methods 
used to arrest hemorrhage should be as simple as possible, 
and need not aim at preventing further ulceration. 
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TOXIC EFFECTS OF IROKO 


AN AFRICAN WOOD 
By J. M. Davipson, M.D. Edin., D.P.H. 


H.M. MEDICAL INSPECTOR OF FACTORIES 


SINGLE cases of allergic dermatitis due to idiosyncrasy 
to wood dust are not uncommon, and varying degrees 
of constitutional disturbance have been described. A 
considerable variety of woods, mostly dense hardwoods. 
of tropical or subtropical origin such as satin woods, 
teak and mahogany, are capable of acting as allergens 
in susceptible persons, but in the fairly extensive 
literature on poisonous woods there appears to be only 
one reference to iroko, which was the wood responsible 
for the following outbreak. ; ; 

In a large modern wood-working shop in which nearly 
a hundred men are employed well-seasoned iroko 
imported in the form of planks has been handled inter- 
mittently for some years without ill effect. Recently, 
however, a supply of this timber was purchased in the 
form of logs which necessitated sawing in this country, 
and it was this consignment which gave rise to the 
outbreak to be described. The dust from this timber 
was moister than that usually associated with more 
seasoned wood, and tended therefore to adhere more 
readily to the skin. Of more than fifty men who were 
engaged in manipulating this wood in the machine shop 
nearly all complained of irritation of exposed skin 
surfaces. Nine complained of more severe symptoms 
(some within an hour or two of first contact with iroko), 
necessitating in the case of three of them complete 
absence from work for some weeks and in the others 
cessation of contact with iroko. 

The symptoms in these nine cases were more or less 
alike, but varied in intensity and duration in different 
individuals. All complained of itching of exposed skin 
surfaces while some suffered also from intense irritation’ 
of covered parts, especially the neck, axille, antecubital 
fossæ, genitalia and backs of the knees. In some cases 
there was marked cedema of the face with ocular irrita- 
tion and blepharospasm. A few complained of symptoms 
of acute coryza, with headache and mild pharyngitis, 
while others complained of chest symptoms—a sense of 
constriction, retrosternal oppression, dry cough, and 
dyspnea simulating asthma. One man complained of 
acute depression attributed to the widespread nature of 
his symptoms and consequent loss of sleep. In all these 
cases the symptoms subsided only very slowly, taking 
four or five weeks to disappear, and reappearing In 
milder form in two men who were unwittingly exposed 
to further.contact. In most cases exposed skin surfaces 
showed a fine powdery desquamation after some weeks, 
while affected covered parts tended to show some residual 
thickening and cedema. The affected men were all 
experienced woodworkers with nothing of note in their 
previous histories except that two of them had had 
earlier attacks of dermatitis attributed to teak and had 
remained sensitive to that wood. ore 

Preventive measures suggested to limit the incidence 
of such cases in the future included careful attention to 
dust extraction, the supplying of light-weight respirators, 
wearing ofsuitable protective clothing, close-fitting at neck 
and wrists, and the provision of good washing facilities. 

Iroko is a vernacular name and also the British 
Standard trade name for the wood of Chlorophora excelsa 
Benth. and Hook. f., a tree of East and West Tropical 
Africa. It has been marketed as African teak or iroko 
teak, but this designation is incorrect and misleading 
since the timber is not botanically related to true teak 
(Tectona grandis). Other vernacular names which are 
used in commerce and may be met with in technical 
literature are mvule, odum and kambala. Iroko is one 
of the most widely used utility timbers in Africa and 
considerable quantities have been exported in recent 
years to Europe where it is used as a substitute for teak. 
The timber is resistant to decay and presumably con- 
tains some principle, probably an essential oil, which is 
toxic to micro-organisms. A French investigator 
(Marmasse 1931) has found the acetone solubility to be 
4:46%, and he describes the extractive as being of a 
resinous nature, soluble in alcohol, slightly soluble in 
ether and insoluble in water and benzene. 
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The sole reference to iroko in the literature on 
poisonous woods seems to be that by Wagner (1938), 
who mentions it as one of a number of woods which 
cause skin irritation, but in ‘‘ Occupation and Health,” 
published by the International Labour Office (pamphlet 
No. 22, ‘‘ Poisonous Woods ’’), there is mention of cases 
of dermatitis attributed to East African ‘‘ moule ’’ wood 
which may have been iroko. 

I am indebted to the director of the Forest Products 
Research Laboratory for the technica] particulars of iroko, 
and for confirming the botanical identity of the timber 

responsible for the illnesses. 
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OPHTHALMOPLEGIA 
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SURGEON TO ADDENBROOKE’S HOSPITAL, CAMBRIDGE 


THE syndrome of exophthalmic ophthalmoplegia was 
fully described by Russell Brain and Turnbull (1938), 
who differentiated it from exophthalmic goitre. The 
purpose of this paper is to describe a case with moderate 
thyrotoxicosis and ophthalmoplegia with diplopia, but 
only slight exophthalmos. 


CASE-RECORD 


A man, aged 52, manager of a college kitchen, was admitted 
to the private wards of Addenbrooke’s Hospital on Dec. 29, 
1939, complaining of double vision and loss of weight. He 
was wel] until February, 1939, when he noticed swelling of his 
eyelids, but no visual disturbance ; an error of refraction was 
corrected and the swelling was said to subside. From July 
onwards his friends noticed his eyes to be staring. In August 
he was called up in the naval reserve and found at the medical 
examination that he weighed only 12 st. 2 lb. instead of his 
usual 12 st. 7 lb. In September he first noticed double 
vision on looking 
upwards, which per- 
sisted thereafter. His 
appetite had become 
voracious although he 
was still losing 
weight, he had palpi- 
tations on exertion 
and his limbs felt 
weak if he walked 
uphill or ran. He 
was not nervous, 
but had become A 
unusually “fidgety ” 
about his work, 
although he denied 
being worried by the 
threat or actual out- 
break of war. He 
was married, with one child, and had no domestic or financial 
worries. 

On admission his weight was 10 st. 3 lb. He lay quietly in 
bed and was not obviously nervous. Speech normal, skin 
not noticeably warm or moist. No tremor of hands. Pulse- 
rate 75 per minute, regular. Apex-beat 4 in. from midline 
in Sth left space, quiet and localised, sounds normal. B.P. 
130/70. Heart radiologically normal. Chest and abdomen 
normal. Thyroid not visible and barely palpable, but felt 
smooth and symmetrical. Radiography of neck showed no 
tracheal compression or retrosternal prolongation of the 
thyroid. Pupils normal in shape, size and reactions. Eyelids 
slightly puffy, but did not pit on pressure. Exophthalmos 
appeared to be slight, but greater in right eye. No sclera 
visible below cornea in either eye. Considerable lid retraction 
in both eyes, more so in left, with exposure of sclera above 
cornea. Forehead barely wrinkled on looking up. Both lids 
lagged on looking down and left palpebral fissure was wider 
than right. Blinking normal in frequency. Upward movement 


Photograph taken in May, 1940. 


the cyes, deficient in the right. 
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A, shows exophthalmos in right eye, with much 
retraction of upper lids in both eyes; especially the left. 
is visible below the cornea in either eye, but that it is exposed above the 
cornea, because of the lid retraction. B, shows maximum upward movement of 
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of the eyes deficient and accompanied by pain in right eye, 
with diplopia above horizontal. Some paresis of both external 
recti, more marked in right eye, with diplopia on maximum 
Movement to both sides. No abnormal signs in central 
nervous system. 

Progress.—The patient received Lugol’s iodine, and seven 
days after admission one of us (V. P.) performed a subtotal 
thyroidectomy under Avertin with gas and oxygen. The 
thyroid weighed 20 g. and was smooth and symmetrical. 
Histological examination showed diffuse epithelial hyperplasia 
with poorly staining vacuolated colloid, and areas of lympho- 
cytic infiltration. The patient’s postoperative course was 
uneventful, and on his discharge twelve days after operation 
he felt much better and had gained 34 lb., to 10 st. 6$ Ib. 
The ophthalmoplegia and other eye signs were unaltered. In 
May, 1940, four months after operation, he weighed 12 st. 10 lb. 
The eye signs were unchanged. In August, 1940, eight 
months after operation, he weighed 13 st. He felt well and 
strong, but was worrying about the war. 

Exophthalmometer readings were then obtained as follows 
with Pochin’s (1939) modification of Hertel’s instrument : 
right eye 18 mm.; left eye 13 mm. Brain (1938) gave 12-5 
mm. as an average normal reading, but Pochin (1940) put 
the figure at 15 mm. with his particular instrument. Without 
a large series of normal readings, and with an instrument by 
which each observer must make his own observations of the 
normal, one can only say that the exophthalmos in the present 
case was slight ; furthermore, there was no exposure of sclera 
below the cornea, which Pochin (1938) described in exoph- 
thalmos (see figure). It is a pity that the exophthalmometer 
was not available for repeated observations on this patient, 
but clinical and photographic records showed no appreciable 
change during the period January—August, 1940. 


DISCUSSION 


McGregor (1940) has reported a case of exophthalmic 
ophthalmoplegia in which the ophthalmoplegia existed 
for some time before severe exophthalmos developed ; 
this came on during the month after thyroidectomy and 
thereafter remained unchanged for eight months. 
McGregor therefore questioned Brain’s view that the 
ophthalmoplegia was largely dependent on exophthalmos, 
and that the more rapidly the exophthalmos developed 
the more likely was the ophthalmoplegia to occur. The 
case described here adds further weight to McGregor’s 
doubts, for exophthalmos had never been more than 
slight and was not 
increased by thy- 
roidectomy, yet 
ophthalmoplegia 
and diplopia were 
early symptoms. 
The patient was 
warned that thy- 
roidectomy would 
a probably not im- 
7 prove his diplopia, 
. “= and such proved to 
B be the case. 
| In view of the 
distinctive factors, 
such as higher 
incidence among 
men of middle 
age, the small part 
played by thyrotoxicosis, and occurrence after thyroidec- 
tomy, it seems justifiable to maintain the differentiation 
between exophthalmic ophthalmoplegia and exophthal- 
mic goitre. One cannot, however, neglect the fact that 
exophthalmic ophthalmoplegia is always associated with 
past or present thyrotoxicosis, and it was a striking fact 
that McGregor’s patient had two sisters with Graves’s 
disease and two others with large symptomless goitres. 
The occurrence of Mobius’s sign (difficulty in convergence 
of the eyes) in true exophthalmic goitre suggests that there 
may be a closer link with exophthalmic ophthalmoplegia 
than is at present evident. 


Note that no sclera 


SUMMARY 
A case of exophthalmic ophthalmoplegia is described in 
which ophthalmoplegia with diplopia was an -early 
symptom, but exophthalmos was slight. This further 
questions the dependence of ophthalmoplegia on exoph- 
thalmos. 
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The occurrence of Mébius’s sign in true exophthalmic 
goitre is a possible link with exophthalmic ophthalmo- 
plegia. 

Our thanks are due to Dr. Russell Brain and Dr. E. E. 
Pochin for personal communications, and to Messrs. Theodore 
Hamblin Ltd. for loan of the exophthalmometer. 
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IT is now an accepted fact that the administration of 
oestrogen stimulates growth of the mammary ducts, and 
in some species the lobule-alveolar system, though it is 
not yet clear whether the effect is direct (Lyons and 
Sako 1940) or whether cestrogen causes the anterior 
pituitary to produce ‘‘ mammogenic ”?” hormones (Lewis 
and Turner 1939). It has further been known for some 
time that cestrogens will inhibit lactation. This has 
been shown for the mouse by Parkes and Bellerby 
(1926-7), Robson (1935) and de Jongh (1933), the rat 
by Folley and Kon (1937) and the cow by Folley (1936) 
and Waterman, Freud and Vos-de-Jongh (1936). 
Clinical application of this finding for terminating 
lactation in women is now common (see Foss and 
Phillips 1938, Ramos and Colombo 1938, and Kellar and 
Sutherland 1939). (E£strogens inhibit lactation whether 
or not the ovary is present (Robson 1935), though in its 
absence a higher dose is required than in the intact 
animal (Folley and Kon 1937). Nelson (1936), on the 
basis of evidence largely obtained with the guineapig, 
has put forward the theory that cestrogen is the agent 
responsible for preventing lactation during pregnancy, 
but Turner (1939) doubts this and points out that the 
doses necessary experimentally to suppress lactation are 
much larger than are likely to be present in the body 
during the latter half of pregnancy. 

At least one androgen, testosterone, possesses the 
power of inhibiting lactation, though cis-androsterone 
does not (Robson 1937, Folley and Kon 1938). Indeed, 
testosterone has recently been used clinically for the 
suppression of lactation (e.g. Portes, Dalsace and Wallich 
1939, Beilly and Solomon 1940). It seems more than a 
coincidence that testosterone also stimulates mammary 
growth (Selye, McEuen and Collip 1936, Astwood, 
Geschickter and Rausch 1937, Bottomley and Folley 
1938) while cis-androsterone has hitherto proved inactive 
in this respect, at any rate in the rat (Nelson and 
Gallagher 1936), guineapig (Bottomley and Folley 1938) 
and monkey (van Wagenen and Folley 1939), and 
practically so in the mouse (Van Heuverswyn, Folley 
and Gardner 1939). Folley and Kon (1937) were 
therefore led to suggest that the power of inhibiting 
lactation is also characteristic of substances which 
stimulate mammary growth. 

A second action of cestrogens on lactation was 
described by Folley (1936) who found that, under 
suitable conditions, administration of moderate doses 
of cestrogen to lactating cows resulted in prolonged and 
significant increases in the percentages of fat and non- 
fatty solids in the milk, while the inhibition effect was 
only partial and temporary. This second effect, which 
has since been called the ‘‘ enrichment effect,” has been 
further studied with the relatively cheap synthetic 
cestrogen, diethylstilboestrol, in order to investigate the 
possibility of applying it practically for raising the 
content of non-fatty solids in the milk of cows whose 
milk contains less than the legal minimum (8-5%) 
(Folley and Scott Watson 1938, Folley, Scott Watson 
and Bottomley 1941). These experiments led to the 
conclusions (1) that the threshold for the enrichment 
effect is lower than that necessary for inhibition, (2) that 
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the enrichment effect represents a true stimulation of 
lactation in the sense of an increase in the rate of 
secretion of milk solids by the mammary gland and not 
merely a concentration of the milk due to the secretion 
of less water, and (3) that the enrichment and inhibition 
effects are difficult to separate when diethylstilboestrol 
is used, though they appear (Folley 1936) to be readily 
separable if one uses cestrogens from natural sources ; 
this may be because diethylstilbcestrol is less rapidly 
destroyed in the organism after absorption from the site 
of injection than natural oestrogens (Stroud 1939, 
Zondek and Sulman 1939). This work has incidentally 
demonstrated that under certain conditions cestrogen 
can ‘“‘ dry off ” a lactating cow, the possibility of which 
was apparently doubted by Turner (1939). 

Recent work (see Turner 1939, and Folley 1940) has 
emphasised the central and prepotent rôle in lactation 
occupied by the anterior pi.uitary, and it seems likely 
that both effects on lactation exerted by cestrogens— 
the enrichment and the inhibition effects—are mediated 
by the anterior pituitary. Dosage seems to be an 
important factor in determining which effect is elicited. 
Small doses of cestrogen appear to activate the anterior 
pituitary in respect of the production of those hormones 


-—and there is evidence that others besides prolactin are 


concerned (see Folley and Young 1938, 1939)—which 
govern lactation, while larger doses suppress the 
production of these hormones. In this connexion, 
evidence that the-secretion of gonadotrophic hormones 
by the anterior lobe is similarly promoted and suppressed 
by large and small doses of cestrogen respectively is 
discussed by Severinghaus (1939). 

This conception renders intelligible certain other 
results which were difficult to explain on the assumption 
that oestrogens exerted solely an inhibitory action on 
milk secretion. As long ago as 1935, Frazier and Mu 
observed that lactation could be induced in male rabbits 
by cestrogen administration. More recently, Folley, 
Scott Watson and Bottomley (1940) found that virgin 
goats can be caused to secrete considerable quantities of 
milk of normal, and indeed exc>ll nt, composition, by 
inunction of the udder with small amounts of diethy]stil- 
beestrol. Contrary to the findings of de Fremery (1938) 
it was not necessary to administer anterior-pituitary 
extracts in addition. An important point to be noted 
about these experiments was the fact that lactation 
began and increased in intensity while cestrogen 
administration continued. The interpretation of these 
results now seems clear. Evidently the administration 
of cestrogen has, first, caused udder development, and 
secondly, evoked the production by the anterior 
pituitary of hormones stimulating lactation. 

Finally, returning to the suggestion that the power to 
inhibit lactation is characteristic of those substances 
which stimulate mammary growth, the finding of 
Gardner, Smith, Allen and Strong (1936), that high 
doses of cestrogens cause inhibition rather than stimula- 
tion of mammary development, has been confirmed 
(Van Heuverswyn, Folley and Gardner 1939). The 
original suggestion should therefore be modified thus : 
there are certain substances, most important of which 
are the cestrogens, which stimulate mammary. growth 
and lactation when administered in small doses and 
inhibit both in large doses. 


SUMMARY 


Besides their well-known inhibitory action on lactation, 
cestrogens are capable, under suitable conditions, of a 
galactopoietic effect which chiefly manifests itself as an 
increase in the concentration of both fatty and non-fatty 
solids in the milk (enrichment effect). 

The threshold for the enrichment effect is lower than 
for inhibition ; in general, smal] doses cause enrichment 
while large doses also elicit inhibition. The two effects 
seem to be more readily separable with natural cestrogens 
than with diethylstilbcestrol. | 

The induction of copious and prolonged lactation in 
virgin goats by inunction of the udder with cestrogenic 
ointment is explicable in the light of this conception. 

It is concluded that oestrogenic hormones and certain 
other substances possess the power of stimulating not 
only mammary development but also lactation when 
administered in small doses, and of inhibiting both in 
large doses. 


—— — 
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‘  SUPRAVITAL STAINING 
IN DIAGNOSIS OF MONOCYTIC LEUKAMIA 
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Ursuta M. Balter, B.Sc. Lond. 


MonocytTic leukemia is now accepted as a definite 
entity. The clinical picture has been described (Osgood 
1937, Vaughan 1938, Whitby and Britton 1939), but it 
is not always distinct from other acute leukemias, nor 
eis examination of fixed blood-films always diagnostic. 
The predominant cells are primitive and often difficult 
to differentiate, there are usually few normal mature 
monocytes, and the frequent presence of immature cells 
of the myeloid series may cause confusion with myeloid 
leukzemia. | 


In the differentiation of white blood-cells the peroxidase 
stain has been widely used, but it does not distinguish 
between the most primitive cells of the different series. 
Supravital staining, on the other hand, often shows marked 
differences between these cells (Cunningham, Sabin and 
Doan 1925). Whitby and Britton (1939) point out that 
its value in differentiating acute leukemias of the 
“ blastic ” type is undoubted, the minute and subtle 
differences between various cells stained with Roman- 
owsky stains being strikingly distinct with a supravital 
preparation. 

‘The technique of supravital staining to be described 
is a simplification of that used by Lightwood, Hawksley 
and - Bailey (1935). . Slides and coverslips must be 
absolutely free from grease. Coverslips are kept for four 
days in concentrated sulphuric acid containing a few 
crystals of potassium bichromate, washed for three hours 
in running hot water and rinsed several times in distilled 
water, in which they are left over-night. A quicker way 
is described by Panton and Marrack (1939). Slides may 
be cleaned in one of these ways or more simply by 
washing thoroughly in soap and hot water, wiping dry, 
flooding several times with xylol and wiping dry again. 
After cleaning, the coverslips and slides are stored in 
methylated spirit, and when wanted are picked out with 


cleaned forceps, wiped and flamed. The clean slides are 
“ surfaced ’’ with a mixture of neutral red and janus 
green. The following stock solutions of the stains appear 
to keep indefinitely : 0-25% Gurr’s neutral red (chloride) ; 
and 0-4% Gurr’s vital janus green B separately in re- 
distilled absolute ethyl alcohol. For staining the slides 
1:75 c.cm. of the stock neutral red and 0:07 c.cm. of the 
stock janus green are added to 10 c.cm. of re-distilled 
absolute alcohol. Each cleaned slide is dipped separately 
into the neutral-red janus-green solution and then allowed 
to stand in a vertical position till evaporation is complete. 
These ‘‘ surfaced ’’ slides keep well and are always 


available for doing the test. 


For the test, blood from a freely. flowing prick in the 
ear is taken on a cleaned coverslip, which is then placed 
blood-side down on a “‘ surfaced ” slide and sealed round 
with Vaseline. The preparation is placed in an incubator 
at 37° C. for 15-30 minutes and then examined on the 
ordinary microscopic stage. .We find that after this 
incubation the cells have usually taken up enough stain 
for the different types to be identified. The motility of 
the monocytes and neutrophils, though diminished, is 
sufficient to be of help in identifying cells, and is not 
abolished even after the preparation has been on an 
unheated microscope stage for periods up to an hour. 
If the amount of stain taken up by the cells is inadequate 
or if the motility becomes very slight, the slides may be 
returned to the incubator for further periods. Using 
this technique, a hot box or warm stage is not essential. 


BLOOD-COUNTS IN CASE I 


March 19 | March 25 | March 30 April 2 


Red (per 
c.mm.) su 
Hb (Haldane), % 
Colour-index : 
Reticulocytes (per 
100 red cells) 
White cells per 
c.mm, oe 


cells 
1,070,000 
24 


1-2 
2'4 
125,000 


1,100,000 
21 
0:95 


31 24 
2-4 
205,000 


149,000 


169,000 


Differential 
white-count (%): 


Fixed |8.-v.| Fixed |s.-v.| Fixed | s.-v.| Fixed |s8.-v. 


Mycloblasts 
Mvyelocytes 
Metamyelocytes 
neutrophil 
eosinophil 
Polymorphs— 
neutrophil .. 7 
eosinophil .. 3 
basophil ME 
Lymphocytes— 
small ea 6°5 4 
large .. grs des 2 
Monoblasts a 2 0 
Atypical cells of 
monocytic series | 74:5 82 TI 
Normal mono- l 
cytes.. ate he f is bite ie bh cis rae 
Monocytes with | 
segmented nu- 
cleus .. de 3 E 2 pi ii 
Normoblasts (per ' l | 
100 white cells) 


pd OS en 
Ow 


CASE-RECORDS 


CASE 1.—A woman, aged 81, had had stomach trouble for 
years and suffered from constipation with intermittent 
diarrhcea, but had a good appetite, ate a varied diet, and was 
able to live alone. She had seven children ‘all subject to 
anemia,’ but the three seen appeared healthy. At the 
beginning of January, 1937, she had a recurrence of the 
diarrheea with vomiting, which increased till she was bringing 
up even water. The vomiting was immediately relieved by 
hydrochloric acid and her anemia was improved with iron 
for some time, but she later became easily fatigued. About 
this time she noticed soreness after wearing her dentures, 
and in the middle of February she developed cedema of the 
left leg. On March 9, 1937, she was admitted to hospital. 

Her general condition was fair, but she was thin, languid 
and very pale. Tongue smooth, buccal mucosa pale but 
otherwise normal. Pulse-rate 80, regular and soft. Heart 
normal. Rales at bases of lungs. Liver three finger- 
breadths below costal margin with sharp flexible edge, smooth 
and moderately tender. Spleen not palpable. No enlarge- 
ment of lymph-glands. Left foot and ankle showed con- 
siderable pitting cedema; right, a slight amount. Blood- 
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Fie. 1—Case 1; sixteenth day after admission. Leishman 
stain (x 800). This is a typical field for this case. All but 
one of the white cells seen are primitive monocytes, some 
showing indentation (? infolding) of the nucleus. 


Fic. 2—Case 1; thirteenth day after admission. 
stain ( x 800). Field selected to show pseudopodia. 
were not usually well-marked in this case. 


count on March 10: red cells 1,600,000 ; Hb 33% Haldane ; 
white cells 184,000, chiefly mononuclear cells, probably 
monocytes (U.M. B.). a 

She complained of poor appetite but ate fairly well. She 
remained afebrile throughout (except for a spike of fever to 
99-4° F. after sternal puncture), with pulse-rate 70-80. On 


Leishman 
They 


March 19 she developed two lentil-sized superficial ulcers of ` 


the buccal mucosa, which persisted unchanged. The spleen and 
lymph-glands were at no time clinically enlarged. Treatment 
included massive iron dosage and intramuscular liver extract. 

Investigations gave the following results. Urine: albu- 
men +, a few white and red cells. Blood: Wassermann and 
Kahn reactions and gonococcal complement-daviation test all 
negative; van den Bergh direct test negative, indirect test 
normal; icterus index (Meulengracht) 4; blood-urea 114 mg. 
per 100 c.cm. Radiography of skull, long bones, hands and 
pelvis on March 20 showed nothing abnormal. On March 22 
fundi very pale ; three flame-shaped hemorrhages in left, one in 
right fundus. The results of some of the blood-counts are 
given in table I. On April 4 (twenty-five days after admission) 
she became suddenly worse and died after twelve hours in 
coma. 

Autopsy (Dr. A. B. Bratton) confirmed the diagnosis of 
monocytic leukemia. Pale marrow in sternum and vertebræ 
a little pink, mainly in the fatty marrow of the femur. No 
enlargement of the lymphatic glands. Small, firm, slightly 
rusty spleen. No other significant findings. On microscopical 
examination, slight excess of fat in the active marrow of a 
lumbar vertebra ; the predominant feature was the formation 
of monocytes, but cells of the granular series were almost as 
numerous ; erythropoiesis was inconspicuous. The changes 
in the sternum were similar, but there was a greater degree of 
erythropoiesis. The marrow of the femur was fatty; there 
were numerous minute foci of monocytic formation and a 
smaller number showing leucopoiesis; erythropoiesis was 
almost absent. Slight leukemic reaction in coeliac and cer- 
vical lymphatic glands, in which the monocytic and granular 
series were equally represented by mature and immature 
forms. A similar reaction in the spleen; also numerous 
phagocytes filled with granules of iron-containing pigment. 


On first examination of the Leishman films of this case 
it appeared to us probable that the majority of the cells 
were monocytic (figs. 1 and 2), and supravital staining 
confirmed this opinion since the cells showed the 
following properties :— 


1. They were actively phagocytic; the neutral red being taken 
up into vacuoles, later arranged in the hof of the nucleus. 

2. Mitochondria staining a greenish-blue were usually 
present. 

3. The nucleus was eccentric and sometimes indented. 

4. They were definitely motile; though, owing to tho 
sumplified technique, motility was sluggish. In moving, the 
cytoplasm preceded the nucleus in the direction of progress 
(fig. 2). ; 

Besides the monocytic cells with these properties, 
myeloid and lymphatic series cells could be recognised. 


Differential counts were made and are given in the table 
in parallel with those done on Leishman preparations. 
The agreement is satisfactory. In examining the Leish- 
man films we saw only one normal monocyte in counting 
over 2000 cells. A few definite monoblasts were identi- 
fied, but most of the white cells were atypical primitive 
monocytes, apparently of various stages of development.. 

CasE 2.—A man, aged 57, a painter, without noteworthy 
previous or family history, at the beginning of September, 
1938, developed flatulence and epigastric pain after meals, 
and noticed he was getting pale ; a week later he developed a 
rash on his arms. On Sept. 12 he was admitted to hospital. 
He was ill, pale and rather wasted. Tongue furred, teeth 
very dirty, gums infected. No lesions of buccal mucosa. 
Temperature 101° F., pulse-rate 100, regular. Heart not 

“enlarged, apical systolic murmur. Papular rash in flexures 
of elbows. Abdomen tender generally but not rigid. Liver 
enlarged to umbilicus. Spleen not palpable. No lymphatic 
glandular enlargement. Blood-count on Sept. 14: red cells 
2,920,000; Hb 50%; megaloblasts 2 per 100 white cells; 
white cells 43,400 (polymorphs 1%, eosinophils 0:5%, 
myeloblasts and myelocytes 98:5%). On Sept. 19 a peroxi- 
dase reaction confirmed that most of the cells were myelo- 
blasts. A diagnosis of acute myeloid leukemia was made. 
During his stay in hospital he ran an irregular fever and 
became steadily weaker. On Sept. 22 the left arm became 
cedematous from venous thrombosis. 

We saw him on Sept. 27. With supravital staining 90% 
of the white cells werg found to be monocytic, and showed 
the characters described under case 1, except that the nuclei 
were oval or only rarely indented. Total white-cell count 
17,500; differential count done on the supravital prepara- 

‘tion: polymorphs 1%, metamyelocytes 0:-5%, myelocytes 
1:5%, lymphocytes 6-5%, monocytes 90%, monoblasts 0-5%,. 
He died on Sept. 29. 

At autopsy (Dr. A. P. Piggot) the liver was enlarged with 
some network infiltration. Spleen enlarged to about twice 
normal size, firm and pale on section. Lymph-glands not 
enlarged. Bone-marrow of femur pinkish grey. Micro- 
scopically (Dr. T. N. Gledhill) the spleen and liver showed the 
typical leukzemia picture, and there was infiltration of the 
kidney by immature white cells, more particularly at the 
junction of the cortex and medulla. From the sections it was 
impossible to say more than that the cells were blast cells. 
The bone-marrow was completely fatty. The myocardium 
showed fatty change but no leukemic infiltration. The lungs 
showed infarction, and thrombi were seen in several of the 
larger blood-vessels in the section. The axillary vein showed 
antemortem thrombus. 

Cask 3.—A woman, aged 51, in December, 1938, had a 
superficial phlebitis of the left leg and later developed short- 
ness of breath, a. slight cough and a poor appetite, and 
complained of drumming in the right ear. At the end of 
December she took to her bed and on Jan. 11, 1939, was 
admitted to hospital. 

She was very pale. 
respiration-rate 36. 


Temperature 101° F., pulse-rate 138, 
Tongue sore but no visible abnormality. 
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ria, 3—Case 3. Leishman stain ( x 800). The field contains 
two primitive monocytes, typical of the majority seen in this 
case; one shows shallow pseudopodia, the other shows an 
indented nucleus. 


Fig. 4—Case 3. Leishman stain (x 800). Three monocytes 
are scen, showing the characteristic pscudopodia, 


MR. MATTHEWS : 


Spleen palpable just below costal 
margin. Liver and lymph-glands not enlarged. Small area 
of tenderness and induration at site of old varicose ulcer on 
left leg. Blood-count on Jan. 13: red cells 1,550,000; a 
few megaloblasts seen; Hb 36%; colour-index 1:2; white 
cells 43,600 (polymorphs 7%, lymphocytes 4%, blast cells 
89%). A provisional diagnosis of acute myeloid leukemia 
was made. She continued to have some irregular fever, but 
for a time appeared to improve. The spleen was at times 
impalpable and never extended to more than a finger’s- 
breadth below the costal margin ;_ the liver became enlarged 
to two finger-breadths below the costal margin. There was 
never any lymph-gland enlargement. 

We saw her on Jan, 21. The clinical picture and appearance 
of the cells in the Leishman film suggested that the diagnosis 
was probably monocytic leukemia. Blood-count: red cells 
1,500,000 ; Hb 29%; white cells 52,500 (polymorphs 4%, 
myelocytes 1%, lymphocytes 19%, monoblasts 0-5%, atypical 
primitive monocytes 58-5%, atypical monocytes with lobed 
nucleus 15%, normál monocytes 2% ; total monocytic series 
cells 76%. In counting 200 white cells one pro-erythroblast 
was seen). A supravital preparation showed that most of the 
white cells were monocytic series cells (figs. 3 and 4), the 
differential count on 200 white cells giving: myeloid cells 
7%, lymphocytes 12%, monocytic cells 81%. The diagnosis 
of monocytic leukemia was thus established. 

Two weeks after admission she began to get rapidly worse,- 
with headache, deafness in the right ear and coryza. Thero 
were no lesions of the buccal mucosa at this stage. She died 
on Jan. 31. 

At autopsy (Dr. A. P. Piggot) the liver was found to be 
enlarged, with well-marked white network throughout. Spleen 
enlarged by half as much again; soft; cut surface shows 
gelatinous appearance with complete absence of lymphoid 
follicles. Marrow of mid-femur soft and dark red with absence 
of bony trabeculz. Histological examination (Prof. W. G. 
Barnard) showed active myeloid reaction in marrow from 
femur. There were many monocytes, but the predominant 
cells were of the myeloid series, and one of the most numerous 
was & primitive myeloblast. There was myeloid infiltration 
of the liver and myeloid transformation of the spleen. After 
seeing the Leishman blood-films and the supravital results, 
Professor Barnard agreed that this was certainly a monocytic 
leukzemia, despite the predominantly myeloid reaction in the 
marrow. l 


DISCUSSION 


Clinically all three cases showed a rapidly fatal 
anæmia, with moderate enlargement of the liver, little 
or no splenic enlargement and no enlargement of the’ 
lymph-glands. Such a picture is perhaps suggestive of 
monocytic leukæmia, but may certainly occur in. any 
acute leukemia. In addition, two cases had an irregular 
fever, two showed small lesions of the buccal mucosa 
and two had phlebitis. In the Leishman films, the white 
cells showed features suggesting a monocytic origin—e.g., 
pseudopodia, indentation- of the nucleus and other 
general characters of the cells. The differing opinions on 
these films expressed with equal conviction by various 
distinguished pathologists before they learnt of the 
supravital results showed that no generally acceptable 
diagnosis could be made on the fixed blood-films. , The 
reports on the post-mortem histology of the bone- 
marrow in these cases shows that this may be no more 
useful a criterion and may be misleading, as in case 3, 
which in our opinion must be regarded as a monocytic 
leuksemia despite the histological appearances. On the 
other hand, an unequivocal diagnosis was obtained in 
all three cases by supravital staining. 

Its value in these cases suggests that if supravital 
staining were more widely used monocytic leukaemia 
might be more commonly recognised. This would lead 
to a wider appreciation of the special characters of the 
Romanowsky-stained cells in this disease. Furthermore, 
a diagnosis’ of monocytic leukaemia made or confirmed 
by supravital staining is far more firmly established than 
when made on Romanowsky staining alone. The tech- 
nique is simple, does not require any special apparatus, 
and, with a little practice, makes identification of even 
primitive monocytes quite easy. 


We thank Dr. W. Allen Daley, medica] officer of health of 
the L.C.C., for permission to quote from records of patients 
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in Paddington and St. James’ Hospitals; Dr. A. P. Piggot, 
deputy medical superintendent of St. James’ Hospital, for 
allowing us to see cases 2 and 3; Prof. W. G. Barnard for his 
advice in the preparation of this paper; and Mr. A. Wyatt 
and those other persons who helped us in various ways. 


SUMMARY 


A simple technique for supravital staining is described 
which dispenses with the use of a warm stage or other 
special apparatus. 

ee cases of monocytic leukemia illustrated the 
value of this technique in the differential diagnosis of 
acute leuksemias. 
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DRESSING OF OPEN WOUNDS AND 
BURNS WITH TULLE GRAS 


By D. N. MatrHews, M.Ch. Camb., F.R.C.S. 


SURGICAL CHIEF ASSISTANT AND REGISTRAR AT WESTMINSTER 
HOSPITAL 


Tulle gras is a dressing which has been in use in France 
for many years and has proved to be of great value. It 
consists of close-meshed curtain net cut into squares of 
suitable size and impregnated with soft paraffin (98 
parts), balsam of Peru (1 part) and olive oil or other 
vegetable oil (1 , 
part). The net is 
cut to fit a tin box 
some 5 in. square 
and 2 in. deep, and 
is packed in layers, 
each piece of net 
being separated by 
a sheet of white 
paper to facilitate 
its removal. The 
paraffin mixture 
(250 grammes for a 
tin of these dimen- 
sions )is added, and 
the tin is sterilised 
by heating for an 
hour at 150° C., 
after which it is 
sealed with adhe- 
Sive tape. 

During the last 
eighteen months 
experiments have 
been made on the 
addition of local 
anesthetic to the 
paraffin mixture, 
and it has been 
found that 1% of 
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Dressing an unsterile raw area at the thigh. 
A piece of tulle gras is laid over the area, 
a few layers of gauze soaked in saline are 
placed on this with a wool pad over all. 


The dressing is kept in place by two pieces 

Powe Decicain of elastic plaster held together by arubber 
ase is the most band looped round match-sticks. This 
efficient. The form of dressing allows of frequent. 


renewal without the pain of pulling 


quantity of deci- adhesive material from the skin. 


cain necessary 
adds about 4s. to the cost of each tin and Percaine was 
therefore tried instead. It was found that the addition of 
0-1% of powdered percaine base * was nearly as effective 
and this adds only a few pence to the cost of each tin. In 
a concentration of 0-2% it occasionally caused some local 
irritation and tingling, and was twice suspected to be the 
cause of minorsyncopalattacks, but no ill effects have been 


* Decicain base or percaine base, which are fat-soluble, must be 
used rather than decicain or percaine, which are hydrochlorides 
and water-soluble. Percaine base is easily obtainable in this 
country. Decicain base must be prepared by dissolving the 
hydrochloride in water, making it alkaline with sodium 
bicarbonate, extracting with ether and evaporating. 


44 THE LANCET] REVIEWS 


observed either from percaine 0-1% or from decicain 1%. 
Any increase in temperature above 150° C. may decompose 
the anesthetic and should be avoided. The temperature 
recommended is absolutely reliable for sterilisation. 

The value of the local anesthetic has of necessity to 
be estimated by observation and interrogation of the 
patient, but there is no doubt about the relief of pain it 
gives in an open wound, a burned limb, or a raw area 
left by the cutting of a Thiersch graft. Where possible 
advantage has been taken of the presence of raw areas on 


more than one limb, when one has been treated with the’ 


standard tulle gras without local anesthetic and the other 
with the percaine preparation. The difference has been 
easily detected by patients of all degrees of intelligence. 

- Tulle gras is ideal for the treatment of all raw surfaces. 
If the surface is sterile, as in the area made by cutting 
a Thiersch graft, the tulle gras is left for ten days, 
covered with gauze and bandage, when the skin will be 
found to have healed painlessly. For unsterile wounds 
and burns saline packs, sulphanilamide powder or other 
dressing can be applied daily or hourly with no pain, as 
the tulle gras is left in situ until its replacement becomes 
necessary owing to the loss of the paraffin base and its 
contained anesthetic (see figure). In cases of burns 
which are receiving a daily saline bath in addition to the 
regular saline packs the tulle gras may be allowed to 
float off when the limb is immersed and be replaced after 
the bath. This form of dressing has the additional 
advantage that owing to the open mesh of the net there 
is no risk of damming up discharge, which escapes freely 
into the overlying gauze. 

I wish to record my appreciation of the coöperation of 
Mr. F. G. Hobart and all the dispensary staff of Westminster 
Hospital in this work. 


Reviews of Books 


Biological Aspects of Infectious Disease 

- By F M. Burnet, M.D. Melb., assistant director, Walter 
and Eliza Hall Institute, Melbourne. London: Cambridge 

a University Press. Pp. 310. 15s. 

IN a preface Dr. Burnet hopes that his book may 
interest two classes of reader—the medical man who may 
find the biological approach to the study of infectious 
disease a ‘‘ stimulating complement to the orthodox 
textbooks,” and the’ layman with a general interest in 
biology m relation to human affairs. Man’s ailments are 
undoubtedly becoming more and more of interest to the 
laity who will- find’ in this volume the story of man’s 
struggle for existence against his enemies, the pathogenic 
microbes, told in plain language. To the medical man, 
particularly if he has leanings to epidemiology, the tale 
may be fairly familiar, but it is reclothed and told in. 
such a provocative way as to compel the reader to go 
steadily on. Beginning with the simple reactions of the 
protozoon, Burnet carries us on to an explanation of the 
response of the animal body to infection, and continually 
reminds us that- in- the. host-parasite relationship the 
survival of the parasite is best served, not by the death 
of the host which would encompass its own destruction, 
but by a balanced condition which allows the parasite 
to continue its existence and growth. Such an equilibrium 
takes a long time to develop, which explains the ravages 
of a new disease or of one which has long been absent 
from the community. 

One of the shibboleths of modern medical science is 
that the scientist should be content to state facts and 
not be tempted to interpret their possible meaning or to 
fit them to a particular hypothesis. Burnet in his 
researches has never been afraid to offer a broad inter- 
pretation of his findings or to deduce from them general 
principles. Here, too, he is always trying to find a 
rational explanation of natural phenomena—to explain 
the why as well as the how; why, for instance, a few of 
the bacteria and protozoa have acquired pathogenic 
powers; how the parasitic viruses have evolved (he 
inclines to the view that they are the diminutive descen- 
dants of pathogenic bacteria); how,. why and where 
antibodies develop ; what conditions and mutations make 
bacteria dangerous, and soon. He goes on to discuss the 
modes of spread of infection in a manner reminiscent of 
Theobald Smith’s ‘‘ Parasitism and Disease,” and always 
gives apposite examples which display a surprising width 
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of knowledge. Then follows a discussion of the genesis 
of epidemics with poverty and war emphasised as two 
of the most potent contributory factors. In speaking 
of the age-incidence of infectious diseases, Burnet is 
inclined to confuse morbidity and mortality, but he 
rightly states that in an unprotected community the 
infection is as a rule most severe in young adults (15-35 
years), and he suggests an explanation on both a physio- 
logical and evolutionary basis. In the last section of 
the book some of the common infections—diphtheria, 
influenza, tuberculosis, plague, cholera, malaria, yellow 
fever—are used to illustrate methods of spread and 
control, and the author never hesitates to suggest possible 
explanations for vagaries in the natural history of these 
infections. In a final chapter, written in 1938, he com-- 
ments on the alarming fact that most of the new diseases 
have affected the nervous system, and he attempts to 
predict what the future may hold in store for us. 


Injuries of the Skull, Brain and Spinal Cord 


Edited by SAMUEL Brock. London: Bailliére, Tindall and 
Cox. Pp. 632. 38s. 6d. | | 


Tus collection of short monographs by twenty 
American and two British authors covers the whole 
range of injuries of the skull, brain and spinal cord, for 
the most part in sufficient detail to serve as a practical 
manual. The book has been carefully edited ; there is 
little overlapping and where there are differences of 
opinion or terminology among the contributors the 
editor calls attention to them in explanatory footnotes. 
The chapters by Hassin and Symonds should help the 
general reader to bridge the difficult gap between the 
pathological changes and the clinical state in cerebral 
injuries. The contributions of .Davidson and Elsberg 
on spinal-cord injuries are equally lucid and valuable. 
There are sensible chapters on the neuroses and psy- 
choses following head injuries which recognise that the 
need for treatment does not stop when the patient has 
recovered from the acute phase, and the chapters on 
malingering and medico-legal aspects will be read with 
profit by both doctors and lawyers. The sections on the 
surgical treatment of traumatic intracranial hemorrhage 
and compound fractures are adequate, but in the next 
edition a chapter might be added on the general manage- 
ment of acute head injuries, which depends so much on 
careful nursing and observation. There are many practical 
points of general application—e.g., details of tube-feeding, 
the risks of excessive dehydration, and control of the rest- 
less and noisy patient—which would be more accessible if 
they were gathered together in a separate chapter. 

Experiences in Great Britain in war as in peace have 
shown that it is often impossible to obtain specialist 
services for the treatment of these injuries in the acute 
stage, and the subject deserves a wider interest among 
the general medical public and more emphasis in under- 
graduate teaching and the training of hospital residents. 
For those already in practice this book will be an accurate 
and informative guide. 


Fundus Atlas 
. By Louis Boruman, M.D., F.A.C.S., clinical professor of 
ophthalmology in the University of Chicago; and REUEL 
W. ‘BENNETT, photographer for the division of ophthalmo- 
logy in the university. Chicago: The Year Book Pub- 
lishers ; London: H. K. Lewis and Co. £5 10s. 


THIS atlas consists of 50 standard sized stereoscopic 
photographs of the fundus reproduced in black and 
white on photographic paper. The pictures show the 
appearance of the fundus as seen by red-free light and 
were taken with the reflex-free Nordensen fundus camera 
and magnified three or more times the size of the original 
negative with a stereoscopic enlarger. The three- 
dimensional perspective thus produced gives a very 
realistic impression of existing elevations and depressions 
in the fundus structures. Each stereoscopic photograph 
is mounted at the bottom of a 6-ply card 7 x 9 in., on 
which is printed in good type a concise account of the 
fundus picture, the case-history, and the physical signs 
to be expected. All cards are numbered and indexed . 
and are kept in a cloth-covered case. The photographs 
cover a fairly comprehensive field of fundus disorders 
and will be of value in teaching undergraduate and 
postgraduate students. 
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THE MEDICAL PLANNING COMMISSION 


For some months we have had occasional glimpses 
of the B.M.A. Medical Planning Commission in the 
process of formation. It was referred to in some 
detail by a Sunday newspaper at the beginning of 
September; again, with no enthusiasm, by Sir 
` FRANCIS FREMANTLE in the House of Commons on 
Oct. 17 ; and with some misgivings by correspondents 
in our own columns. Then at the meeting of the 
B.M.A. council on Dec. 11 Mr. H. S. Sourtar, the 
chairman, explained its origin. He had suggested to 
the executive committee of the association that the 
time had come for the profession to give serious 
consideration to the problem of reconstruction and 
reorganisation in the field of medicine in the post-war 
era, and the committee had thereupon decided to 
appoint a commission ‘‘ to study war-time develop- 
ments and their effects on the country’s medical 
services both present and future.” The composition 
of the commission has now been announced, only a 
few places remaining to be filled, though additional 
members can be codpted as required. As at present 
constituted the commission consists of 68 members, 
including 5 senior and some 23 other officers of the 
B.M.A., 11 nominees of the Royal Colleges in England 
and 3 of the Royal Colleges and Faculty in Scotland, 


3 representatives of the Society of Medical Officers of ` 


Health, 1 of the Faculty of Radiologists, 2 of the 
Medical Women’s Federation (the only. women 
included), and 2 of the Parliamentary Medical Com- 
mittee. General practice has no less than 21 members, 
and apart from the nominees there are 4 physicians, 
4 general and 2 special surgeons, a dermatologist, 
3 deans of medical faculties, a professor of preventive 
medicine, 2 distinguished representatives of the 
public-health services, an industrial medical officer, 
2 pathologists and a radiologist. 

There is justification for the B.M.A.’s claim to full 
representation, but their implied claim to an even 
age-distribution does not seem to be so firmly based. 
This is a commission appointed to plan for the future 
—a subject which the younger men justly feel is their 
own—and yet only 3 of the 68 members qualified since 
1925, and none since 1929. Perhaps this defect will 
be made up by. coéption later. The B.M.A. appar- 
ently recognise that such a vast body is likely to lack 
mobility, and its task will be to meet from time to 
time to consider large questions of principle, while 
entrusting details to small committees and sub- 
committees. In the past there has been a tendency 
for gatherings of this kind to regard themselves as 
more representative than they are, and to produce a 
finished scheme as agreed by the profession when 
nine-tenths of it have had no chance to approve or 
disapprove. Let us hope that the deliberations of 
both the main and the lesser bodies will be given wide 
publicity so that there will be ample opportunity for 
discussion, for their conclusions will profoundly affect 
not only our own livelihoods but the future health of 
the nation. 
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THE RETICULAR MAZE 

Prof. L. G. Parsons and Dr. J. H. Esss! have 
described an unusual case of generalised angiomatosis. 
A girl of fourteen had a swelling on the upper part of 
her sternum which showed rarefaction in the radiogram; 
biopsy was performed but the histology was unde- 
termined. About the same time it was noticed that 
she had an enlarged liver and spleen and orthochromic 
anemia. Further radiograms showed widespread 
rarefaction and cyst formation in the bones, with little 
deformity, and curious opacities in the right lung. A 
diagnosis of the osseous form of Gaucher’s disease was 
made although the biopsy and the lung changes might 
rather suggest generalised xanthomatosis. Radio- 
therapy was given without effect; the anemia per- 
sisted, the bone changes became more extensive and 
the liver and spleen larger, but the girl remained in 
comparatively good health until the day before death 
when she developed signs of an acute infection ; she 
had been under observation for just under two years. 
At the autopsy Esss found a generalised cavernous 
angiomatosis affecting the liver, spleen, bones, lungs, 
pericardium, kidneys and skin. In discussing com- 
parable conditions Parsons and EsBs do not mention 
the analogous conditions reviewed by R. A. WILLIS? and 
E. BLONDEL’; recently H. Raut has described a some- 
what similar case (although the post-mortem account 
does not make the extent of visceral involvement clear) 
in which the bony change was mistaken for generalised 
osteitis fibrosa and an unsuccessful search was made 
for a parathyroid tumour. Parsons and EBBS 
maintain that the angiomata in their case arose 
simultaneously in their multiple sites, and not as 
embolic metastases from a primary neoplasm of the 
spleen or bones; but in view of the involvement of 
organs rich in reticulo-endothelial elements they discuss 
its possible relation to the reticulo-endothelioses. 

In 1914, after GOLDMANN and Kiyono’s work with 
vital dyes and Lanpav and McNEE’s investigation on 
cholestrin metabolism, AscHOFF’ propounded the 
concept of a system of cells scattered widely through- 
out the body, linked by a common capacity to absorb 
and in some cases to metabolise particulate matter, 
and suggested these cells could be recognised by their 
ability to absorb vital dyes. He proposed that this 
group of cells should be called the ‘ endothelial 
metabolic apparatus ”’ or reticulo-endothelial system. 
ASOHOFF’S grouping of these cells was entirely on a 
functional basis; the concept of cytogenic inter- 
relationships was incorporated in later reviews, with 


a consequent confusion of thought. Later Maximow® 


suggested that, in adult connective tissue, undifferen- 


tiated mesenchymal cells are present which are 


identical with those in the embryo and maintain 

their power of differentiating to all types of hemic 

and connective-tissue cells ; and ASCHOFE’S reticulo- 

endothelial system forms a part of Maximow’s reticular 

system—it is one of the functional aspects of a complex 

morphological system. To speak of a lymphosarcoma 

or a systematised angiomatosis as a disorder of the 

reticulo-endothelial system is as inaccurate as calling 

a cancer of the body of the uterus a tumour of the 

1. Arch. Dis. Childh. September, 1940, p. 129. 

2. Spread of Tumours in the Human Body, London, 1937, p. 148. 

3. Le tissu réticulo-endothélial du foie et ses tumeurs malignes, 
Paris, 1933, p. 57. 

4. Zbl. Chir. 1939, 66, 1890. 

6 


. Die vitale Karminspeicherung, Jena, 1914. 
. Physiol. Rev. 1924, 4, 533. 
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female hormonal system. It can be said that malaria 
is a disorder particularly affecting the reticulo- 
endothelial system, and. the same may be true of 
certain forms of xanthomatosis. If this distinction 
- between a functional and a morphological system is 
appreciated then much of the confusion of thought 
with regard to “reticulosis’’ and “‘ reticulo-endo- 
theliosis’’ should disappear. The term reticulo- 
endotheliosis should be restricted to conditions in 
which there is a proliferation of phagocytic cells, and 
it will be recognised that, with the exception of some 
rare lymphadenopathies, the majority of the true 
reticulo-endothelioses are reactive proliferations to 
abnormal elements (ranging from bacterial antigens 
to thorotrast) circulating in the blood-stream. The 
term reticulosis, however, is applicable to all the 
progressive hyperplastic conditions of the lympho- 
reticular tissue, as has been suggested by Joan Ross’ 
and A. H. T. Rops-Smits.® 

= The relationship of the angjoid proliferations to 
the reticular tissue is more complex ; the embryonic 
vascular endothelium is capable of forming both vessels 
' and blood-cells, but adult vascular endothelium is 
strictly limited in its potencies ; vascular endothelial 
cells, apart from simple proliferation, can probably 
only change into fibroblasts. On the other hand, the 
venous sinusoids of the liver, spleen and bone-marrow 
are formed by a reticulin network on which are lying 
undifferentiated mesenchymal cells and phagocytic 
cells—the littoral cells of SieamMuND—and (at least in 
the liver and bone-marrow) ordinary vascular endo- 
thelium as well. These vessels are, in fact, lined by a 
true reticulo-endothelium and there is evidence that 
they maintain full hemic as well as histioid potencies 
in the adult. It is unfortunate that neither the 
photomicrographs nor the histology of the vascular 
changes in the case recorded by Parsons and EBBS 
are brought out clearly enough to show whether the 
proliferation is one of angioreticulo-endothelium or of 
ordinary vascular endothelium. They do not say 
whether the living cells of the blood channels showed 
either hemopoietic or phagocytic powers, and the 
evidence presented suggests that this is a case of simple 
generalised angiomatosis particularly affecting the 
hemopoietic organs, rather than a proliferation of the 
littoral cells and their precursors. Parsons and EBBS 
suggest that a similar clinical picture is found in 
conditions varying from angiomatosis to leukemia ; 
this is true enough if hepatosplenomegaly, anemia 
and bone rarefaction are accepted as the sole clinical 
manifestations recognisable in these conditions, but 
careful hematological, radiological and histological 
examination should ensure an easy differentiation of 
all the groups mentioned. Biopsy should establish the 
diagnosis of all forms of reticulosis and _ reticulo- 
sarcomata, recognised by the morphological patholo- 
gist. Accurate histological study of the lymphadeno- 
pathies has already produced a clear concept of the 
natural history of lymphadenoma verum (Hodgkin’s 
disease in a strict sense) and of the various lipoidoses, 
and the recognition of lymphoid follicular reticulosis, 
histiocytic medullary reticulosis, leacopenic myelosis 
and myelosclerosis. To achieve a coédrdinated histo- 
logical and clinical study of all the lymphadenopathies 
a central registry of the data is needed on the lines 


7. Brit, med. J. 1939, 2, 1029. 
8. J. Path. Bact. 1938, 47, 457. 


of the American bone-sarcoma registry. This would 
ensure that a sufficient body of material was available 
from which to draw conclusions and to which students 
might refer for advice and study. | 


DYSPEPTICS IN THE ARMY 


Tuose working in hospitals which take military 
sick have known for somé time that dyspepsia presents 
the largest single type of disease in the Army, and 
from several points of view the most important 
medical problem of this war. Mr. R. T. Payne and 
Dr. CHARLES NEwMAN! found that among the sick 
invalided back to England from France 12-5% had 
a primary diagnosis of gastric or duodenal disease. 
They investigated 287 cases of dyspepsia in the Army 
(201 from France and 86 from England) and found that 
this was not a new disease, as some said, or a neurosis, 
as others favoured, but was predominantly peptic 
ulceration, mainly duodenal, and that in nearly every 
case the man already had his ulcer before the war. 
Breakdown seemed to be due to the Army food which, 
though good, was too heavy for those prone to ulcers, 
many of whom had kept going at home by strict 
dieting. | 

From the military point of view, it is generally 
agreed that a man with a duodenal ulcer is of little 
use as a soldier. From the point of view of the tax- 
payer, although it is difficult to estimate the figure 
exactly, it is obvious that the mobilisation, equip- 
ment, maintenance, hospital treatment and disposal 
of this large number of men must have cost, and be 
costing, a great deal of money. It is therefore worth 


while, on all counts, to avoid recruiting men with 
_ ulcers, especially as many of them can do valuable 


work so long as they live at home on the diet which 
suits them. The traditional recruiting medical 
examination, which still continues, is an examination 
by physical signs. An active ulcer is difficult to 
diagnose by this means alone ; a latent one impossible. 
A little verbal inquiry would surely save time in the 
long run. There should be a double aim in view: 
to ensure the exclusion of the enthusiast who wants 
to conceal his illness in order to get into the Army, 
and to avoid the exclusion of the man who hopes, 
by simulating an ulcer-history, to escape recruitment. 
The practical method seems to be, not to ask for 
details of the dyspepsia, but to find out if it had ever 


. been serious enough to send him to a doctor or to a 


hospital, and then to refer to these. If the indigestion 
had not been bad enough to make the man seek 
advice, it is probably not bad enough to exclude him 
from the Army; and, although doctors are liable to 
unfair pressure in the matter of certificates, few 
doctors seriously suspect an ulcer without referring 
the patient to a radiologist or a hospital, so that in 
this instance it would be easy to get an unbiased 
opinion. | 
Some men with ulcers would still slip through, 
and there are a great many in the Army already. 
What is to be done with them? At present there 
seems to be a tendency to rely too exclusively on 
radiological findings. If the ulcer is visible the man 
is dealt with finally ; if it is not he is liable to be sent - 
back to duty, soon readmitted to hospital, and 
generally pushed from pillar to post for far too long. 
It is well known in civil practice that every ulcer 
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cannot be visualised by X rays, and the rapid dis- 
‘appearance of symptoms with rest, diet, cessation of 
smoking and so on, so far from being indicative of a 
minor dyspepsia, is used by many clinicians as an 
indication of an ulcer. In civil practice it saves 
suffering and money to investigate a case fully as 


soon as possible and deal with it appropriately. The 


same is true of indigestion in the soldier. Some of 
the temporising seems to come from the difficulties 
of diagnosis. It is not always easy to diagnose an 
ulcer without a good deal of care and trouble; it is 
generally true that an ulcer is either very easy or 
quite difficult to spot, and the clinical picture may 
be complicated ‘by such things as the frequency of 
vomiting in duodenal ulceration in the Army. There 
are rumours that soldiers with indigestion are being 
insufficiently investigated on Te of economy and 
labelled “‘ soldier’s stomach ” ‘ gastric neurosis.’ 
A soldier is only a civilian eel up in uniform, and 
his indigestion is the same as a civilian’s, not some 
strange disease peculiar to soldiers. Moreover, a sick 
soldier is a patient entitled to the same consideration 
as a civilian. Army doctors are also civilians dressed 
up in uniform ; would they be content with a diag- 
nosis of “gastric neurosis’’ in their hospital out- 
patient clinics? Military organisation, which makes 
it impossible for one medical officer to see a case 
through to completion, does not encourage the best 
type of clinical work ; the battalion M.O. who rises 
superior to difficulties and discouragements is doing 
work which is worthy of more recognition. The 
difficult cases need a careful analysis of all the 
evidence. A good many of the dyspeptic soldiers 
without actual ulcers are said to be cases of severe 
organic gastritis, which can be diagnosed with cer- 
tainty only by gastroscopy. Before a man is stig- 
matised as a malingerer he ought to have the benefit 
of the appeal to direct inspection, and although it 
might be difficult for the Army to make the necessary 
arrangements many of the E.M.S. hospitals could 
provide facilities. The sorting of the serious cases in 
France for evacuation to the United Kingdom was 
efficiently done by the Army; and it would in the 
long run save a great deal of distress to the patient 
and much public money if suitable cases were as 
skilfully selected for complete examination. 


INFLUENZA PROPHYLAXIS 


THE demonstration by SMITH, ANDREWES and 
LaIpLaw in 1933 that epidemic influenza is due 
to a filterable virus has been followed by equally 
convincing evidence that the disease is one with 
several etiological agents. Most attempts to isolate 
the virus from sporadic cases of influenza have 
been unsuccessful, and, apart from the “febrile 
catarrh ” which STUART-HARRIS showed to be 
distinguishable on clinical grounds from influenza, 
there have been outbreaks clinically indistinguish- 
able from epidemic influenza in which the virus 
could not be isolated. The negative serological 
findings obtained in 1939 by Martin! in Manchester 
and in some of the outbreaks in schools, hospitals and 
service institutions investigated by STUART-HARRIS 
and others ? wer cases in point. Nevertheless there 
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is ample evidence from all parts of the world that the 
virus discovered seven years ago—now christened 
influenza A—is responsible for the majority of out- 
breaks, and specific prophylaxis even if it was effective 
against this one agent only would be of great value. 
Clinical experience has suggested that recovery from 
an attack of influenza is followed: by an immunity 
lasting probably about six months, and this was 
confirmed by LaIpLaw and his colleagues in animal 
experiments, so that there is good ground for hoping 


‘that artificial immunity might last equally long. 


Various methods of vaccination have been devised. 
ANDREWES and SmitrH? have obtained a good 
immunity in mice and a good antibody response in 
man by the injection of formolised virus. FRANCIS 
and Macu + have advocated the use of active tissue- 
culture virus, since there seemed to be no risk of 
producing influenza by injecting living organisms 
either subcutaneously or intramuscularly.. BURNET 
and LusH® proposed administering living but aviru- 
lent egg-grown virus by the normal route of entry, 
the upper respiratory tract. Some fairly large-scale 
attempts to prevent influenza by such methods of 
specific immunisation have been made, but with 
uncertain results. One possible reason for this came 
to light just before war broke out, when it was 
demonstrated here and in America that the influenza 
A virus comprises a number of serological types, and 
it looked as though protection would only be attained 
by a vaccine containing all these types in adequate 
concentration—a difficult thing to prepare. 

A way out of the difficulty seems now to have been 
found at the Rockefeller Institute, New York. 
HORSFALL and LENNeETTE ® found that a formolised 
vaccine made from the lungs and spleens of ferrets 
suffering from a simultaneous infection with the 
viruses of influenza and distemper produced a solid 
immunity in ferrets associated with a high titre of 
influenzal antibodies. This by itself isan encouraging - 
observation since previous efforts to immunise the 
ferret by vaccination have been only partly successful. 
But, what is more important, HoRSFALL and LENNETTE 
have also shown that the immunity evoked by the 
composite vaccine is a broad one, protecting the ferret 
not only against the strain of influenza present in the 
vaccine but also against antigenically unrelated . 
strains. They have inoculated a small number of 
human volunteers with their composite vaccine and 
find that it evokes a good antibody response. Why 
its association with the distemper virus should produce 
this apparent antigenic broadening in the influenza 
virus is a mystery. The next step is a thorough trial 


of the composite vaccine in man, and it is proposed to 


try it in controlled series of Post Office workers this 
winter. 


On March 1 Air Vice-Marshal H. E. WHITTINGHAM will 
succeed Air-Marshal Sir Victor Richardson as director- 
general of medical services in the Royal Air Force. 


Dr. ANDREW Davipson has been appointed chief 
medical officer for Scotland in succession to Dr. J. M. 
Mackintosh who now holds the chair of public health in 
the University of Glasgow. Dr. Davidson. who is a 
graduate of the University of Glasgow, is medical 
officer of health for the north riding of Yorkshire. 
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Annotations 


VITAMIN C FOR THE BABY 


THE curtailment of imported fruit and the difficulty 
of obtaining oranges have led many mothers to wonder 
what they are to do about the orange juice which they 
had hitherto supplied, on the best medical advice, to 
their infants; and doctors are being asked about 
possible substitutes. The baby who is not receiving 
the advantages of breast feeding is exposed to the risk 
of scurvy if fed for too long—that is, for six months or 
more—exclusively on dried milk, condensed milk, 
boiled cow’s milk or one of the patent foods. But this 
is not the whole story. Scurvy in its full-blown clinical 
state is a rare malady, but surprisingly is common 
among the better-off section of the population where it 
may be presumed that the purchase of oranges, lemons 
or grape-fruit has been customary in the past, and 
easier than in poorer families. Some will argue, how- 
ever, that although fully developed infantile scurvy is 
rare a subscorbutic state is common, may be responsible 
for some cases of anemia and certainly contributes to 
producing ill-health and increased susceptibility to 
infections of all types. Even if some more conservative 
pediatricians refuse to accept this picture of a sub- 
scorbutic state all would probably agree that a wholesale 
restriction in the vitamin C available would certainly 
lead to an increase in the number of cases of infantile 
scurvy. As the shipping problem is one of space it 
seems rational to consider whether the essential contents 
of the citrus fruits—their vitamin C—could be obtained 
in smaller bulk. Dried orange, lemon and grape-fruit 
juices are listed in the Medical Research Council’s pub- 
lication ‘“ Vitamins: a Survey of Present Knowledge ” 
(1932) as +--+ + for vitamin C. Might not the citrus-fruit 
growers be persuaded to squeeze the fruit in the country 
of origin and send us only the concentrated or dried 
juice, thereby saving the space of the peel and pulp? 
But many will reply that orange powder would never 
be eaten, and the same objection will be raised to 
ascorbic-acid tablets, which would eliminate shipping 
altogether. It may be more profitable to consider why 
poorer class infants rarely get scurvy. Possibly this is 
because their parents are unable to afford the patent 
foods which are so often the antecedent diet in infantile 
scurvy, but a more hopeful explanation lies in the fact 
that in poorer households babies receive earlier mixed 
feeding—officially or unofficially—than in more care- 
fully regulated nurseries. Early mixed feeding is now 
becoming generally accepted in infant-welfare work and 
starts with *“‘ bone and vegetable broth ” at six months. 
In some parts of the world vegetable purées are given 
even earlier. Vegetables, grown in this country, are the 
practical alternative to imported citrus fruits. Contrary 
to a widespread belief which should be emphatically 
denied by food experts, cooking, if rapid, does not 
destroy vitamin C. Thus the addition of swedes, cabbage, 


peas and carrots, sieved at first, to the infant’s broth — 


will supply vitamin C ; and it is also worth recalling that 
diied peas and beans develop vitamin C if allowed to 
sprout. But the potato is the most satisfactory alterna- 
tive to orange juice. Cooked in its skin, the potato 
retains a large portion of its vitamin C and cooked after 
peeling the central portions are similarly of value. In 
the seventeenth century the popularisation of the potato 
by James I abolished the endemic scurvy of the nation. 
The greater use of potato for the carly mixed feeding of 
infants might likewise solve present-day problems. 


CARBONIC ANHYDRASE 
WHEN a discovery is made in physiology or one of the 
other sciences ancillary to medicine, there is gencrally 
a lag period of a few years before the new knowledge 
begins to be applied to medicine itself. Carbonic 
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anhydrase has now passed through this sequence of 
events. 
Roughton ! in 1932-33 to be a normal constituent of the 
red blood corpuscle and to accelerate the evolution of 
carbon -dioxide from the blood. What more natural 
then than to study the concentration of the enzyme in 
the corpuscles in health and disease ? The strange thing 
is that it has not been done before. Now a study has 
been made of normals of various ages, and of diabetics 
with and without tuberculosis.2, It seems that only 
minor differences were found between the sexes, but that 
the younger normals tended to give higher values than 
the older ones. The figures in healthy diabetics were 
higher than in normal persons; in the diabetics with 
tuberculosis the titres were lower and scarcely different 
from the normals. Values were not affected by the 
height of the blood-sugar. The ranges of these different 
groups overlapped each other to a considerable extent, 
and the data were not subjected to statistical treatment 
so that the differences may not even be significant. 
The determination has evidently no diagnostic value in 
the limited field surveyed up to date. But this is only 
a beginning. A determination of the carbonic an- 
hydrase may well turn out to be of interest in diseases 
in which immature or otherwise abnormal red blood 
corpuscles find their way into the circulating blood- 
stream. 
. ERGOT AND: ITS ALKALOIDS 

THE undergraduate confronted with the study of 
materia medica reads in his textbook that ergot is the 
sclerotium of Claviceps purpurea Tulasne, arising in the 
ovary of Secale cereale Linn. and in anguish he cries ‘‘ Can 
these dry bones live ? ” Yet in the history of galenicals 
such as opium, digitalis and ergot there are reflected 
many of the joys and sorrows of mankind. When the 
student is considering ergot he must give rein to his 
imagination and rove among the peasants of Spain and 
Russia who gather the drug for us, and he will find it a 
subject with fascinating ramifications into folk-lore, 
religion, epidemiology and even the fortunes of. war. 
Ergot has yielded an astonishing crop of pharmacological 
discoveries, and it is unlikely that we have seen the last 
of them. The position has lately been reviewed by 
A. C. White,’ who explains that at least five active 
alkaloids exist in different ergots, and each has a less 
active isomeride. Smith and Timmis‘ point out that 
these alkaloids can be arranged in a levo-rotatory group 
which are pharmacologically active and a dextro- 
rotatory one which are much less so. In the active group 
are ergotoxine, ergocristine, ergotamine, ergosine and 
ergometrine $' in the inactive group ergotinine, y ergoti- 
nine, ergocristinine, ergotaminine, ergosinine and ergo- 
metrinine. They resemble the dancers in a reel in that 
they may perform alone or linked with weaker partners. 
Apart from various amines and acids ergot may also 
contain at least fourteen alkaloids consisting of equi- 
molecular complexes of dextro- and _ levo-rotatory 
alkaloids. The potentialities and pedigrees of these are 
still largely unknown, but in several mstances their 
component parts are the common alkaloids of ergot. 
Thus sensibamine is merely an equimolecular complex 
of ergotamine and ergotaminine, and in the hands of the 
Koflers 5 the lowly origin of the others will no doubt be 
exposed ; but the phar macological follow-up has scarcely 
begun. ‘More respect must be paid to ergomonamine, 
for Holden and Diver ® have shown it to be of totally 
different type. White gives a valuable epitome of the 
pharmacological and toxicological effects of the ergot 
alkaloids in the fowl, cat, rabbit and mouse, and mentions 
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that in the human subject the acute symptoms that they 
produce in the central nervous system include drowsiness 
and disturbances of temperature regulation and respira- 
tion ; as he points out, this triad strongly suggests some 
hypothalamic site of action for these alkaloids. The ob- 
servation is far from being merely academic, for the use 
of. ergot alkaloids in migraine foreshadows a widening 
field of clinical application. The pathogenesis of con- 
vulsive ergotism is even more obscure. White says that 
the nearest he ever approached to observing convulsive 
action was when he noticed an occasional retraction of 
the head which might last some time and rarely an 
athetoid movement of the forelimbs. He is attracted 
by Mellanby’s’ suggestion that convulsive ergotism is 
explained by vitamin-A deficiency on which chronic 
ergotism is superimposed. As yet this view has not 
gained general acceptance, and it is unlikely that any 
conclusive work will be done on the subject in the so-called 
civilised countries, where gross deficiency of vitamin A 
is comparatively rare. In some parts of the world, 
however, the widespread occurrence of xerophthalmia 
indicates that vitamin-A deficiency is common, and in 
such regions it should be possible for clinicians interested 
in experimental medicine to settle the issue. 


MALE INFERTILITY 

STERILITY and sub-fertility in the male are complex 
subjects, entailing exhaustive urological, endocrino- 
logical and laboratory studies. Progress made in the last 
ten years has been well summarised in three articles by 
H. A. R. Kreutzmann, S. R. Meaker, S. N. Vose and 
C. W. Charny.’ Cases may be divided into two groups: 
urological and endocrinological. The commonest cause 
of sterility in the first of these groups is a previous 
attack of gonorrhea resulting in bilateral epididymitis, 
stenosis of the ejaculatory ducts and chronic vesiculitis 
and prostatitis; more rarely the condition is congenital 
and due to cryptorchism, hypospadias or abnormal 
attachment of the epididymis to the testis. Endo- 
crinological causes are, however, responsible for more 
cases of sterility and sub-fertility than urological, the 
majority of them being due to hypoplasia of the testis, 
pituitary dysfunction and hypothyroidism. Examina- 
tion of the patient must include a careful history, a 
complete medical overhaul and a somewhat elaborate 
semen examination. All authorities are now agreed 
that the quality rather than the quantity of the sperma- 
toza provides the best index of the patient’s fertility. 
The old idea that a man with a spermatozoon count 
below 60,000,000 is to all intents and purposes sterile 
is now abandoned, for there have been many instances 
of conception with counts much below this figure. It is 
far more important that the proportion of abnormal 
spermatozoa should not be above 20-25%. Although 
endocrine disturbances are sometimes found which 
explain the abnormalities of the semen, more often than 
not the patients appear healthy, and all examinations— 
such as that of the metabolic rate—give normal results. 
Usually pituitary dysfunction is postulated, although 
no evidence of this can be discovered. Diagnosis is 
ahead of treatment. Consistently good results follow 
endocrine therapy only in cases due to hypothyroidism. 
Kreutzmann found that the administration of testo- 
sterone gave no result. Meaker and Vose emphasise the 
importance of dealing with any chronic infection, since 
bacterial intoxications have a decided effect on sperma- 
togenesis. Charny describes the technique and dis- 
cusses the place of testicular biopsy in the investigation 
of a case of male infertility. He points out that it is a 
simple innocuous procedure, and that it is not only a 
definite diagnostic aid in differentiating between obstruc- 
tive and non-obstructive semen defects but that it is of 
the greatest value in prognosis. Since we are still in the 
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dark as to the best method of treating these cases, testic- 
ular biopsies carried out before and after treatment 
yield the most direct evidence of the efficiency of the 
therapeutic agent employed. These papers may help 
to draw attention to the need for adequate investigation 
of the husband when marriages are childless. 


TOXICITY OF SULPHATHIAZOLE 


ALL really potent drugs seem to be two-edged weapons 
and the sulphonamides are no exception. Of the toxic 
effects of these drugs, those on the blood-cells are rightly 
dreaded since agranulocytosis is often fatal and methex- 
moglobin formation and anemia are always liable to 
appear if treatment is at all prolonged. Moeschlin and 
Hurschler ! now claim that one of the virtues of sulpha- 
thiazole is that it is much less toxic for the red cells than 
sulphapyridine. Their evidence is indirect. They 
noticed that in the blood of about 50% of patients receiv- 
ing sulphapyridine some of the red cells when stained 
supravitally with brilliant cresyl blue showed a definite 
intracorpuscular granule situated as a rule at the peri- 
phery of the cell; these granules were sometimes, but 
not commonly, found in reticulocytes. In patients 
treated with sulphathiazole, however, the red cells did 
not show these granules at all. To confirm this observa- 
tion they gave the two drugs to groups of white mice. 
Sulphapyridine produced the-e granules in the red cells 
of about 75% of the animals and the percentage of 
affected red cells ran roughly parallel with the size of 
the dose. But sulphathiazole even in much larger 
doses and given for long periods did not cause the 
granules to appear. The nature of these intracorpuscular 
granules is not known but they have been found when 
methzmoglobin formation has occurred and they may 
be produced by hemolytic drugs such as phenylhydra- 
zine; they seem to be definitely connected with the 
toxic action of drugs on the red cells and hence Moeschlin 
and Hurschler conclude that sulphathiazole i is less toxic 
than sulphapyridine. 

Sulphathiazole is excreted more rapidly than sulpha- 
pyridine and the maximum concentration of sulpha- 
thiazole in the serum is neither so high nor maintained 
for so long as that of sulphapyridine. Moeschlin and 
Hurschler consider these points but do not think that 
they are decisive ; they incline to a chemical explanation 
and suggest that the absence of the pyridine ring may 
render sulphathiazole less toxic to red cells. The 
question of the liability of sulphonamide drugs to 
produce methemoglobin has been investigated by 
Rimington and Hemmings.? They noticed that as a 
rule substances which produced porphyrinuria were also 
capable of producing methemoglobin in vivo; after 
examining several of these and related substances they 
concluded that it was the presence of a free, or potentially 
free, aromatic amino group that determined whether a 
drug could produce methemoglobin and was therefore 
liable to be toxic. They did not examine sulphathiazole, 
but since it has a free aromatic amino group like sulpha- 
pyridine, it is by this criterion also liable to be toxic. 

The explanation of sulphathiazole’s diminished toxicity 
is clearly not yet settled and it seems premature to 
recommend, as Moeschlin and Hurschler do, the whole- 
sale substitution of it for sulphapyridine in all but afew 
special cases. A better course seems to be that recom- 
mended by Gaisford and Whitelaw ? in the treatment of 
pneumonia—to give sulphapyridine at first in order to 
get the maximum concentration in the serum as soon as 
possible and gradually replace the sulphapyridine by 
sulphathiazole in subsequent doses. This mode of 
treatment exploits the pharmacological advantages of 
both drugs. 
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NURSE AND PATIENT - 


Miss RUTH GILBERT, supervisor of social work in the 
community psychiatric service of Newhaven, Conn., has 
written a book on mental hygiene for nurses dealing with 
the mental adjustment of patients, and of nurses to their 
patients and contacts. It is an American book, but the 
essentials of nursing are the same everywhere, so the 
book is nearly as valuable on this side of the ocean as on 
the other, and we have no work strictly comparable to it. 
Its title, ‘‘ The Public Health Nurse and Her Patient,’’? 
is somewhat misleading, for though it treats fully of the 
mental management of the sick and the psychology of 
sick nursing it deals equally fully with the psychology of 
health visit‘ng and the dispensation of health to the 
general public. It is most opportune, for nursing, and 
particularly public-health nursing, in Britain during its 
battle is dominated by emotional difficulties caused by 
war. The material side of nursing is not so much 
affected by circumstances, though war by its restrictions 
of apparatus and agents adds to its difficulties. But the 
. mental state of the population in war-time is far from 
normal and public-health nurses working in air-raid 
shelters, in bombed homes, or amongst evacuees meet 
an atmosphere of tension, fears and excitements different 
from that with which they are familiar in times of peace. 
Not only the health but much of the morale of the people 
depends on our public-health nurses. This will be fully 
appreciated by anybody who watches the activity of an 
efficient nurse in a shelter bringing comfort to a stricken 
crowd and allaying the confusion which may be the 
prelude to panic. Success depends mainly on her 
personality, but a knowledge of the technicalities of 
practical psychology, such-as Miss Gilbert provides, 
greatly helps to develop her personality and adjust it to 
her special task. The relief of distress lies neither in 
pity nor negation, but in understanding its mental 
processes. The expression “I am not going to hurt 
you” may cause more alarm than pain itself, and pity 
will do the same. So in dealing with the distresses of 
war it is useless to pity the sufferers or deny their 
suffering, but relief can be given by convincing them that 
the nature of the suffering is understood and that the 
appropriate remedy will be applied. It has been known 
from the beginning of medicine that trust in the physician 
is the most potent of all his remedies, for though it cures 
no disease it enables the patient to adjust himself so that 
he can be cured. A knowledge of how this trust can be 
attained is of even greater value to the nurse than to the 
physician, for she is longer with her patient and enters 
into a more intimate relationship with him. 


HEPARIN VERSUS ADHESIONS 


FURTHER progress has been made by E. P. Lehman 
and F. Boys ? in their experimental study of the preven- 
tion of peritoneal adhesions by heparin. Their earlier 
work suggested * that we have in heparin a useful weapon 
against this complication of abdominal operations, but 
the occurrence of intraperitoneal hemorrhage in 3 of the 
24 dogs used in.their investigations pointed to the 
necessity for further study of the technical details. 
Lehman and Boys have since operated on 75 more dogs 
without postoperative hemorrhage and it appears 
therefore that the three earlier mishaps were due to 
imperfect hemostasis. From their more - extensive 
observations they conclude that heparinisation of the 
peritoneal exudate in dogs inhibits the re-formation of 
divided intra-abdominal adhesions. Their study of the 
dosage required for optimum results is, however, still 
incomplete. It seems clear that more than two intra- 
peritoneal doses are necessary but the minimum effective 


1. pondon Humphrey Milford, Oxford University Press. Pp. 396. 
s. 6d. 


2. Ann. Surg. November, 1940, p. 969. 
3. See Lancet, 1940, 1, 743. 
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dose per day for three administrations has not yet been 
determined. While Lehman and Boys are satisfied that 
heparin, given in this way, is both effective and safe they 
consider that the time has not yet arrived when it can be 
used clinically. Postoperative paracentesis seems in- 
advisable in human subjects but it may be found prac- 
ticable to introduce the later doses of heparin either 
through the blood-stream or by drip through a rubber 
tube at the time of operation. 


THE SHELTERS SPONSORED 


THE Ministry of Health and the Ministry of Home 
Security, to do them justice, have always been willing 
to recognise the public shelter as the product of their own 
uncertain union, but they have only just made up their 
minds which parent the little one ought to turn to when 
afflicted with growing pains. However, all is now as 
merry as an affiliation order: the Ministry of Home 
Security (a father-figure, as Dr. Jane Suttie would see it) 
will be responsible for the number, location and con- 
struction of premises, while the Ministry of Health, like a 
capable mother, will look after the comfort, morals and 
management of the shelter and its safety from the point 
of view of health. As nursemaid, the Ministry of Food 
will make sure that the child gets proper meals by keeping 
the canteen stocked. This division of labour seems very 
sensible ; unity of control has been ensured by delegating - 
the administration of shelter management to the regional 
commissioners with the local authorities as their agents. 
Alderman Charles W. Key, M.P., has been appointed 
regional commissioner for the London civil-defence 
region, in place of Mr. Euan Wallace, the senior regional 
commissioner, who has had to retire from ill health. 
Provision of bunks, lighting and heating and canteen 
accommodation may now be expected to proceed more 
rapidly. Besides being responsible for these, the 
Ministry of Health, through the regional commissioners, 
will supervise sanitation, precautions against infection 
and public order in the shelters. The Ministry of Home 
Security will meanwhile obtain and equip more basement 
shelters ; more than 600 basements have been turned into 
public shelters in the last three months, providing 
accommodation for 100,000 people, but more will be 
welcome. Shelters in provincial target cities will be 
improved at the same time, and plans for shelters for 
suburban dwellers are being considered. Two experi- 
mental indoor shelters are now being produced. By the 
end of the war we shall probably be as contented a race 
of troglodytes as any in Europe. 


VOLUNTARY HEALTH INsurRANCE IN New YORK STATE.— 
A report by the medical economics committee of the 
Westchester County Medical Society complained that the 
number of medical expense insurance companies and health 
insurance companies licensed to operate in the state since 
1938 by the State Social Welfare and State Insurance Depart- 
ments is so great that all such plans are now in financial 
jeopardy. ‘‘ The medical society,” it is stated, “ has given 
its support for several years to the idea of voluntary medical 
expense insurance. The society would be sorry, indeed, to see 
this idea discredited because of the failure of a myriad of 
shoestring organisations.” In reply to this charge, Mr. Louis 
D. Pink, State Superintendent of Insurance, states that there 
are but three companies licensed in the whole state of New 
York and only one of these is in the metropolitan area. 
Permits have been granted to five other organisations in New 
York City to organise under the provisions of the 1939 law. 
All of these plans are organised on a non-profit basis. In all 
of them there is a provision that the physicians will agree to 
accept a pro-rata share of the income of the organisation in 
case there is not sufticiont funds to pay them the complete 
amount of their schedule. The State Insurance Department 
recognises that some of the plans may not succeed but believes 
that wide experimentation is desirable. *‘ If,” remarks Mr. 
Pink, ‘‘ these doctors who are criticising would try to get 
behind this plan and put it over, instead of going around 
making speeches, the plans might be a success.” 
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Special Articles 


A MEDICAL EXAMINATION OF 1592 
WORKERS 


By J. N. Morris, M.A. Glasg., M.R.C.P. 


STATISTICS and analyses of mortality in this country 
are available in abundance, but statistics of morbidity 
are most incomplete, and for adults accurate figures are 
available only for notifiable infectious disease.! The 
present report may therefore be of interest. Shortly 
before the war I examined 1592 workers, employees of a 
Midlands corporation, who had simultaneously become 
eligible under the Local Government Superannuation 
Act 1937 ; they included 1352 men and 240 women.: The 
women were too few for any striking facts to emerge, and 
detailed results will be presented only for the men. 
Applicants filled in a questionnaire on their own and their 
family history. A full physical examination was then 
made of each. Many were seen twice and a few three 
times ; some 60 were sent for a second opinion to members 
of the consulting staff of the local municipal hospital. 
The pathological and X-ray facilities of the hospital were 
freely used; though it was not possible to do routine 
radiography of the chest or examine the cerebrospinal 
fluid. 

Findings in Male Workers 
The distribution in age-growps was as follows :— 


Age D No. Age No. 
17-29 .. es .. 290 40-49 we .. 319 
30-39 .. 5% .- 468 50-64 F? .. 275 

Total .. .* 1352 


This distribution is on the average somewhat older than 
that of social classes III and Iv in the Registrar-General’s 
Occupational Mortality Supplement for 1931. 

Occupations.—There were 1290 manual workers, 
skilled, semi-skilled and unskilled, on the staff of the 
various corporation departments ‘(city engineers, elec- 
tricity, gas, water, housing, parks, baths) and 62 non- 
manual workers (nurses, clerks and foremen). 

The disorders found in those examined are set out in 
the table. 

FINDINGS IN 1352 MEN 


Cases Cases 
CARDIOVASCULAR > aq 
‘philis .. oe Di 13 
Congenital heart ere 4 2ypnaie 
V.D.H. x 13 
Hypertension ii 24 ‘CHRONIC RHEUMATIC 
Disease of blood-vessels 5 Osteoarthr itis : 12 
ALIMENTARY Spondylose siiemoltaue 1 
Dental disease .. we 1327 : 
Chronic tonsillitis 15 OCCUPATIONAL 
Peptic ulcer sa 4 Cement dermatitis 3 
nic dyspepsia as 48 Pitch wart 5 1 
_ Diverticulitis .. os 1 Chronic carbon- monoxide 
poisoning 
Hernia .. 7 rer 90 
RESPIRATORY MISCELLANEOUS 
Chronic bronchitis nag Defective hearing 87 (of 903) 
emphysema í 43 Defective vision sa 280) 
Asthma a nS 3 Cataracts oe 6 
Bronchiectasis .. e 3 Iritis .. a bs 1 
Fibrosis of lung 2% 1 
NERVOUS Deformity of fect es 373 
FOEU Cones on PTO RN 4  Orthopædic deformities 9 
Migraine ss d; 2 
Miscellaneous .. . 12 Chronic eczema : 5 
. Psoriasis Sn én 5 
GENITO-URINARY Scabies 1 
Urinary ER ? 
rina ections ee 
Oxal s 3 Obesity ee ae ee 35 
Senile ‘enlargement of 
prostate . RF 2 Anemia as ss 28 
Hydrocele ait 6 Leukemia .. ae 1 
Varicocele sa sa 11 Purpura 


1. Important information is contained in the report (vol. i) of the 
Ministry of National Service, 1920 ; in the reports of the chief 
medical officer of the Ministry of Health for 1924, 28, 333 and 
in the annual report on incapacitating sickness "published by 
the Scottish Board of Health. 
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Absentees.—Only workers on the ‘*‘live” register of 
their departments were called for examination, and 20 
did not turn up because of sickness. These diag- 
noses were obtained from the medical certificates of 
absentees : pulmonary tuberculosis (2 cases), pleurisy 
(1 case), chronic rheumatism (3 cases), high blood-pres- 
sure and injury to the chest (1 case), other injuries (2 
cases), rheumatism with heart failure, cardiac asthma, 
bronchitis, acute appendicitis, scarlet fever, chronic 
colitis, gastritis, prolapsed hemorrhoids and neuralgia 
(1 case each). 

CARDIOVASCULAR DISORDERS 


Heart disease.—A history of ‘ juvenile ” rheumatism 
was obtained in 29 men (2:1%)—rheumatic fever 23 cases, 
“ subacute ’’ rheumatism 3 cases, chorea and rheumatic 
fever 2 cases, chorea 1 case. Obvious cardiac lesions 
were found in 8 of these 29 men: mitral stenosis and 
aortic regurgitation 1 case; mitral stenosis 3 cases; 
mitral regurgitation (with an organic murmur and 
cardiac enlargement) 4 cases. Another 5 men had 
valvular disease which was very likely rheumatic, 
though a definite history could not be obtained: mitral 
stenosis and aortic regurgitation 1 case; mitral stenosis 
l case ; aortic regurgitation (with negative blood Wasser- 
mann reaction and no radiological aortic enlargement) 
3 cases. This makes a total of 13 cases—just under 1% 
of the men examined. Only 1 of the 13 had any symp- 
toms; 2 knew that there was ‘‘ something wrong with 
the heart’’; none had made any arrangements for 
periodic medical examination ; several were in unsuitable 
jobs; in only 2 of the 13 ‘was the dental condition 
satisfactory. 

Hyperpiesia.—Using the arbitrary diastolic base line 
of 105 there were 24 cases of hypertension; 13 had 
symptoms. 

Blood-vessels. — There: were 1 case each of angina pectoris, 
intermittent claudication, femoral thrombosis, post- 
traumatic elephantiasis, angioneurotic oedema. 


TEETH 

The teeth were examined, a hand torch and wooden 
spatula being used. In the whole series, 539.men, or 
39%, had dentures, either one or two plates, at the time 
of the examination.. The rest were graded as follows: 
grade 1, satisfactory, no defects requiring treatment 
observed ; grade 2, fair, up to six cavities, roots, stumps, ` 
early pyorrhca; grade 3, poor, more than six 
lesions, severe pyorrhea, teeth inadequate for mastica- 
tion. Most of the teeth in grade 3 (34% of the men in 
the series) were beyond conservative dentistry. Results 
at different ages were :— 


Age Dentures Grade 1 ‘Grade 2 Grade 3 
% % % 70 
17-29 , ; S3 .. 15 a 7 ea 49 ih 29 
30-39 T s% .. 38 ii 1 ce 27 as 33 
40-49 ; : -. 48 me 0 $ 16 ae 36 
50-64 at 59 ee 0 Ss 6 ae 35 


Dental hygiene. —Of 415 consecutive men questioned 
125 (30%) brushed their teeth daily; 131 (32%) 
brushed their teeth less than once daily, but once or more 
152 (37%) brushed their teeth less than once a 
week, most of them not at all. A few devices were 
unclassified—e. g., a weekly rub with soot, or an occasional 
wipe with a towel. 

Dental treatment.—Many of the men ptobably started 
life with poor teeth. Ignorance of the value of conserva- 
tive dentistry was therefore all the more serious. It was 
rare to meet anyone who visit d hisd ntist regularly, and 
throughout there was an indifference if not actual 
antagonism to dental treatment. 

I wondered if, as fathers, the men examined took more 
interest in their children’s teeth than in their own. It 
appeared not. The reports of the local school dental 
officer bear this out. The men I examined were probably 
a fair sample of the local elementary-school parents, and 
acceptance rates for dental treatment at the council 
schools were as follows :— 


Needed im- Actually reccived treatment (%) 


Year mediate 
treatment At school By private Total 
(%) clinic dentist 
1936 70:9 23-9 2-2 26-1 
1937 71-4 24-2 2°5* 23-7 


* Estimated. 
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Ignorance and apathy are not the only difficulties. 
Many of the men told me that their approved society 
granted little or no dental benefit. Many others, for 
some reason, were ineligible. , 


. ABDOMINAL CONDITIONS 


Hernia.—Of 75 men who were ruptured, 15 had 
bilateral inguinal hernia, 55 unilateral, and 5 had a 
hernia of the umbilicus or abdominal wall. Counting 
the cases of bilateral hernia as two, there is a total of 
90 hernias. Only 36 of the men had a satisfactory truss ; 
8 had a truss which was inadequate and 46—just over 
half—had no truss at all, despite the fact that their 
hernias were often very large and that some had a history 
extending over many years. In addition to these men, 
28 had scars from previous operations for hernia; 21 of 
the scars were satisfactory ; in 7 the hernia had recurred. 

Operations.—10 men had been operated on for peptic 
ulcer and 57 (4%) for appendicitis. 

Purges.—61% of the men dosed themselves with patent 
medicines. Most of these took their medicine regularly, 
the ‘‘ week-end clear-out ’’ being particularly popular ; 
very few took purges because they were constipated. 
In most the habit was so well established that no reason 
for it was immediately forthcoming. On consideration 
the commonest answer was that. they ‘‘ felt better” for 
the “ clean-out,”’ ‘‘ clear-out,’’ or “‘ flush.” 


PULMONARY TUBERCULOSIS 


Two men with pulmonary tuberculosis and a third 
with pleurisy did not present themselves for examina- 
tion. No definite cases of tuberculosis were discovered 
among the 1352 examined. The findings of mass radio- 
graphy elsewhere suggest that it is highly unlikely that 
there were no cases of pulmonary tuberculosis in the 
series. Although routine radiography could not be 
done, all cases with anything suspicious in family history, 
personal history or physical signs were examined 
radiologically. Among these—more than 100—there 
were only 4 doubtful shadows on the films. No certainly 
active lesions were found in this way. 


SYPHILIS 


There were obvious stigmata of congenital syphilis in 
2 men; 1 man was under observation at a local V.D. 
‘clinic ; 2 others had obvious tertiary lesions. These all 
had negative blood Wassermann reactions. More 
interesting was a group. of 8 men with neurosyphilis. 
None gave a history of old syphilitic infection, none had 
any idea that he was suffering from syphilis, none was 
under observation or treatment, and none was disabled. 


Age 34, Argyll-Robertson pupils only ; blood W.R. positive. 
Age 41, well-marked tabes ; lightning pains and bladder trouble ; 
blood W.R. negative. 
Age 41, tabes; large gummatous ulcer of leg; 
positivo. ; 
Age 44, tabes with dementia; scar on penis; blood W.R. 
negative. 

Age 47, tabes; blood W.R. positive. 

Age 55, meningo-mesencephalitis with papilloedema; blood 
W.R. positive. 

Age 58, tabes; atrophy of testes; blood W.R. doubtful. 

Age 60, tabo-paresis; gummatous scarring about mouth ; 
blood W.R. negative. 


O 
e e 


blood W.R. 


Cont Coan = 1 


NERVOUS SYSTEM 


There were 4 cases showing post-concussion syndromes, 
2 cases of migraine, 1 case of each of the following : 
residual hemiplegia, chronic alcoholism with epilepsy, 
postencephalitic parkinsonism, localised and arr sted 
progressive muscular atrophy, Adie’s syndrome, brachial 
neuritis, traumatic anæsthesia of leg, congenital torti- 
collis, congenital nystagmus, old poliomyelitis, spastic 
diplegia, sciatica, and von Recklinghausen’s disease. 

Neuroses.—The method of examination did not allow 
of an investigation into possible psychological abnor- 
malities ; but 8 men suffered from advanced chronic 
anxiety states, 1 had obvious hysterical phenomena. 


HEARING 


Since there is little information on the incidence of 
deafness, a special questionnaire on hearing was filled in, 
the form used being the one recommended by Miss Tookey 
Kerridge.2 This inquiry was not begun till a few weeks 
after the investigation as a whole, but 87, or just under 


2. Lancet, 1939, 1, 1178. 
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10%, of the 903 men investigated complained of defective 
hearing ; in most cases the defect was unilateral. There 
was an acute rise in the incidence with age, from 5% at 
17-29, to 17% at 50-64. In 13 of these cases the drums 
were obscured by wax, in 51 there was eyidence of middle 
ear disease (29 present, 22 past), in 23 no possible etiology 
was found. 
VISION 


Of all the men examined 280, or 21%, had vision with 
both eyes of 6/12 or less. The incidence of this degree of 
visual defect was 11% in the 17-29 group, 15% at 30-39, 
18% at 40-49, and 45% at 50-64. Of the 280, 38% had 


_ glasses which improved their vision ; 61% had no glasses. 


A few had glasses which did not correct the defect. 


FEET 


Flat-foot was found in 63 men, of whom 12 complained 
of some pain. There were deformities of part of the 
forefoot in 310 men (i.e. 23%) such as hallux-valgus 
complex or toes crushed together so that they overlapped. 
There was a rising incidence with age. The feet were 
rarely normal. Many of the men had abnormal crowd- 
ing of the toes, though not severe enough to produce 
overlapping. Corns and callosities were too many to 
count. Whatever else may be responsible, the frightful 
shoes worn were only too obviously implicated. But 
even with gross anatomical abnormality there was little 
if any disability, and skin-pain apart, no discomfort. 


ANAEMIA 


Many men in the series were clinically suspected of 
anemia. When hemoglobin estimations were made on 
these the anæmia was confirmed in only 28 cases, their 
percentages ranging from 58 to 85 (Haldane). In only 6 
was a likely cause (e.g. bleeding piles) obvious. There 
was one case of chronic lymphatic leukeemia in a man 
§. He had no symptoms but was rather pale and 
had glands in the axille. 


UNDIAGNOSED CASES 


In several cases no final diagnosis could be made. 
These ineluded men with Horner’s syndrome (2 cases), 
heavy albuminuria with no other signs or symptoms 
(2 cases), thrombo-phlebitis migrans, olecranon bursitis, 
acute arthritis, suspected chronic cholecystitis, and 
1 case of suspected psychosis. 


Findings in Women 


Of the 240 women, 182 were under thirty. Apart from 
47 laundresses, cleaners and the like, they were non- 
manual workers, most of them being nurses (a preselected 
medical sample). Two did not present themselves for 
examination because of pulmonary tuberculosis, and 2 
were recovering from operations for malignant disease. 
Of those examined 13 gave a history of juvenile rheuma- 
tism (just over 5%) and there were 6 cases of rheumatic 
carditis, an incidence of 2:5%. The dental condition in 
those under thirty was similar to that of the men, but 
in those over thirty it was much worse. Hemoglobin 
estimation in 191 consecutive cases showed an average 
of 93:44% Haldane with a range of 45-108%;_39 were - 
below 85% ; 23 women complained of menorrhagia ; and 
of these 17 had a hemoglobin of less than 85%. Apart 
from 7 endocrine disorders—1 case of Graves’s disease, 
1 of simple goitre, 2 of myxcedema and 3 with menopausal 
symptoms—there is nothing of interest to report. The 
chests of almost all nurses were examined radiologically, 
and in 2 suspicious shadows were found. Deformities of 
the feet were commoner than among the men (35% of all 
examined); there was little change with age. 


Discussion 


All the men and women examined were under 
national health insurance. The general standard of 
health cannot, therefore, be considered satisfactory. Of 
the 1592 examined, 112 (7%) would probably have been 
rejected for life insurance, and might, therefore, be 
described as suffering from major disorders ; many more 
would have been weighted. Minor disorders were legion 
and included bad teeth, dyspepsia, hernia, chronic 
bronchitis, defects of hearing and vision, anemia, 
varicose veins and deformed feet; 

Of the 112 men and women in whom major disorders 
were found, 12 were, or had recently been, under medical 
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care at the time of the examination. Similar records 
showed that in the case of varicose veins, a minor disorder, 
of the 252 men who had the condition, only 7 had ever 
consulted their doctors about it. For the most part both 
major and minor disorders were neglected or unsuspected. 
Inquiry did not confirm the disinclination to seek advice 
noted at the Peckham Health Centre,’ although the 
workers as a rule sought medical attention only for the 
alleviation of symptoms which were both unpleasant 
and disabling. Actually, 50% had seen their doctors 
during the preceding two years, and 22% between two 
and five years ago. Most of the major disorders found 
were symptomless, or had symptoms which did not 
interfere with the daily work. The minor disorders were 
usually quite obvious ; they were seen but not perceived. 
Bad teeth, as far as most of the subjects were aware, 
were quite natural and normal. Most of the major 
disorders would have benefited from medical care, if only 
as management. The minor disorders were largely 
avoidable and unnecessary; they could have been pre- 
vented, controlled or cured. 

These findings demonstrate the value of routine 
medical inspection or health examination of adults, such 
as those already taken for granted in the school popula- 
tion. Once organised, regular health examinations 
would mark a major advance in public health. 


I wish to thank Mr. W. T. Russell, F.S.S., for advice on the 
statistics. 


DECONTAMINATION 


THE accommodation available for dealing with gas 
contaminated casualties has recently been reviewed by 
the Ministry of Health, and a memorandum has been 
issued to all scheme-making authorities, with a plan 
illustrating a model cleansing unit to be attached to a 
first-aid post. Authorities are advised (Circular 2241, 
1940) to review urgently the provision now made for 
decontamination. The centre should consist essentially 
of four compartments: an outside stripping-shed ; an 
inside undressing room; a washing or shower room; a 
dressing room. The object is to prevent the spread of 
gas vapour from the stripping-shed onwards. The four 
compartments should therefore be sealed off from one 
another and the doorways covered by wet blankets, and 
the floors should be impervious, preferably concrete. 
Each compartment should have cross ventilation, and 
the stripping room should be above ground level. The 
published plan illustrates a more effective arrangement 
of the gas cleansing section than had heen previously 
proposed. Each compartment. of course, is duplicated 
so that the sexes are separated. In the stripping shed 
the contaminated person will leave outdoor clothing. 
The concrete floor should have a curb surround to prevent 
liquid flowing on to the surrounding ground, and the 
floor surface should fall towards a drainage outlet. A 
stand-pipe and hose should be provided for hosing down 
the floor and walls. The undressing room floor should 
also fall to a drainage outlet; an eye douche will be 
provided here. In the cleansing room there should 
be a sunk space or tray under the showers with a fall 
towards a drainage outlet. Hot and cold water should 
run to a mixing valve and connections should be provided 
for two or more hand sprays and lengths of hose, in 
addition to showers. Eye douches are also to be avail- 
able in this section. The dressing room is provided with 
cupboards for clothing and opens into the waiting room 
of the first-aid post by way of a corridor and two sets of 
doors. | 

Authorities are urged to improvise as far as possible to 
bring their existing posts into line with these minimum 
requirements, and to bear in mind that the cleansing 
section of a first-aid post might be used for the purpose 
of cleansing children. Proposals should be submitted 
to the senior regional officer, and the technical staff of the 
regional office will be ready to confer with local authori- 
ties and give them what help they can. Concentrations 
of gas may occur near first-aid posts, so that blankets 
-should be fixed over all outer doorways unless other suit- 
able measures have been taken. Copies of the circular 
have also been sent to the county medical officers and 
medical officers of health. 


3. Biologists in Search of Material, London, 1938. 
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SCOTLAND 


GLASGOW ROYAL INFIRMARY 


At the annual meeting of the managers of the Glasgow 
Royal Infirmary with the nursing staff, the chairman, Mr. 
Charles Glen, denied that urgent cases had been refused 
admission because of shortage of beds. When war broke 
out they were instructed to hold 400 beds vacant for air- 
raid casualties. Under such conditions they could not 
fulfil their duty to the civilian public, and they immedi- 
ately made arrangements to convert their auxiliary 
hospital at Canniesburn and the Schaw convalescent 
home into hospitals, and with the help of Lenzie con- 
valescent home made up the entire number of beds 
required by the Department of Health. Speaking also 
for the Western and Victoria Infirmaries, he said that in no 
instance had any urgent case been refused admission. 
They would always have waiting lists but in their hospital 
the list was turned over frequently during the year. If 
there were cases who had to wait longer than their medi- 
cal advisers considered right he would be glad if these 
doctors would communicate directly with him so that full 
investigation might be made. The publicity about wait- 
ing lists had already had repercussions. In at least one 
instance a serious reduction of contributions from 
employees had been made under the misapprehension 
that, as casualty beds were being kept vacant, ordinary 
civilian patients were being neglected. The voluntary 
hospitals existed by the sympathy and generosity of the 
public, and while they welcomed the arrangement made 
with the Department of Health that waiting lists should be 
reduced they were not prepared to admit that they had 
neglected their duty to the public in any way. 


GYNZCOLOGICAL SERVICE IN INVERNESS 


Representation has been made to the Royal Northern 
Infirmary, Inverness, that. there is a fully qualified 
gynecologist at present serving as obstetric surgeon to the 
local authorities of the northern counties and the burgh 
of Inverness, and urging the infirmary to assign beds for 
gynecological cases and appoint Dr. T. N. MacGregor to 
take charge of them. Dr. E. K. Mackenzie of Tain, who 
moved the motion at a recent meeting of the Ross and 
Cromarty insurance committee, said he had resigned his 
directorship of the infirmary because of the objection to 
his advice that beds be apportioned to gynecological 
cases, and because it gave him more freedom to agitate 
against a policy which was contrary to all modern 
practice. Every other district in Great Britain had 
taken full advantage of modern methods of treating 
women’s diseases but the directorate and staff of the 
Northern Infirmary alone refused these to the women of 
the northern highlands. Many doctors had felt for 
years the absence of a qualified gynecologist in that 
area. Women who could little afford it had to be sent 
to southern towns for treatment. This lack had been 
brought to the notice of the Department of Health and a 
fully qualified obstetrician and gynzcologist had been 
appointed by them, but he had no place at the infirmary 
although he had been welcomed by doctors and hospitals 
from Lochaber to Caithness. 


IRELAND 


MORTALITY AND MORBIDITY 


THE annual report of the Department of Local 
Government and Public Health for the year ended 
March 31, 1939, shows that there has been a decline 
(from 542 to 487) in the number of deaths from the 
principal infectious diseases as a whole, but an increase 
in the number of deaths from diphtheria (from 293 to 
314). The number of cases of typhoid notified fell from 
413 to 254, with 46 deaths. Deaths from tuberculosis 
fell from 3639 to 3216, representing a mortality of 
1:09 per 1000 of the population, the lowest rate yet 
recorded. Infant mortality declined from 74 to 67 per 
1000 births, the rates being highest in the cities of 
Dublin and Waterford, and lowest in co. Leitrim. The 
report states that there has been better progress in 
reducing infant mortality in Dublin, where in a number of 
bad housing areas the tol] on infant life is very heavy. 
The maternal mortality-rate per 1000 births was 4-1, 
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compared with 3-6 in 1937-38, and 4-7 in 1936-37. The 
deaihs from puerperal sepsis were at the rate of 0:8 per 
1000 births, compared with 0-9 in the previous year. In 
Dublin city the rate was 0 6, and there were no deaths 
from this cause in the cities of Cork and Limerick, 
or in nine counties. The number of children examined 
under the school medical inspection schemes increased 
by 6308 to 130,564. Dental defects were found in 43% 
of those examined, eye defects in 13%, and throat or 
nasopharyngeal defects in 19%. 


SERUM SUPPLIES 


For several years past—even before a European war was 
imminent— individual members of the medical profession 
had pointed out the risk to Ireland entailed by the fact 
that all supplies of therapeutic serums are imported, and 
at various times suggestions were made for the establish- 
ment of a laboratory or laboratories for the manufacture 
of such essential substances. Nothing was done, how- 
ever, although the dangers were greatly increased when 
war broke out. In the past supplies were readily ob- 
tained from England and America, but the latter source 
is now closed or nearly so. Up to the present it is under- 
stood that adequate supplies from England have been 
available, but if there should be interferences with trans- 
port between the two countries, or if the supply in 
England should be so diminished as to render export 
unpermissible, Ireland, on the exhaustion of existing 
stores, might have an appalling death-rate. In a letter 
to the press Mr. Sean Milroy, a former senator and a 
member of Dublin corporation, urges that the manu- 
facture of therapeutic serums in Ireland should be 
undertaken without delay. He recalls that when the 
plans of a new fever hospital for Dublin were under 
consideration a few years ago it was proposed to include 
a research laboratory, but the Department of Local 
Government and Public Health objected and the labora- 
tory had to be deleted from the plans. Mr. Milroy has 
done a public service in calling attention to this urgent 
question. 


MEDICINE AND THE LAW 


Alleged Adulteration of Milk: the Burden of Proof 


_ We may respectfully applaud the dictum of the Lord 
Chief Justice in James v. O’ Neill that it is very important 
that prosecutions for the alleged adulteration of milk 
should not be loosely decided. ‘This was a case where a 
milk sample, purchased in the street by a food and drugs 
inspector, was found to be deficient in non-fatty solids 
and to contain not less than 7% of added water. 
How had the alleged adulteration occurred? O’Neill 
employed a man named Davies to milk ten cows at his 
farm. After milking each cow, Davies carried the pail 
to the dairy and poured it into a churn. Both pail and 
churn were previously dry. While he was milking the 
rest of the cows, the milk already in the churn was not 
under observation, but a dog kept outside the dairy 
would have barked if anyone came near. When all’ten 
cows had been milked, an air-tight lid was put on the 
churn and it was loaded into O’Neill’s van, driven to his 
premises at Penarth, and delivered to his employee named 
Sadler, from whom the inspector bought the defective 
sample. Sadler bottled it in an adjacent dairy; the 
bottles were previously dry; they were put into crates 
and left in the dairy. O’Neill was the last person to 
leave the dairy in Penarth at 6 p.m.: he was there from 
time to time between 6 p.m. and 8 p.m. It was not 
under observation between 8 p.m. and 7 a.m. next day ; 
the door was not locked ; someone might have entered it 
by climbing a 6-foot wall. There was no evidence of the 
climbing of the wall, and the caps of the bottles were 
intact. When Sadler took the bottles to deliver to 
customers he found them just as he had leftthem. He 
himself delivered the milk from the van; he might have 
left the van unattended for half a minute each time he 
delivered the milk. But, on the whole, O’Neill was thus 
able to give a satisfactory history of non-interference with 
the milk. He suggested that the added water might be 
explained by the condensation resulting when warm milk 
was poured into an unheated churn which was closed 
soon afterwards with an air-tight lid. 
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The decision of Bowen v. Jones (1917) establishes that, 


if a defendant pleads that the milk when sold was in the 


condition in which it left the cow, his evidence must 
cover the whole time from milking to sale. There must 
be no gap. The Glamorgan justices, bearing that 
decision in mind, dismissed the information. The police 
appealed on the ground that O’Neill had not discharged 
the burden of proof because there had been periods when 
the milk was not under observation. The Lord Chief 
Justice, giving the judgment of the High Court, said that, 
if the justices had convicted O’Neill, no one could have 
argued that there was no evidence to justify the con- 
viction. But they had found as a fact that the milk 
when sold was the same as when drawn from the cow. 
The police contended that there was a gap between 
8 p.m. and 7 a.m. As, however, the caps of the bottles 
had been declared to be in the same condition at the end 
of that period as at the beginning, it could not be said 
that the justices had no evidence on which to dismiss the 
charge. The appeal was therefore dismissed. 

There has been some judicial uncertainty about the 
defence that the milk is sold in the same state as it came 
from the cow. In Smithies v. Bridge (1902) there was a 
deficiency in fat because the cow had not been milked for 
several hours, although it was sold in the same state as 
when drawn from the cow. In holding that this milk 
was ‘“‘not of the nature, substance and quality 
demanded,” Lord Alverstone criticised the old decision 
in Lane v. Collins (1884) where a purchaser asked for 
“ milk ?” and was supplied with skimmed milk with a 
60% deficiency in fat. The decision in Smithies v. Bridge 
was criticised in turn in Hunt v. Richardson (1916) 
where the deficiency in fat was due to the cows feeding 
on wet grass and maize. It seems to be now well 
established that if the milk is shown to be the same 
at sale as at milking it satisfies section 3 of the Food 
and Drugs Act by being of the nature, substance and 
quality demanded by the purchaser. The further 
tightening of the law must depend on the public insist- 
ence on a high standard and on overcoming the natural 
opposition of agricultural interests. 


Medical Evidence of Insanity 


Medical superintendents of mental hospitals have 
probably noted the announcement last month by the 
President of the Divorce Court that it is now possible for- 
them to give evidence of the state of mind of a respondent 
spouse in matrimonial proceedings by affidavit. The 
president has explained that this concession applies only 
to those cases where the medical witness can definitely 
express, with reasons, his unqualified belief in the 
patient’s incurable unsoundness of mind and in the con- 
tinuance of ‘‘ care and treatment ’’ for the prescribed 
statutory period. Medical superintendents, he observed, 
should also thus deal in appropriate cases with any 
question of extra comforts for the patient or any other 
matter relevant to the issue. He emphasised that 
witnesses must bear in mind the essential difference 
between incurability and mere unlikelihood or improb- 


_ ability of recovery. Any statement like ‘‘ It is my belief 


that the respondent is unlikely to recover ” is not enough 
to bring the case within the concession.; it is not the 
expression of an unqualified belief in the patient’s incur- 
able unsoundness of mind. 

-= This welcome innovation of practice will undoubtedly 
gave the time of busy practitioners and diminish the cost 
of petitions. 


Hospital Employment and the Truck Acts 


In Cameron v. Royal London Ophthalmic Hospital a 
stoker complained under the Truck Acts of the deduction 
from his wages for laundry and lodging. The 1831 Act 
expressly excludes its application to domestic servants 
and the courts have been able to take a liberal view of 
what service is domestic. Lord Justice du Parcq dis- 
missed Cameron’s claim for repayment of the deductions. 
He was a mechanic employed to do odd jobs requiring 
skill, but most of his work was routine work. He was 
somewhat in the position of a chauffeur. Boarding 
schools, residential colleges and universities could be 
“« domestic establishments.” So also a hospital could 
be a domus; some kinds of hospital are commonly 
referred to as homes. 
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CONTROL OF THE BED BUG 
By J. R. Busvine, Ph.D., B.Sc. Lond. 


RESEARCH WORKER IN THE DEPARTMENT OF ENTOMOLOGY, LONDON 
SCHOOL OF HYGIENE AND TROPICAL MEDICINE 


UNDER present conditions people’s standards of hygiene 
are bound to suffer, and one result is likely to be a spread 
of bed bugs. This unpleasant pest has only to. be 
carried in the bedding of a few people to the large 
shelters to establish itself. 

The extermination of bugs is greatly affected by cir- 
cumstances. If infested furniture is being moved to a 
new house it can easily be disinfested by fumigation in a 
specially constructed van, and this is the method adopted 
by certain borough medical authorities in their slum- 
clearance schemes. On the other hand, there are 
villagers~in backward countries who obtain relief by 
trapping bugs in paper or leaves and subsequently burn- 
ing them (e.g. in the Balkans; Bogdandy 1927). 
Between these two extremes, conditions favouring the 
exterminator vary and will determine the appropriate 
measures to be used. I intend to describe the most 
effective methods first and proceed to others which, for 
various reasons, are sometimes more practical, and shall 
mention some promising new lines of attack. 


FUMIGANTS 

Insecticidal gases or vapours have the advantage of 
thorough penetration and are the only insecticides 
which will ensure immediate destruction of bugs and 
eggs hidden in inaccessible crevices. Their limitation 
lies in the fact that the structure to be fumigated must 
be reasonably gas-tight. One cannot guarantee success 
with any structure less substantial than an ordinary 
dwelling-house because it is impossible to maintain a 
concentration of gas for any length of time even in a 
well-built house. The vapour is lost by absorption and 
leakage so that a few hours after evolution of the gas the 
concentration in the free space falls below 50% of its 
initial value; and unless a high concentration of gas is 
maintained in the free space the gas will not penetrate 
sufficiently into the crevices where the bugs live. For 
these reasons the dosage of gas which has to be used in a 
practical fumigation may be 10 or 20 times the dose 
which is found lethal to the bugs in the laboratory. 

It is often impessible to be sure of exposing all the bug 
population to an overwhelming dose of fumigant, so that 
it is essential to know at which stages in its life-cycle 
the bug is most resistant. The resistant stages are not 
the same for every fumigant ; the eggs. for example, are 
relatively susceptible to hydrogen cyanide and ethylene 


oxide, but they are much more resistant than other / 


stages to sulphur dioxide, chlorpicrin, trichlorethylene or 
chloroform. Resistance seems to be less capricious in 
other stages of the life-history; usually resistance 
increases throughout development and shows a slight 
decline in the adults. The state of metabolism also 
affects the resistance of bugs to fumigants; under warm 
conditions they are far more susceptible than under cold. 
Starvation augments their resistance to ethylene oxide 
and sulphur dioxide (Busvine 1938, Gough 1939). 

Questions other than toxicity to the bug must be 
considered in comparing various fumigants; among 
these are danger to man (acute or chronic intoxication), 
fire risk, cost, damage to fabric or metals and the margin 
between the lethal concentration and saturation. The 
health hazard is pre-eminently important because of the 
close association of the parasite with man. The fumi- 
gants most frequently used in this country for destroying 
bugs can be expected to remain relatively cheap and 
easily obtainable during the war; they are hydrogen 
cyanide, sulphur dioxide, coal-tar solvent naphtha and 
orthodichlorbenzene. 

Hydrogen cyanide is the most efficient fumigant for 
bed bugs, its only drawbacks being lack of pronounced 
smell and great toxicity to man. At ordinary room 
temperature (say 65° F. or 19°C.) the most resistant 
bugs succumb to a concentration of 1 mg. of hydrogen 
cyanide per litre, maintained for six hours. The dosage 
necessary in practice varies from 12-24 oz. per 1000 cu. ft.! 


J. 1 oz. per 1000 cu. ft. equals almost exactly 1 mg. per litre. 
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with an exposure of at least six hours. Page and his 
colleagues (1939) made a study of gas concentrations 
during a house fumigation and based a series of recom- 
mendations on their results. Like other fumigants 
hydrogen cyanide is retained by absorbent materials and 
subsequently given off into the air. For this reason at 
least twenty-four hours’ airing is necessary before a 
house may be safely reinhabited. It is very dangerous 
to fumigate clothes or bedding, and precautions must be 
taken even with cushions and upholstered furniture. 
Sulphur dioxide is cheap, and owing to its strong smell 
is free from hazard because no-one would tolerate a 
dangerous concentration for long. It has been used for 
many years against bed bugs, but there are conflicting 
opinions about its effectiveness and the proper dose to 
use. Recommendations of from 1-7 lb. of sulphur per 
1000 cu. ft. have been made without determining the 
concentrations produced in houses by these rates. 
Hughes (1934), who advocates a heavy dose, considers 
that about 10-20% of sulphur fumigations are unsuc- 
cessful. A recent laboratory study by Gough (1939) has 
established which stages are most liable to survive. 
The eggs immediately after being laid are 2-3 times as 
resistant as the nymphs and adults. Starvation appears 
to increase resistance of bugs at other stages though they 
do not surpass the eggs. In my opinion fumigation for 
at least six hours with 3 lb. sulphur per 1000 cu. ft. can 
be relied on to kill the active stages of the bug, but a few 
eggs may escape. If sufficient survive to maintain the 
infestation fumigation should be repeated before they 


become adults and produce eggs again (i.e. within the 


next six weeks). In sulphur fumigation it is important 
to ensure complete combustion. A good brand of sul- 
phur candle containing an oxidising agent will give the 
best results. Gunn (1933) recommends the use of sul- 
phur dioxide cylinders with a dose of 90—120 oz. per 1000 
cu. ft. But the gas released from cylinders is not 
distributed so well as that from burning sulphur which is 
circulated by convection currents. Being more than 
twice as heavy as air the sulphur dioxide forms a layer 
at the bottom of the room and fails as a fumigant unless 
some heating or stirring device is employed. 

Coal-tar heavy solvent naphtha is cheap and claimed 
to be very efficient (Glover 1939). In use, however, it 
demands a rather elaborate procedure. Since the toxic 
concentration is very near the saturation value the house 
must be warmed to keep it above 60° F. and the material 
is sprayed ‘on to screens to facilitate evaporation. As 
there is some risk of fire all lamps used for warming must 
be removed. Repeated exposure to the fumes may 
cause lesions in the human liver (Taylor 1939). Heavy’ 
naphtha has been used for a considerable time by some 
medical authorities without unpleasant results, but it is a 
mixture of substances which varies in composition, and 
it is not certain which ingredient is dangerous to man. 


LIQUID INSECTICIDES 


Bugs live in crevices by day which makes it difficult to 
use liquid insecticides against them. Even if cracks and 
corners are carefully sprayed large numbers will escape 
direct contact. Recent investigations have shown, 
however, that oil-borne insecticides atomised into a mist 
settle to form films which are toxic to insects walking 
over them (Potter 1938). These films remain active for 
several weeks and their use has been suggested against 
bed bugs. 

The compound most thoroughly tested for use against 
bugs is n-butyl carbitol thiocyanate (s-butoxy §'-thio- 
cyano diethyl ether). This is a synthetic thiocyanate 
produced by an American manufacturer and mark- 
eted as a 50% mixture with a high-boiling kerosene 
(‘‘ Lethane 384’’). <A film of oil containing 0-75 mg. 
per sq. in. of this thiocyanate was found to retain its 
toxicity for at least nine days (Potter and Musgrave 
1940). Lower doses were liable to lose their effectiveness 
in this period. 

A number of oil-soluble insecticides were tested as 
direct sprays to cimex eggs by Callaway and Musgrave 
(1940). In descending order of toxicity they were :— 


1. 3% n-carbitol thiocyanate (6% lethane). - 
2. 3% a-naphthyl isothiocyanate. 

3. 0-4% pyrethrins. 

4. 3% lauryl rhodanate. 
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Some tests with the saturated vapour of lethane showed 
that it has considerable toxicity and will kill 100% of the 
‘eggs in a few hours at room temperature. The vapours of 
lauryl rhodanate and pyrethrum extract had no effect 
under these conditions. A word of caution with regard 
to a-naphthyl isothiocyanate must be given. This sub- 
stance provokes dermatitis, and this precludes its use 
on surfaces likely to be touched by man (Schwartz and 
Warren 1939). 
Taking all the laboratory data into consideration it is 
clear that of all these substances lethane possesses the 
greatest initial toxic effect to bugs ; it is not known which 
is the most persistent. Possibly the relative volatility 
“which makes the vapour of lJethane so toxic may 
‘reduce the time during which it persists. 
-Two different types of oil carrier are commonly used 
‘and there seems to be no information as to their effect 
on the initial toxicity and lasting power of the insecti- 
‘cides. The oils conczrned are: ‘‘ odourless distillate,” 
-æ kerosene-type oil, boiling about 200—-270° C.; and 
‘Shell oil 24210, similar to medicinal paraffin, with an 
initial boiling-point of 325° C. Both are highly refined 
and colourless. Some preliminary experiments on the 
` use of oil-film insecticides against bugs on a practical 
scale have been made in infested houses (Musgrave 
' 1940); lethane 384 in four different oil carriers, a 
pyrethrum preparation and a mixture of the two were 
used. About a gallon of 3% thiocyanate was used in 
‘spraying a small 4-roomed house. It is difficult to judge 
from the results which was most efficient, but the 
generally high kill obtained justifies further development 
of this type of insecticide. 


POWDERS 


- The long distance travelled by bugs and. their erratic 
babits make it difficult to ensure that they will come into 
contact with insecticidal powders. Since the insect only 
feeds on blood the possibility of poison baits is ruled out. 
For these reasons little attention has been paid to powder 
‘insecticides for bugs. In experiments carried out more 
-than twenty years ago pyrethrum was found to be one of 
the few effective powders (Blacklock 1912, Castellani and 
Jackson 1915, Scott et al. 1918). General experience, 
however, shows that it must be used fresh or oxidation 
will lower the toxicity. Some of the materials found to 
-be ineffective in this early work were sulphur, tobacco 
powder (containing over 5% nicotine), quassia, 
hellebore and various inorganic salts (calomel, borax, &c.). 
There is a brief reference to the use of derris against bugs 
by de Bussy and his colleagues (1935), and that is 
unfavourable. 

If the use of powder insecticides for bugs is contem- 
plated today further laboratory tests are necessary to 
compare the best preparations for speed of kill and 
persistence. My colleague Mr. H. S. Leeson allows me to 
report results .of causing bed bugs to walk on cloth 
powdered with insecticidal powders known as AL. 16 and 
63.2 The dose of powder was 0-1 g. on 40 sq. cm., in an 
open vessel with vertical sides, to prevent escape of bugs. 
At 32° C. both powders kill all bugs, whether nymphs or 
adults, in from three to ten days. In a room in which 
the temperature fluctuated from 17°-24°C. all were 
killed in from five to twenty-five days. At a still lower 
temperature, 8°-15° C., some adults survived apparently 
unhurt for at least three weeks, but nymphs always died 
whenever they happened to moult. The two powders 
seem to differ little in effectiveness, but experiments 
show that AL. 16 retains its power of killing bugs after at 
least a week’s exposure to air. It could not be claimed 
that these powders are quickly effective, but under 
certain circumstances they might prove useful. 


TRAPPING AND HEAT 


It has been suggested that intermittent trapping is an 
indifferent palliative only worthy of primitive societies. 
The idea has been applied to modern life, however, in the 
form of a permanent trap described by Kemper (1931) 
and Mossop (1940). This consists of a metal check-band 
let into the wall of the building liable to infestation and 
contains some form of trap or harbourage which can be 
disinfested from time to time. According to Mossop’s 
2. The formuls cannot be disclosed at the moment but the powders 

are available commercially. Tho material is not harmful to 
man. 


Mossop, M. C. (1940) Rhod. agric. 


account this method requires elimination of natural 
harbourages below the band and periodic disinfestation 
of the trap harbourage, if it is to be successful. 

Bugs are readily destroyed by heat; the adults die 
within an hour at 44° C., while the eggs require 1° C. 
higher (Mellanby 1935). It would therefore appear a 
simple matter to disinfest houses by superheating as, 
indeed, was recommended in Canada and the United 
States twenty-five years ago. Unfortunately it is 
surprisingly difficult to ensure penetration of the lethal 
heat into the crevices where the bugs hide, especially 
those near the floor. The treatment has to be very long 
for this reason (one day at 60°-70° C. or two days at. 
50° C.) and cannot be recommended where other measures 
are available. A blow-lamp can sometimes be used for 
local heat treatment; of iron bed-frames, for example. 
Kemper (1929) has described a hand instrument which 


‘projects steam superheated electrically to 300° C. This 


is claimed to deal efficiently with cracks and crevices, and 
polished or glued articles are said not to be injured. 
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Points from the Annual Reports 


STAFFORD 
Dr. H. B. Binks, in his report for the small borough 
of Stafford (acreage 5089; population 32,670) reviews 
1939 with regret ‘‘ inasmuch as schemes, including the 


new welfare centre, have been curtailed and much needed 


progress, especially as to the housing needs of the 
borough, retarded.” The new welfare centre is needed 
badly, for in 1939 the birth-rate was the highest for 
twelve years and the infantile mortality 69 per 1000 live 
births, the highest for fifteen years. The existing centre 


is insufficient to carry its increasing load. As regards 


housing, ‘‘ the eleven clearance areas reported last year 
were not confirmed by the Ministry owing to the war ”’ ; 
this adequately explains the position. 1939 was a hard 
year for all local authorities, but the smaller boroughs 
suffered most from curtailment or postponement of 
necessary structural work. Diphtheria was high in 
incidence but low in fatality, for in 143 notified cases 
there were only 4 deaths. We are told that the pre- 
vailing organism was of the gravis type. During the 
year 37 children who had been immunised were notified 
as diphtheria, of whom 36 had positive swabs. Dr. 
Binks tells us that none of these children died, but does 
not say how many of them had clinical diphtheria. Im- 
munisation has no ¢ffect upon infection, and in times of 
epidemic, when swabbing is done freely, notification 
may be made on bacteriological findings. We do not 
know if this was so in Stafford, but the history of the 
visitation given by Dr. Binks suggests that it might have 
been so in the latter stages of the epidemic. 


PARTS OF HOLLAND 

The Parts of Holland, which is an administrative 
county within the geographical county of Lincolnshire, 
is larger than is generally supposed and more populous, 
for it contains 267,854 acres and 95,560 inhabitants. 
It is mainly agricultural, the chief industries being fruit 
and vegetable canning and beet sugar. The county is 
increasing its population, and should have a pros- 
perous future. In the first days of the war Holland was . 
a reception area. Dr. W. G. Booth has much to say 
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about the evacuation, the most interesting part of which 
is the great improvement in the general physique of the 
received children ‘who settled down. the mothers 
with children only 26-4% remained on Oct. 5, 1939, 
but of the unaccompanied children 91% remained. 
There is considerable hope that a proportion of those 
evacuated from the cities into rural districts may remain 
there permanently, or return to rural life when the 
country settles down after the war. This is most likely 
- to happen in counties like Holland and other parts of 
East Anglia where fruit and vegetable culture and 
canning are developing into important industries. The 
detection, supervision and training of mentally defec- 
tives is well organised in Holland, which is allowed a 
quota of 114 beds in the institutions belonging to the 
Lincolnshire: Joint Board. At present there are 142 
mentally defectives under statutory supervision and the 
number on the register is 304, or 3-2 per 1000 population. 
A high proportion of mentally defectives more often 
means a high mentality of those who deal with them 
than a low mentality of the population. Dealing with 
breast-feeding, Dr. Booth mentions the difficulty of 
mothers employed on the land continuing to feed their 
babies. This is an important point. 


NOTTINGHAM 


Dr. Cyril Banks reports that the maternal mortality 
of the city of Nottingham sank to the low record of 1-32 
per 1000 births live and still. Nottingham has had a 
low maternal mortality-rate consistently for many years, 
but its mfantile mortality, 66 in 1939 which is the lowest 
ever recorded, has not been particularly good. The home 
midwifery is now almost entirely in the hands of the 
municipal midwives. Whatever faults may be found 
with the English system of midwifery, where it has been 
well administered it has succeeded in reducing maternal 
deaths further than anybody believed possible. The 
most important event in Nottingham in 1939 was an 
outbreak of 34 cases of typhoid in a limited district of 
the city. All but 2 of the cases were infected on the same 
day. The cause of the outbreak was suspected within 
twenty-four hours and proved a few days later. We are 
told it was an infected food ; that the cases were nearly 
all of great severity and 3 of them died. Beyond this we 
are told nothing. Dr. Banks says that it is not proposed 
to make any more detailed statement on the causation of 
the outbreak ‘‘ as nothing new would thereby be con- 
tributed to medical knowledge.’’ It is hard to see why, 
for if the disease was eberthella we know of no outbreak 
the cause of which was suspected in twenty-four hours 
and proved within a few days; and if it was one of the 
salmonella typhoids, the outbreak, though not unique, 
would nevertheless be worthy of record. 


GLOUCESTERSHIRE 


The county of Gloucestershire, of which Dr. H. 
Kenneth Cowan furnishes an abridged report for 1939, 
is wholly a rec: ption area if the county borough of 
Gloucester is excluded. In the early days of the war, 
Bristol, which is geographically within Gloucestershire 
though the Bristolians repudiate it, was a neutral area, 
but being now one of the objectives of enemy action, 
it, with the part of the county immediately surrounding 
it, cannot be used for reception. The majority of the 
county is, however, well suited for reception in most 
respecta, but in part of it the water supply and drainage 
are poor, so it is one of the reception areas that require 
close watching for water-borne disease. -The population 
has always been unfavourably disposed to. vaccination and 
consequently to inoculation of any kind, so Dr. Cowan 
will find it difficult to do much in the way of protection 
even in the face of actual epidemic situations. The 
population of the administrative county was 359,000 in 
mid-1939, a third being urban and two-thirds rural. 
What addition to it has been made by reception is not 
known, but it is considerable. 

After heart disease, other circulatory diseases and 
eancer, the most frequent cause of death in 1939 was 
violence-which killed 193 persons, or 4:12% of all who 
died. Violence beats pneumonia by 1 death and 
phthisis by 42. The infantile mortality was 43 for the 
whole county. For the second year the urban was lower 
than the rural rate. Until 1937 the rural rate was always 
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below, and generally considerably below, the urban rate, 
but in 1938 the rates were: urban 39 and 39; rural 49 
and 45. This reversal is important, for natural causes 
always favour rural districts. ild welfare has no 
overcome the killing effect of urbanisation. | 


.From the School Reports 


From Dr. Stuart Allison’s report to the education 
committee of the county borough of Warrington we learn 
that the year’s cost of the medical department was 
8s. 8d. for each child, which represents 8d. in the £1} 
of the total cost of elementary education. In the school 
reports for Warrington we have noticed what appears 
to be a curious discrepancy in the incidence of unclean 
heads. Since 1936 the percentage of children found on 
routine inspection to have unclean heads has been below 
unity—in 1938 it was only 0:09%—though the standard 
expected is high. The surprise visits of nurses, however, 
reveal a state of affairs no different from that of other 
towns comparable with Warrington. Thus in 1939 the 
nurses made 28,910 head inspections at which 1481 
children were found to have unclean heads and 96 were 
excluded from school on this account. The explanation - 
of this must be either that the children are cleaned up 
for inspection, in which case the records show what can 
or that the dirty children 
manage to avoid routine inspection. . As the subject 
of verminous heads is much to the fore at present and 
hopes of exterminating the head louse at some future 
date have revived, Dr. Allison would do a public service 
if he would explore the matter. i 

Dr. Kenneth Fraser in his report to the education 
committee of Cumberland, which is a reception area, 
says that in 1939 it was not possible to keep the statistics 
for the native and received children separately, but this 
has been done for 1940. This separation is general in 
reception areas and is required for official purposes, but 
it may be questioned whether after the first four months 
of evacuation it will give value for time and trouble. 
We have learned much from the comparison of children 
received from the towns with the natives of county 
districts, but children react so rapidly to changes of 
environment that after four months the points of 
difference between those town and country bred will be 
largely eliminated. Dr. Fraser gives a valuable table 
of the states of nutrition of the school-children in the 
urban and rural districts of the county which has been 
prepared with exceptional care. The districts differ 
greatly in geographical, climatic. and social amenities 
and the nutrition of the school-children varies consider- 
ably according to the districts. The lowest is in Enner- 
dale R.D., the highest in Wigton R.D., Maryport 
U.D., and Penrith U.D. The influence of geography 
on apparent nutrition is important and calls for explora- 
tion. According to Peacock: ‘“‘The mountain sheep 
are sweeter, but the valley sheep are fatter.” Whether 
this is also true of children we do not. know, but there 
does seem to be differences between children reared by 
the sea, on elevated plateaus, and m valleys. The 
numbers of cases of skin diseases found by the school 
medical officers were :—1 ringworm. of head; 37 ring- 
worm of body ; 209 scabies ; 46I impetigo and 543 small 
septic sores. This would be amongst about 14,000 
children and is a usual distribution today. Compared 
with former times, the almost complete elimination of 
head ringworm is remarkable, but scabies and impetigo 
have not yielded. 

From Dr. C. B. Moss Blundel’s very brief report to 
the education committee of Huntingdonshire we quote 
the following dental statistics, for they are typical of 
the present state of school dentistry in rural counties. 
Children dentally inspected 5263; found to require 
treatment 3336; actually treated 2123; ‘permanent 
teeth filled 1112; permanent teeth extracted 2376. 

Mr. A. E. Hall, senior dental officer for Leyton, gives 
some tables of the state of the teeth of children in the 
secondary schools (aged 11 to 18 years) which show 
that of children above the age at which compulsory 
education ceases nearly 95% need dental treatment. 
This suggests that even if we reached the happy stage of 
turning children out from school dentally fit we should 
not secure a dentally fit nation unless we made provision 
for the continuance of supervision at Feast to the end of 
adolescence. i 
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In England Now 


A Running Commentary by Peripatetic Correspondents 


DuRING those long night watches with the Home 
Guard one thing I relearnt—God forgive me that I could 
forget—was of the constant anxiety about money among 
my working-class comrades: ‘‘ I reckon a pair of tyres 
is going to save twice their cost in boot leather in two 
years,” ‘‘ We couldn’t live without the allotment, I dare- 
say it’s worth 4s. to 4s. 6d. a week to us,” a hundred 
sentences like that and very little beside.. Financial fear, 
financial alertness at any rate, forms the very fabric of 
their thought. That surely is the first thing to realise 
about fear, it has a vital function to perform, in this case 
to stimulate so that by scraping and economising ends 
shall be met. 
` During those vast temporal expanses of man’s forming 
it was not so much fear of starvation that dominated 
man as the more direct threat against life itself, and any 
consideration of care or anxiety must take this as a 
starting point. I notice some people smirk when that 
state of man which lasted scores of thousands of years is 
mentioned. They remind me of a very newly rich person 
about three weeks in his grand new house: ‘“ True, I 
was a slum child, an inglorious errand boy, a pushing, 
not over-scrupulous young man, but the less said about 
it the better’’; but that can’t be the point of view of 
his biographer. Man’s state must have been very like 
that of any wild creature now, say a partridge, constantly 
on the alert day and. night, keeping away from the hedge 
until it is proved safe, using the wind as a messenger, 
and the kindly vibrating earth as a prophet of trouble. 
The whole fabric of man’s thought was fear of enemies, 
and if it hadn’t been he would have ceased to exist. 

What was man’s primary response to danger when it 
did come? Flight or fight, as some suggest? Non- 
sense. Slower than all winged and most four-footed 
animals, man isn’t designed for flight; nor for fighting, 
he’s naturally unarmed, and by the time he came to 
making armaments the need for a natural defence was 
beginning to be less imperative. No, man’s primary 
response to the approach of danger was the most universal 
one in the animal kingdom today from the geometer 
caterpillar to the giraffe ; it can be seen in any country 
walk, the rabbit uses it although he has underground 
shelter, the hare uses it in spite of his turn of speed, 
many birds use it in spite of their winged swiftness— 
a sudden crouching immobility, a statuesque stillness, 
which naturalists call ‘‘ freezing.” It is seen particularly 
in otherwise helpless creatures, cornered animals, young 
birds in the nest, the young leveret’s and young plover’s 
only protection, and it was even more effective before 
the earth’s surface had been largely cleared of vegetation. 
It is seen in its most intense form in the rabbit paralysed 
with fright by the shouting harvesters, the man stunned 
by the dive bomber, and in its greatest artistry in the 
feigned death of the American opossum. It is an 
intrinsic part of native life, and of course the whole object 
of it is that immobility, often combined with protective 
coloration, gives safety. | | 

* * xk 


What is this mechanism that makes a timid animal lie 
still while his enemy passes close by ? How does Nature 
—a convenient word for the resultant of the trial-and- 
error method over thousands of years—how does Nature 


accomplish this contradictory task ? By paralysing the ` 


sensorimotor nervous system, and playing on the 
autonomic. ‘‘ I can’t trust you with your new apparatus, 
it would give you away. We must fall back on your old 
vegetative system.’’ Thus emotion, the one connecting 
link between the higher centres and the autonomic, in 
crescendo waves of fear, melts the fuses, leaving the 
higher centres curiously detached and interested, while 
the autonomic plays the part of protector, the dilated 
pupils blurring the vision, the patchy pallor blending 
with the shadows, the shallow breathing giving less 
movement, and so on. The nightmare in which some 
terror approaches and one is unable to move and yet 
is curiously interested is this ancient mechanism in 
dreams. But it has become a graduated mechanism, it 
doesn’t often in modern times get to the stage of paralysis. 
When the danger is far away, or when the higher centres 


control the emotion so that it is less, then the ordinary 


alertness is merely increased, giving just enough stimula- 
tion to the thyroids to give increased awareness, ‘just 
enough to the suprarenals to give an increase of blood- 
sugar in case it may be needed. If the danger is one that 
can be met by fighting, then after a period of suspense 
during which the autonomic gives a preparatory unload- 
ing of the viscera—examinees’ diarrhcea and the 
polyurinating in the pavilion before a big match are 
modern examples—then the mechanism goes into. 
reverse, fear changes to anything between anger and 
eagerness, depending on whether- the opponent is, say, 
a wild pig or an examiner. But these are latter-day 
modifications ; man’s primary response to danger was 
“* freezing,” and this entailed a gradual decontrol of the 
voluntary nervous system and an opportunist playing on 


the autonomic. 
* * * 


Here then is your key to functional disease, with its 
faulty higher control, its disdain of segmental anatomy. 
Here among this haggard horde of worriers,~kept con- 
tinually in the early stages of this mechanism, are your 
recruits. Here is your key to those diseases that have 
a psychological background, peptic ulcer which cannot 
keep still to heal for the agitated smooth muscle beneath 
it, mucous colitis for the same reason, Graves’s disease 


from continual stimulation of the thyroid, diabetes from 


the suprarenals, hyperpiesia, and so on. This is why it 
is the threat rather than the actuality of danger that 
causes functional disease ; this is why the greater the 
self-control, the more discriminating the view of danger, 
the less will the autonomic be left to play its blind pro- 
tective rôle; this is why functional disease is accom- 
panied by Jesser motor activity. 

The word-thinker may find something incredible about 
this conception, but to the picture-thinker earlier man 
dissolving into the still shadows of the forest on the 
approach of a sabre-toothed tiger, and the stockbroker 
chucking his golf and raising his blood-pressure when 
markets slump, and the woman who taking to bed 
develops strange pains when her husband may love 
another, are all on the same film. l 

Is this the end of the story ? Certainly not. The 
danger passes as it generally did, or it wouldn’t be the 
most popular defence mechanism in the animal world 
today; the danger passes, the mechanism goes into 
reverse, the autonomic swings back to the relaxed side 
of normal, the sensorimotor system becomes more active 
than usual, there is a pzan from the higher centres, 
ranging in tone from relief to boastfulness, from ‘‘ Well, 
we've survived that at any rate ” to “ You may have 
had bombs, but we had land-mines.’’ This gives a 
sense of well-being, stimulates one’s self-esteem, and 
makes the prospect of going through it again less dread- 
ful, even entrancingly exciting. Fear has been con- 
summated and—celebrated. 

A nice bit of mechanism, but, one may note, not so 
intricate nor so ingenious as those which man had 
devised against his microscopic foes, the vast slave- 
labour system of the phagocytes, the opsonins, agglu- 
tinins, precipitins, the chemist’s shop of antibodies, the 
furnace that can be lit to burn the invader out. From 
which we must deduce that man has had far the most 
trouble with his evolutionary inferiors in his upward rise. 

There is a similarity between our freezing mechanism 
and the sexual mechanism, which I think must be 
derivative. Desire, consummation, satisfaction, one 
three-act play, compares with fear, freezing, exultation, 
another ; those who dally and get no further than Act 1 
—the love-play hysterics or masturbating neurotics— 
compare with the shellshock cases that never heard a 
shell fired or the cancer-phobia neurasthenics, functional 
frustrates; Act 2, autonomic release, in both plays 
cannot be inhibited ; while those who go on to Act 3 
have a nice comfortable feeling that makes a repetition 
of the play pretty tolerable. 

* 


k * 


There are two tag ends from the papers that gave rise 
to this didactic little essay. Enuresis I don’t think 
belongs here at all. It is of the running-back-te-mother 
group, which embraces failures to face life, ranging from 
shyness to schizophrenia. But asthma does., An asth- 
matic is a person who has difficulty in breaking down 
some foreign protein. During the early stages of freezing 
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.—that is to say, during anxiety—more protein will leak 
-through from the alimentary tract and he will be worse. 
-The actual asthma is, I think, another derivative 
-mechanism, designed to repel a respiratory invader. In 
„days when digestions were trained in a Spartan school 
-and food was much less varied leakage from the alimen- 
“tary tract which wasn’t immediately broken up in the 
;blood-stream never occurred. Thus it is that the 
presence of foreign protein in the blood-stream is 
“generally interpreted by the body as a tracheal invasion, 
„which was very common. If anything really dreadful 
.comes along the primary mechanism takes precedence, 
and the asthmatic will ‘‘ freeze,” fly or fight with the 
best of us. Afterwards he has to face his persisting 
|oreign protein again. Didn’t someone record three 
-ases of urticaria after close bombing ? 

ie * * * 

The reason why this simple conception of man’s prim- 
iy mechanism against external foes is not more obvious 
38 because we have been rather taken with the idea of 
“surselves as Lords of Creation, and have forgotten that 
»tumble, hunted, ape-like opportunist from whom we 
icprang, even as I had forgotten the limiting quality of 
cinancial alertness that surrounded me during my 
-mpoverished and very happy childhood. C. G. L. 

i 0 * * í 


c) I was out of London for Christmas and did not get back 
‘“ntil the following Monday morning. But to what a 
“*-ondon! Guy’s was ringed by smoking shells of 
i uilldings. Down Bros. was hardly a shell'—a few 
t“illars only—and all the buildings along St. Thomas’s 
‘treet and Maze Pond were the same. The Ship and 
«hovel, where Guy’s men have resuscitated themselves 
or generations, was gone and the college was half burned 
kut (some will say about time too). Bombs fell on the 
ospital, but surprisingly left it almost intact. The 
“aces of the nurses and the residents reminded me of 
\tvyhat the men looked like after the battle of Gaza in the 
vast war, but we must be thankful that they got through 
t live. They got the nurses and the patients out to a 
ar afe place as soon as they could, but the nurses were back 
y 9.30 next morning. On the Monday I had quite a busy 
t atpatients, and I had a fairly ordinary operating-day 
tha the Friday. I have been the round of the City since, 
| tat I didn’t see anything to compare with the immediate 
é aroundings of the hospital. 
sed’ * * * 
e+: A man in the train told me a story which I had not 
c‘reviously heard, The lady of the manor was enter- 
nining 
i’ “appened to make some remark about his wife. ‘‘ Have 
yu any family, then?’ said the lady. ‘‘ Family? 
D*hat is that?’ ‘* Have you any children?” “No, 
30 e have no children ; it is a great grief to us—you see, 
e `y wife, she is unbearable.” One of his fellow Czechs 
ughed heartily. ‘‘ He do not know how to speak 
oper English,” said this officer; “what he mean is 
al -at his wife is inconceivable.” <A third Czech laughingly 
i “ined the conversation. ‘‘ No, no, what they mean, 
. “adam, is that his wife is impregnable.” - p 
je * oe Ok 
Ë The term “‘alterative ” is perhaps now expunged 
L'om works on materia medica. It used to be classed 
Wider ‘‘ drugs acting on metabolism.” It must have 
‘ben useful to the perplexed doctor. A patient would 


i ubtless be all for alteration of his condition. The- 


D -odern sick, they tell me, are much more sophisticated, 
ltt they might succumb if told that their metabolism 
2 * quired readjusting, and if a not-too-simple explanation 
yl that mysterious process was afforded. The term 
"tonic ’’ I find in my old edition of a well-known work 
ae materia medica is only used justifiably when applied 
i a drug which increases muscular tone. This is 
» "utally frank and severely limits justification for the 
1) widespread use of tonics. Recent editions may 
hibit more savoir-faire. Otherwise it would be just 
dD bad, when we have to live—whether our patients 
e'e on the panel or on their own. 
‘ul. Messrs. Down Bros. ask that for the present all corres- 
fidence should be addressed to Tabard Works, Tabard 
si x eet, S.E.1. Visitors will be welcome at their showroom at 
g dy Cavendish Square. 
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TYPHOID CARRIERS 


Srr,—In view of the present heavy aerial attacks on 
our cities with their possibility of damage to the water 
mains and sewers, the risk of epidemics of enteric fever 
is ever present. This is recognised by the Ministry of 
Health in their offer of free inoculation with T.A.B. 
vaccine to all who desire it. It is widely recognised that 
the prevalence of enteric fever in endemic form is due 
to the persistence of chronic carriers, the detection and 


_control of which would go far towards eliminating the 


disease in any given area. But this is a formidable © 
undertaking especially under the stress of war, even if 
a preliminary Widal, commencing with a low dilution 
(1/10), be performed before the dejecta of suspects are 
examined for Bacterium typhosum and Bact. paratyphosum 
B (the only relevant organisms in this country) as is 
advocated for instance by Kristensen and Henningsen 
(Z. Hyg. Infectkr. 1936, 121, 129), and by Topley and 
Wilson (Textbook of Bacteriology, London, 1936, p. 
1221). The former, working in Denmark, found that. 
20% of the sera of 7000 persons examined gave a positive 
agglutination reaction to one or other of the organisms. 
Thus in 80% of cases it would be unnecessary to conduct 
any further examination. But not all chronic carriers 
possess demonstrable agglutinins even at this low dilution 


-and mild ambulatory cases excreting the organism or 


incipient cases would tend to be mixed. 

It is perhaps not so widely realised that the contacts 
of cases of enteric fever may excrete the organism for a 
time at least, and while doing so are a source of danger 
to the community. In dealing with the relatively small 
numbers involved as contacts it is possible to examine 
the urine and feces directly without the preliminary 
Widal, the results of which at best are equivocal. At. 
Prof. H. D. Wright’s suggestion such a search for carriers 
has been made among 32 contacts of the 6 cases of para- 
typhoid B fever which have occurred in Liverpool since 
September last, with the surprising result that 6 fecal 
carriers were found (one also was a urinary carrier). In 
3 the condition cleared up rapidly ; the fæces became 
negative in three weeks and have remained so since. 
The other 3 cases are still excreting Bact. para- 
typhosum B. In no instance were any symptoms com- 
plained of. It is perhaps noteworthy that all occurred 
among the members of two large families (7 in each) 
living under rather crowded conditions, and in both 
the mother was involved. While it is too soon, and the 
numbers examined are too small, to make any deductions 
it appears both feasible and profitable to search thus for 
carriers among enteric-fever contacts as a means of 
further controlling the spread of the disease. 

It is necessary to use a technique capable of isolating 
Bact. typhosum and Bact. paratyphosum B even if present 
in comparatively smal] numbers in the fæces or urine. 
This can be assured by preliminary enrichment of the 
specimen by culture in Schiéfer’s modification of Muller’s 
tetrathionate broth (Zbl. Bakt. 1934-35, 133, 458) which 
discourages the growth of most of the bacteria in urine 
or fæces except Bact. typhosum and Bact. paratyphosum B, 
with subsequent plating on brilliant-green eosin agar 
(Jones, J. Path. Bact. 1936, 42, 455) or on Wilson and 
Blair’s medium as modified by Tabet (J. Path. Bact. 
1938, 46, 181). MacConkey plates may be used, but are 
not recommended because some of the pale colonies 
consist of such organisms as late lactose fermenters or 
Morgan’s bacilli which are apt to come through the 
tetrathionate broth as at present constituted. This 
complication does not arise if either of the two previously 
mentioned types of plate is used. | 

There is one practical matter to be observed in the 
collection of fecal specimens. To obviate any gross 
infection among specimens collected in the home by their 
being received into the same receptacle with possible 
inadequate sterilisation between times, suspects were 
asked to defxcate directly into waxed cardboard eartons 
about 3} in. in internal diameter and 4 in. high, which 
were obtained from Mono Containers, Park Royal, 
London, N.W.10. 


Heswall, Cheshire. A. C. T. VAUGHAN. 
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| FAMILY ALLOWANCES 

- §m,—My committee learns with gratification that the 
Government intends, at an early date, to introduce a 
system of family allowances. This society has long been 
' pointing out that the task of citizen-building has been 
carried on by the nation’s mothers in the majority of 
homes with a dearth of the necessary materials, but 
beyond that the housewife performs a great variety of 
tasks, each of which can command a fair livelihood, and 
as is so rightly pointed out in your Aylesbury Broadside, 
all these tasks are done without any remuneration. The 
housewife has nothing which is her very.own. Any 
personal expenditure into which she may enter may be 
the cause of prosecution by her husband if he dis- 
approves. Recent cases have illustrated this. In your 
pamphlet a diagram is given illustrating the proportions 
spent on various items in a sample budget. There is an 
item, the husband’s pocket money, illustrated by a 
drawing of a man enjoying a smoke, but there is no item, 
the wife’s pocket money, nor is she depicted indulging in 
any personal gratification. | 

It is often contended that citizens are of a low mental 
and physical standard because the housewives are un- 
skilled at their tasks. I do not concur in this view, 
having been amazed at what is ‘achieved in homes below 
the poverty line against tremendous odds. If it were so, 
however, it could not be a matter for wonder, for in what 
trade can skilled workers be obtained for bare board and 
lodging as recompense ? 

The mother, before and after the birth of her child, 
must have increased nourishment, beyond the needs of 
an ordinary adult. Not only does many a mother lack 
this extra nourishment but she also goes short, as the 
reports on malnutrition show. No scheme will bring 
about the hoped for improvement in national physique 
which merely allows a few shillings per week per child. 
An allowance for the nutriment of the mother must also 
be provided and some little personal spending allowance 
as a recognition of her labour. 

‘Recognising that a service has been rendered.to the 
community by the work done on this subject by THE 
LANCET, I venture to ask that speedy attention will be 
given to this weak point in your scheme and in the other 
schemes which are before the public. | 
DorotuHy E. EVANS, 

_ London, N.6. Chairman, The Six Point Group. 


DIPHTHERIA PROPHYLAXIS 


Sir,—Just as it has needed one of the lesser powers, 
Greece, to prick the inflated bubble of Axis invulner- 
ability, so it has fallen to the lot of little Aberdeen 
to show the way to a practical application of active 
immunisation against diphtheria. 

For many years now, as a result of the efforts of research 
workers in various localities, the complete answer as 
regards diphtheria prophylaxis has been made available 
to mankind. That this is no exaggeration has been con- 
clusively demonstrated in several small towns, notably 
in Canada, where as a result of its proper application 
diphtheria has completely disappeared. In fact its value 
is no longer a question of opinion but an established fact. 
Even the most rabid of the antis, whose skill at mis- 
representing facts and twisting figures to support their 
crazy views fills me with admiration, appear to be loth 
to join issue on this point. In spite of all this between 
3000 and 5000 children die annually from diphtheria in 
this.country alone. The return of cases for England and 
Wales for the week ending Nov. 23, 1940, is 1366. 

Why must this state of affairs goon? What or whose 
is the fault ? Some recommend compulsory immunisa- 
tion. The answer to this is definitely No. You cannot 
compel British people to submit their bodies to an opera- 


tive procedure about which they know nothing—what 


are we fighting for ? Some suggest education ; undoubt- 
edly a very valuable:link in the chain, but still fails to 
achieve the desired end. No, it has been left to little 
Aberdeen to supply the obvious missing link. To quote 
your special article of Dec. 28, ‘‘ The success of immunisa- 
tion in Aberdeenshire is due mainly to the fact that a 
medical officer is assigned to this work only. He has the 
responsibility of undertaking propaganda, performing 
immunisation and entering up the records. ... The 
appointment of full-time officers is of primary importance.” 


FAMILY ALLOWANCES.——DIPHTHERIA PROPHYLAXIS 
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Time has shown that it is not enough to supply free 
antigen, freely applied by the doctors who for the most. 
part have proved themselves only too anxious to 
coéperate, to a public which has been more or less cir- 
cularised by the local and school authorities. In fact it 
is quite impossible to put the blame for the comparative 
failure of diphtheria immunisation on any special indivi- 
dual or group in the chain. The cause of the failure and 
its remedy has been supplied by Aberdeen—there must 
be someone to organise and weld all the links of the chain: 
together and supply the necessary stimulus to make it 
really effective. 

Now, Mr. Malcolm MacDonald, you who have already 
proved yours: lf a really live wire in the Ministry you 
control, you have a great opportunity. You can go 
down to history as the Minister of Health who eradicated. 
diphtheria from the British Isles. I must not presume to. 
teach you principles of organisation, but as I see it,. 
broadly speaking the essential point is the appointment. 
of a commander-in-chief prophylactic immunisation, 
preferably a medical man in complete touch with all 
details of the technical side, with powers to appoint 
assistant medical officers in all the larger districts who 
should work through the already existmg public-health 
organisations. And, above all, let it not be forgotten that. 
they are all full-time officers engaged on this work and 
this work only. Once having established this system 
its scope can easily be widened to cover other infective 
diseases, especially tetanus, the typhoid group and small- 
pox. The cost of the whole business would eventually 
be.more than covered by the saving of public funds in 
treatment. : i 

l J. DUDLEY BENJAFIELD. 


HAZLITT ON DYING 


S1ir,—Dr. Crawford’s quotation from William Hazlitt 
gives us a distant reflection of the ideas and epigrams on 
dying current in the ancient Greek and Roman world, 
including especially those of the inveni portum class. 
(Cf. my Aspects of Death, London, 1922, fourth edition, 
pp. 26, 27, 182, 545.) The Greek and Roman ideas ‘on 
death, as on love, expressed with countless variations in 
prose, poetry and the designs on engraved gems, etc., 
trickled out over the whole civilised world, and, though 
suppressed by medizval Christianity, broke all bounds 
during the European classical revival, and constituted 
part of the common intellectual atmosphere of Shake- 
speare and the great lights of the English renaissance. ` 

Naturally it is often very difficult to trace epigram- 
matic poems, etc., to their source. Thus, on a sepulchral 
monument (1628) in Cuckfield Church, Sussex, occurs the 
following inscription : 


“ Vive diu, sed vive Deo: nam vivere mundo 
Mortis opus; viva est vivere vita Deo.” 


Nobody, not even the local clergyman, knew whence this 
curious couplet was derived, and it was regarded as 
original, but by chance I found it (with one word different) 
constituting a final exhortation at the end of a letter 
addressed to a certain Licentius (could he have threat- 
ened to become a licentiosus ?) by Paulinus (ca. A.D. 
354-431), bishop of Nola, who had been a favourite pupil 
of the poet Ausonius (see Migne’s Patrol., latim. series, 
vol. 61, columns 181-184). Richard Garnett’s sparkling 
epigram commencing ‘‘ Thou art in danger, Cincius, on 
my word,” which I have seen quoted as an original, is 
practically an English version of the Greek epigram 
attributed to Argentarius, in Anthol. Grac. Palat., 11, 28. 

Though it has long become difficult to express any new 
idea on death (or on love), the brilliant language of an 
essayist like Hazlitt makes his writing delightful read- 
ing. In regard to the substance of the quotation in 
question, one may observe that the man who no longer 
fears death has ceased to be a slave (paraphrased from 
Montaigne). Though not everyone can become a quite 
free man in that sense, even then he may be able to 
prevent the fear of death from becoming a paralysing 
obsession—sometimes, at the very worst, not by facing 
the facts but by refusing to dwell on what he might 
regard as a dreadful necessity to which all living beings 
must submit. As a matter of fact, the latter course is 
often followed. 


Harley Street, W.1. F. PARKES WEBER. 
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BACTERICIDAL AEROSOLS 


Simr,—Experiments carried out at Portslade since 1937 
have led to certain conclusions about the prevention of 
air-borne infections by bactericidal aerosols.. These 
should be most useful in relatively closed atmospheres. 
The germicide should preferably persist as a mist for at 
least as long as the time taken for one air change, and we 
shall be doing little of value unless rate. of kill of patho- 
genic agent is quicker than rate of airturnover. During 
the winter months, when air turnovers are usually few 
and respiratory complaints frequent, a germicidal aerosol 
should be of more use than during the summer. For 
reasons which cannot be discussed here we consider that 
‘elimination of saprophytes from the atmosphere during 
` our ordinary daily life is probably undesirable, and we 
therefore advocate the use of a germicide in a concentra- 
tion which, while being lethal to pathogens, is relatively 
harmless to saprophytes. The killing rate wil] vary 
according to many factors, but the three fundamentals 
on which it is based are (1) nature of germicide mixture ; 
(2) concentration of germicide mist ; and (3) size of mist 
particles. The same three factors are also of importance 
in relation to duration of lethal effectiveness—i.e., 
persistence of the mist. | 

In the present state of our knowledge the four most 
promising germicides for use in aerial disinfection appear 
to be hypochlorites, resorcinol, hexyl resorcinol, and 
‘organic smokes. Many others have a high degree of 
activity, killing bacteria suspended in the air rapidly 
in low concentrations, but their host-parasite tolerance 
ratio is not wide enough to allow of their use in practice. 
In assessing the relative merits of these germicides the 
conditions under which they are going to be utilised 
must be specified. If we take for granted that the 
bacteria we are attempting to destroy come directly from 
the oral or nasal passages and that the infector and the 
potential infectee are present while the germicidal aerosol 


is being used, disinfection being more or less continuous, ` 


the experimental findings wherein broth emulsions of 
bacteria are used as test organisms give little informa- 
tion about the merits of the germicides concerned, and 
the best available substitute for diseased material has 
seemed to be atomised normal saliva or the like. 

Either rapid or delayed aerial disinfection may be 
attempted. In the first the method is being pushed to 
its limits by using the maximum concentration of 
germicide compatible with safety, while in the second we 
are satisfied with some delay in destroying the bacteria 
and rely on moderately effective concentrations of the 
germicide.. | 

A chemical germicidal aerosol must have the following 
characteristics. 


1. It must possess high lethal effectiveness to lower organ- 
isms, and low lethal effectiveness to higher organisms—i.e., 
host-parasite toxicity ratio should be as low as possible. 

2. It must be well tolerated by higher organisms; non- 
irritating externally or internally, preferably invisible, and 
< sometimes preferably inodorous. 

-3. It must be harmless to inanimate receptors; non- 
corrosive to metals, non-staining to materials, non-bleaching 
and clean to use (low concentration in atmosphere). 

4. It must possess high persistence. 

5. It must be non-inflammable. 


Hypochlorites are cheap and easily procurable. They 
are clean, and, when the concentration is not too high, 
impart to the atmosphere an odour which some consider 
distinctly pleasant. They are rapidly lethal to bacteria 
in the air, but the concentration of mist which has to be 
used in order to kill the flora of the saliva is about ten 
times as great as that required to exert. a comparable 
effect on broth emulsions of ordinary stock laboratory 
cultures. Unfortunately it is on the latter type of 
organisms that the advocates of hypochlorites are wont 
to base their arguments. In our experiments we have 
mostly used 1% watery solutions of sodium hypochlorite 
containing about 16% of common salt and a little alkali to 
render the solution stable. Sodium chloride is, of course, 
corrosive to metals, while rendering the solution alkaline 
much reduces the lethal effectiveness of the solution to 
bacteria. The corrosive effect was partly overcome by 
diluting the hypochlorite solution five times with water, 
and this 0-2% solution of hypochlorite as a matter of fact 
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proved more effective against the flora of the normal 
saliva than the 1% solution in a similar mist concentra- 
tion in the air. Even so, in a concentration sufficient to 


-be useful in combating the spread of air-borne infections 


the average person might be inconvenienced by the mist. 
Besides its effect on metals, we imagine that it might also 
have some bleaching effect on fabrics. Mists of hypo- 
chlorites lethal to bacteria in the air consist of relatively 
large particles. Large quantities of mist have to be 
utilised if the particles are very small or very large, and 
in both cases the ‘“ kill ”’ falls off abruptly with time. 

“« Aéryl’’ germicide consists of 45% resorcinol in 5% 
watery glycol plus 0-5% of a green dye. It is extremely 
well tolerated—in effective concentrations it is odourless, 
tasteless and devoid of any irritating effects whatever. 
Like hypochlorites it is a rapid killer of bacteria in the 


‘air; it is probably somewhat more persistent and is 


practically non-corrosive. Its great merit is, however, 
that, unlike hypochtierites, its efficacy is apparently not 
damped by the presence of protein materials, the kill of 
the flora of the saliva being as good or better than the 


kill of broth emulsions of ordinary stock laboratory 


cultures. It is similar to hypochlorites in that the 
effective particle size of the mist is relatively large. 
The concentration of base as sodium hypochlorite in the 
one case and resorcinol in the other we recommend is 
1 gramme per 1000 cu. metres of air, where atomisation 
is being carried out so as to give optimal bactericidal 
results. 

“ 2? ” is a phenolic germicide consisting of 10% hexyl 
resorcinol in propylene glycol to which is added 0 05% of 
sulphonated lorol as wetting agent and sufficient caustic 
soda to make the concentration equivalent to N/100. 
The chief differences between resorcinol and hexyl 
resorcino] when used as germicidal aerosols seem to be 
these. (1) The activity of a solution of resorcinol in a 
polyhydric alcohol is enhanced if water is substituted for 
most of the alcohol, while the reverse is the case with a 
mixture of hexyl resorcinol and a polyhydric alcohol. 
(2) To obtain comparable results biologically resorcinol 
has to be about five times as concentrated as hexyl 
resorcinol. (3) With its higher concentration of germi- 
cide base aéry] is a quicker killer than S? and acts on the 
flora of the saliva relatively better than S?. (4) Aéry] 
mists are much less persistent than are those of S?; 
where a mist of aéryl may persist for minutes a mist of 
S? of similar particle size will persist for almost as many 
hours. This persistence is the chief merit of S? and 
allows of the utilisation of very small mist particles. 
A hexyl resorcinol mist is slightly more easily detected 
than one of resorcinol, but because of the smaller amount 
of germicide base that needs to be incorporated in the 
aerosol mixture and because the effective concentrations 
of mist are far lower than those of any other germicide 
tested, we consider S? to be.a superior germicidal aerosol, 
and it is outstanding where a delayed but sustained 
action is aimed at. Owing to accidents which have 
happened in the past among workmen inhaling vapours 
of glycols there seems a tendency to class all substances 
bearing this name as dangerous, but we are satisfied that 
the toxicity of propylene glycol is very low compared 
with most other glycols. As regards the toxicity of 
hexyl resorcinol, if continuously inhaled in the con- 
centrations we recommend the total amount involved 
per 24 hours cannot be greater than about 0-005 g., and 
the major portion of the germicide is not retained in the 
respiratory passages but is passed out in the expired air. 
During a working day of 10 hours the total amount of 
hexyl resorcinol available for absorption into the system 
would probably not be more than’ 1/1000th of the dose 
often given for therapeutic purposes. 

Smokes.—This type of germicidal aerosol has the 
advantage that a large variety of organic substances can 
be used as raw material; they are cheap, and their 
generation requires no mechanical apparatus and no 
technical skill in operation. Their outstanding feature 
is that they are much more bactericidal in the air to the 
flora of the saliva than they are to broth emulsions of 
the several laboratory cultures tested, and if sterile 
saliva is added to the latter the sensitivity of the con- 
tained bacteria to the germicide is increased about ten 
times instead of being decreased as it is with hypo- 
chlorite, S?, or ultraviolet light. A disadvantage of 
smokes is that their visibility seems to be greater than 
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that of the other three aerosols when they are used in an 
effective bactericidal concentration, and also that they 
are odoriferous and some of them may’be a little 
irritating. ‘The odour can be rendered pleasant by the 
judicious selection of the raw material, and in some 
situations may be useful for masking unpleasant odours. 
If the raw material chosen is a balsam most people will 
think the smell pleasant, and far from being irritating 
the smoke will produce the soothing effect on the mucous 
membranes which has been used to alleviate coughing 
for centuries. Smokes are more rapidly lethal than S? 
to bacteria, but their persistence is apparently nothing 
like so great. The concentrations given in the table are 
based on amount of crude material used, and not on the 
amount of smoke actually present in the air. 


Number of cubic metres of air in which 1 gramme of aerosol has 
been found to effect (a) a 95% kill of bacteria within 15 min., 
and (b) more than a 50% kill within 30 min. The organism 
used was Corynebacterium xerosis. For technical reasons, 

. the salivas were diluted with equal parts of water. About 
the same proportion of streptococci were killed as of other 
members of the flora. We imagine that the average 
pathogens in the air would be killed with even greater ease 
than their non-pathogenic counterparts. 


Test Aerosol mixture 


Aerosol material Bactericidal base 

a b a b 

Smokes .. Si B.e. 50 300 

. i Sa. 100 3000 e 
Hypochlorite 1% B.e. 15 20 1500 2000 
Sa. 1 5 100 500 

Hypochlorite 0:2% B.e. 100 te 50,000 ii 
i ; Sa. 2 4 1000 2000 
Aéryl B.e. 250 1000 500 2000 
Sa. 500 1000 1000 2000 
S? h aad B.e. 4000 | 32,000 | 40,000 | 320,000 
Sa. 500 40,000 5000 | 400,000 


B.e. = broth emulsion ; Sa. = saliva. 


As regards the present urgent need for treating the air 
of shelters we advocate without hesitation the burning 
of balsamic candles or the like, and even were we at 
peace smokes would be our first choice for putting to 
immediate practical test, chiefly because no mechanical 
appliances are necessary for their: generation. Where 
suitable atomisers and air compressors are available S? 
would be our choice for dealing with confined spaces 
where air turnovers were at a minimum. In durability 
and stability coupled with demonstrable lethal effective- 
ness in almost astronomical dilutions in the air this 
germicidal aerosol is outstanding. There is every possi- 
bility that still more effective phenols of low vapour- 
pressure will be forthcoming when the chemists seriously 
turn their energies to the subject. Resorcinol and hypo- 
chlorites certainly have their merits, but in the particular 
field in which we are now interested they appear to us to 
be outclassed by smokes and hexyl resorcinol. 


Portslade. C. C. TWworT. 


- THE SEDIMENTIN INDEX 


Srrn,—When, in my article of June 29 (p. 1160) I said 
“ The sedimentin index gives the quantity of sedimentin 
in the blood sample as a whole,” the operative phrase was 
the one now italicised. As Mr. Farmer points out in his 
letter of Dec. 28, the sedimentin content of a sample of 
blood rendered anzmic depends on the nature of the 
. fluid which replaces the diminution in cell-volume; if 
‘this be an inert fluid (as in my dilution experiments) the 
plasma-percentage remains unaltered ; if it be additional 
plasma (as in Fahreus’s experiments) the plasma- 
percentage is increased, and of course the percentage of 
all the constituents of plasma, including sedimentin. 
But nobody bothers to correct their observations on 
blood-ureas, blood-sugars, &c. when anzmia is present ; 
so why bother about correcting blood-sedimentin ? Is 
it established that the former constituents of plasma 
permeate the intracellular fluid by virtue of their much 
smaller molecular mass, and are thus unaffected in their 
general diffusion by the presence or absence of cells ? 

Later in the same article, however, I admitted that 


SEDIMENTIN INDEX 


[yan. 11, 1941 


correction ‘‘ can be done by anyone anxious to think in 
terms of plasma-sedimentin instead of blood-sedimentin.”’ 
He has only to multiply his observed sedimentin index 
by 58/100—x, where x is the cell-volume percentage 
(determined by centrifugalisation) and 42% is taken as 
the cell-volume of normal blood. 

Other critics, whose taste exact for faultless fact 
amounts to a disease, have urged that a further correction 
is desirable in every observation, because the act of 
diluting 80% of whole blood with 20% saline-citrate 
anticoagulant reduces the sedimentin content by 20%, 
and therefore the observed index should be multiplied 
by 1:25. But surely if one is reckoning in units, it is 
immaterial whether the unit”*be eightpence or tenpence, 
so long as it remains constant ? 3 

Vale Royal, Cheshire. 


TREATMENT OF BURNS 


Srr;—Among the many recent suggestions for the 
treatment of burns I have not seen any mention of 
Hebra’s baths. Anybody who has been to the 
Allgemeines Krankenhaus in Vienna will know the 
Bath Station, where I saw many severe cases of burns 
treated with great success and the minimum amount 
of shock and discomfort to the patient. The initial 
outlay would not appear to be very great; all that is 
needed is an ordinary-sized bath where the patient is 
completely immersed in water kept at a suitable tempera- 
ture and so regulated that the water is continually being 
changed. The patient rests on a kind of wire mattress 
which can be raised or lowered by pulleys as required. 
Antiseptics may, of course, be added to the water. The 
patient eats and sleeps and remains in the water as 
long as necessary. The baths are not solely used for 
treating burns, but also for certain skin diseases, biliary 
fistule, discharging bone sinuses and spinal injuries. 
Some of these cases I have known to have been in the 
water for more than two years. : 

A prescription I have found useful in clearing up some 
cases of burns where there is offensive slough is the 
following :— 


GEORGE DAY. 


B Argent. nit. i aie 0.25 
Aqua dest... xs a .. 25 
Ol. olivæ .. P ks .. 25 
Adeps lanæ ; a -. 50 


Sig. Apply on lint. 


London, S.W.4. J. E. O’LOGHLEN. 


“« SCRIMSHANKING ” 


. SIR, —During three years’ service in the last war I 
spent two as M.O. to front-line troops, and after trial and 
error I gained a fair knowledge of. the lead-swinger. 
Incidentally, this has proved invaluable in my frequent 
contacts with the known and the unsuspected neuropath. 
During my initiation I sent many a soldier to the trenches 
wrongly, and equally wrongly many another ‘‘ down the 
line.” A sergeant who did not know my profession 
told me recently that he could ‘“ put it over ” any M.O. 
by chewing cordite. One heard much of this in that war 
and ‘'D.A.H.”’ was then a common diagnosis. It 
would be of considerable help to many of us if someone 
would describe further signs and symptoms of this form 
of poisoning, and perhaps enlighten us on other methods 


of scrimshanking. 
The Manor, Epsom. D. R. ALEXANDER. 


SHARING SAFETY 


SIR, —Some of us who live in peace and safety are 
more than willing to share our good fortune with others 
less fortunate. In the area of the emergency hospital 
from which I write no bomb has been heard nor any 
siren—there is none nearer than five miles away. Some 
time ago I made a suggestion for a temporary inter- 
change of personnel between quiet and busy areas; in 
due course I had a reply from the Ministry of, Health 
that they saw no need for such action. It seems obvious 
that efficiency will be maintained best by arranging that 
busy men be moved periodically to areas where the work 
is light and rest assured. Perhaps, when this is brought 
to the attention of the Ministry, a system of temporary 
transfer of personnel can be instituted. | 


SURGEON, BASE HOSPITAL. 
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THE CHRISTMAS GIFT 


Sir,—It is with great pleasure that I inform you that 
we distributed £1,032 in Christmas gifts this year. 
This means a monetary gift to all our regular beneficiaries 
—deeply appreciated and valued by each one of them. 
Will you please accept my warmest thanks for the help 
you gave in publishing my appeal and convey to your 
readers my sincere gratitude for their kindly and generous 
response. 

I am sure that it is an encouragement to us all that the 
medical profession is so loyally supporting the Royal 
Medical Benevolent Fund and enabling the good work 
to be carried on at the present time when the hardships 
of many are very great. 

THos. BARLOW, 


Manorfields, S.W.15. President, R.M.B.F. 


B.M.A. MEDICAL PLANNING COMMISSION 


THE British Medical Association has set up a medical 
planning commission with the following terms of refer- 
ence :— 

To study war-time developments and their effects on the 
country’s medical services both present and future. 


Its constitution has now been announced, though 11 
vacancies have yet to be filled. 


DELEGATES 


Officers of the B.M.A.—Thomas Fraser, president of the 
B.M.A., gonsulting physician to the Aberdeen Royal Infirm- 
ary ;- H. S. Souttar, chairman of council, surgeon to the 
London Hospital; H. Guy Dain, chairman of representative 
body, late chairman of insurance acts committee; J. W. 
Bone, treasurer, chairman of general practice committee ; 
Peter Macdonald, deputy chairman of representative body, 
ophthalmic and aural surgeon to the York County Hospital ; 
chairman of B.M.A. hospitals committee. 

Royal College of Physicians of London—4 nominees to be 
announced later. 

Royal College of Surgeons of England—Sir James Walton, 
London; Sir Alfred Webb-Johnson, London; 2 further 
nominees to be announced later. 

Royal College of Obstetricians and Gynecologists—3 nominees 
to be announced later. 

Royal College of Physicians of Edinburgh—Charles McNeil, 
professor in child life and health in the University of Edin- 
burgh. 

Royal College of Surgeons of Edinburgh—Henry Wade, 
surgeon to the Edinburgh Royal Infirmary. 

Royal Faculty of Physicians and Surgeons of Glasgow—John 
Henderson, consulting physician to the Glasgow Royal 
Infirmary. . 

Society of Medical Officers of Health—G. F. Buchan, Willes- 
den; A. Massey, Coventry ; a county M.O.H. 

Faculty of Radiologists—1 nominee to be announced later. 

Medical Women’s Federation—Mona Macnaughton, New- 
castle-on-Tyne ; Doris M. Odlum, psychotherapist to the 
West End Hospital for Nervous Diseases and the Elizabeth 
Garrett Anderson Hospital. 

Parliamentary Medical Committee—Sir Francis Fremantle, 
M.P. for St. Albans; and Haden Guest, M.P. for North 
Islington. 

OTHER MEMBERS 
F. M. B. Allen, physician to the Belfast Hospital for Children 

and member of council of B.M.A. 

Sir Girling Ball, surgeon to St. Bartholomew’s Hospital and 
dean of faculty of medicine of the University of London. 
R. Mason Bolam, assistant to the skin department of the 

Royal Victoria Infirmary, Newcastle-on-Tyne, and hon. 

secretary of the North of England branch of B.M.A. 

H. C. Boyde, hon. secretary of the Stratford division of B.M.A. 
J. A. Brown, member of insurance acts committee of B.M.A. 

‘and chairman of Birmingham panel committee. 

J. I. Cameron, hon. secretary of Glasgow division of B.M.A. 
O. C. Carter, hon. secretary of Bournemouth division of 

B.M.A. 

V. Zachary Cope, surgeon to St. Mary’s Hospital and member 

of council of B.M.A. 

C. D. Coyle, medical superintendent of Fulham Hospital. 
W. Allen Daley, chief medical officer to the London County 

Council. 
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Lord Dawson, extra physician to the London Hospital and 
past president of Royal College of Physicians and of B.M.A. 

J. W. L. Dickson, secretary of the Middlesbrough panel com- 
mittee. 

W. J. Dilling, dean of faculty of medicine and professor of 
pharmacology and general therapeutics in the University 
of Liverpool. 

S. C. Dyke, consulting pathologist to the Royal Hospital of 
Wolverhampton and president of the Association of Clinical 
Pathologists. 

Geoffrey Evans, physician to St. Bartholomew’s Hospital. 

R. G. Gordon, physician to the Royal United Hospital of 
Bath and member of council of B.M.A. 

D. G. Greenfield, Rushden, chairman of conference of local | 
medical and panel committees and member of insurance acts 
committee of B.M.A. 

E. A. Gregg, member of council of B.M.A. and chairman of 
London panel committee. 

Frank Gray, chairman of London Public Medical Service and . 
member of council of B.M.A. 

N. Bishop Harman, London, consulting ophthalmic surgeon 
to the West London Hospital and chairman of ophthalmic 
group committee of B.M.A. 

Somerville Hastings, surgeon-in-charge of ear, nose, and throat 
department of the Middlesex Hospital and chairman of 
London County Council hospitals and medical services 
committee. 

J. A. L. V. Jones, hon. secretary, Leeds public medical ser- 
vice; member of general practice committee of B.M.A. 

J. M. Mackintosh, Edinburgh, late chief medical officer of the 
Department of Health for Scotland. 

H. H. MacWilliam, medical superintendent of Walton Hos- 
pital, Liverpool. 

Urban Marks, assistant physician to the Swansea Hospital. 

C. G. Martin, ‘London, hon. secretary to metropolitan counties 
branch of B.M.A. | 

A. F. Wilkie Millar, hon. secretary and chairman of Edinburgh 
and Leith Division and member of Scottish committee and 
insurance acts committee of B.M.A. 

J. B. Miller, Bishopbriggs, Lanarkshire, chairman of Scottish 
colliery surgeons committee and member of council of 
B.M.A. 

D. S. Murray, pathologist to the Royal Hospital, Richmond ; 
president of Surrey branch of B.M.A. and editor of M edicine 
To-day and To-morrow. 

R. L. Newell, assistant surgeon, Manchester Royal Infirmary ; 
member of council and of hospitals and health services 
committees of B.M.A. 

R. M. F. Picken, Mansel Talbot professor of preventive medi- 
cine in the Welsh National School of Medicine ; member of 
council and chairman of public health committee of B.M.A. 

Harry Platt, professor of orthopedic surgery in the University 
of Manchester. 

S. Cochrane Shanks, director X-ray diagnostic department, 
University College Hospital, and president of Faculty of 
Radiologists. 

R. G. Simpson, hon. medical officer to Wood Green and South- 
gate Hospital and chairman of North Middlesex division of 
B.M.A. 

Sydney Smith, regius professor of forensic medicine and dean 
of faculty of medicine in the University of Edinburgh. 

Donald Stewart, Birmingham, hon. secretary of the Associa- 
tion of Industrial Medical Officers. 

S. Wand, Birmingham, member of council, insurance acts 

. committee, and general practice committee of B.M.A. 

A. S. Wigfield, Buntingford, hon. secretary to East Herts 
division of B.M.A. 

Oscar Williams, Llanelly, member of Welsh committee of 
B.M.A. 

David Wilson, ophthalmic surgeon to Torbay Hospital and 
member of ophthalmic group committee of B.M.A. 

S. A. Winstanley, Urmston, chairman of Lancashire county 
panel committee and chairman of Manchester division of 
B.M.A. 

The commission has power to coöpt additional members, 
and the Ministry of Health and the Department of Health 
for Scotland have been invited to appoint observers. 


Dr. R. A. O’Brien, who joined the staff of the Wellcome 
Physiological Research Laboratories at Beckenham in 1910 
and became director in 1914, retired at the end of 1940. 
Dr. J. W. Trevan, who became head of the pharmacological 
section in 1920, has been appointed to succeed him. 
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THOMAS COLVIN ; 
M.D. GLASG., J.P. 


Dr. Colvin, who died suddenly at his home in Glasgow 
on Dec. 30, had practised for 45 years in the district in 
which .he was born, the heart of the Irish :Catholic 
colony. He was an enthusiastic worker in many 
Catholic activities in the city, having been a pioneer in 
religious youth movements, particularly the Catholic 
Young Men’s Society of Britain. Later he became hon. 
life president of the Catholic Pharmaceutical Society 
of Britain; he was also a past master of St. Luke’s 
Catholic Medical Guild of Britain. In recognition of his 


work among the people of the slums of the city, Pope: 


Pius X, in July, 1923, created him a knight of St. Gregory 
the Great. At Glasgow University, where he qualified in 
1§93, he was one of the first Roman Catholic graduates ; 


in surgery he was Sir George Macleod’s last medallist. 


and Sir William Macewen’s first. 
in Sir William Gairdner’s class. 


He was also medallist 
He was early attracted 


by public health, and in 1900 when bubonic plague . 


broke out in the city it was he who identified the disease 
and wrote about it in our columns. Dr. Colvin, who was 
in his 79th year, is survived by his wife, a daughter and 
two sons, one of whom Dr. John Collier Colvin was his 
partner in practice. 


WILLIAM WADSWORTH WILDMAN 
M.B.EDIN., D. P.H. 
SURGEON LIEUTENANT, R.N.V.R. 


Dr. W. W. WILDMAN, whose death during November on 
active service in the Mediterranean was due to enemy 


action, graduated M.B. from the University of Edinburgh 


in 1931. A fellow student who was his partner in the 
dissection of his first anatomical part writes: Wildman 
was always liked by the rather 

EE small circle with whom he 

— became intimate. Quiet and 
retiring, he took little part in 
the more boisterous under- 
graduate activities. He was 
always a conscientious stu- 
dent, but never obtrusively so. 
He also studied in Paris and 
later the hospital appoint- 
ments he held included that 
of. resident at the French 
Hospital in London. 
a year in private practice he 
took his D.P.H. in 1935 and 
secured an appointment as 
R.M.O. at the Leicester Isola- 
tion Hospital and Sanatorium. 
In 1936 he was appointed 
assistant M.O.H. and assistant school M.O. for West 
Bromwich, and two years later he became assistant 
M.O. to the Norfolk county council and M.O.H. 
to the Downham and Marshland rural district and the 
Downham urban district. He volunteered for service 
as soon as war broke out and was mobilised on Sept. 23, 


Bowes, Chatham 


1939. He was 32 years of age and he leaves a widow 


and one child. 


HELEN YOUNG CAMPBELL 
L.R.C.P.E. 


Dr. Helen Campbell who died at St. Andrews on 
Dec. 24 was for many years in- charge of the infants’ 
department of the City of Bradford, which developed 
under her guidance, with the coöperation of Mr. E. J. 
Smith and Mr. Thornton Pullan, from a few isolated 
“ babies’ welcomes ”’ to a great municipal institution. 
She studied at the London School of Medicine for 
Women and at Newcastle-on-Tyne before qualifying in 
1907, when she joined Dr. Anne Cleaver in practice at 
Johannesburg and at once began to consider the problem 
of safe childbearing in the remote parts of the veldt, 
setting out her experience in a book entitled ‘‘ Practical 
Motherhood.” Returning to England she worked under 
Ralph Vincent at the Infants’ Hospital in Westminster 
until in 1911 she was invited to Bradford. Here with 
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at first little _professional support she trained a small 
band of highly competent workers and studied the 
health and antecedents of, the young life attending 
welfare clinics in an industrialised community. For 
instance, the 2172 infants under observation during the 
year 1918 shared among them 14,289 diseases and 
defects, an average of nearly seven handicaps to each 
infant. Her annual reports contained investigations— 
clinical, pathological and sociological—into the causes at- 
work in the antenatal period leading to these dire 
results, and a close analysis of.the relative share of 
defectiveness and defective environment. It was, she 
felt, a disheartening task in the absence of access to a 
complete maternity department, but her work was 
crowned with a large measure of success and attracted 
the attention of welfare workers from all over the 
country and from many foreign centres. Her health 
broke down under the strain and some ten years ago she 
retired to St. Andrews where she continued to study and 
write. Her death was hastened by the effect of an. 


air-raid. 
ROBERT GEE STERLING 
M.R.C.S. 


Dr. R. G. Sterling, who died suddenly after a , long 
illness at Ash Vale, near Aldershot, was the son of Canon 
Robert Sterling, M.B. Durh., founder of the first mission - 
hospital at Gaza, Palestine. He qualified M.R.C.S. 
from the London Hospital in 1915 and served in the 
R.A.M.C. from 1916 until the end of the war, reaching 
the rank of captain. His father died in 1917 after 
having been made prisoner by the Turks when they 
occupied Gaza. The hospital was bombed by the 
British from the sea as the Turks were using it as an 
ammunition store. The war being over Sterling went out 
to Gaza with his family and a few friends and rebuilt 
the hospital stone by stone, re-naming it the Sterling 
Memorial Hospital in memory of his father. He re- 
mained as medical superintendent in charge of the 150 
beds until a serious illness overtook his wife and he . 
was obliged to return to England, Since 1931 Sterling 
was in practice at Ash Vale, where his straightforwardness 
and devotion to his patients endeared him to a wide 
circle. He is survived by his wife, who was a daughter 
of the late Rev. Greenway of Eldon, co. Durham. They 
had three sons and three daughters. 


Colonel SYDNEY GEORGE BUTLER, who died on Dec. 22 
at Hove, was a native of Walton, Lancs, and qualified 
from the London Hospital in 1897. Commissioned as 
lieutenant, R.A.M.C., in 1899 he took part in the relief 
of Ladysmith and actions at Spion Kop and Pieters Hill, 
receiving the Queen’s medal with five clasps. In 1914 
he went to France in charge of No. 3 Stationary Hospital 
and later became consulting surgeon to the British Army 
on the Rhine. He was awarded the D.S.O. for coolness | 
apa courage in collecting wounded under severe shell- 

e. . 


CORRIGENDA.—In the obituary notice of Dr. William 
Wallace, F.R.A.M., on p. 826 of our issue of Dec. 28, 
lines 11-14 refer to another Dr. William Wallace, of 
25 Newton Place, Glasgow, who has naturally read 
them in that context with astonishment. We tender 
him our sincere regret for the slip. 


In the review of Sir Arthur Hurst’s ‘‘ Medical Diseases 
of War” on page 14 of THE LANCET of Jan. 4, we should 
have said that some fresh views on the neuroses had been 
written with the assistance of Dr. T. A. Ross. 


In the New Year’s honours list the Kaisar-i-Hind gold medal 
was awarded to William Patrick Smythe Mitchell, M.B.E., 
chief medical officer for Bastar State. 


On Dec. 13 the Bath Medical Book Society held its hun- 
dredth annual meeting. The society circulates some of the 
more recent medical books among its 25 members, each 
of whom keeps a book for a fortnight and then passes it on. 
All the books are returned to the hon. secretary and sold at the 
annual meeting and the proceeds of the sale are used to buy 
books for the next year. The subscription, originally £1, is now 
only 5s, as the books usually fetch good prices. The sent 
secretary, Mr. A. Leonard Fuller, F.R.C.S.L., has held office 
for 36 years, and much of the success of the society has been 
due to his unfailing energy and tact. 
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Medical News 


University of Oxford | 
_ Miss Josephine Barnes has been appointed Nuffield assistant 
in obstetrics and gynzcology in the university. 


Royal College of Surgeons of England 


On Jan: 13, at 3 r.m., Prof. H. A. Harris will open a series 
of Hunterian lectures which will be held at 1, Wimpole Street, 
London, W.1i, during January and February with a discourse 
on growth in general. On Jan. 14 he will speak on the 
anatomy and physiology of locomotion and posture, and on 
Jan. 15 on the inherent weaknesses of the human body with 
reference to orthopedic practice. 

The other lectures are as follows :— 

Jan. 20, Mr. L. E. C. Norbury, carcinoma of the rectum ; 
Jan. 22, Mr. Norman Capener, the lumbo-sacral joint; Jan. 
24, Dr. R. E. Smith, the undescended testicle; Jan. 27, Mr. 
H. A. Brittain, the principles of arthrodesis; Jan. 29, Mr. J. M. 
Yoffey, the flow of lymph from the nasopharynx, and the 
absorption of dyes, proteins, viruses and bacteria after nasal 
instillation; Jan. 31, Mr. W. H. Graham Jessop, the surgery of 
the great omentum; Feb. 3, Mr. F. Ronald Edwards, dried 
plasma; Feb. 10, Mr. F. F. Rundle, the pathogenesis of thyro- 

On Feb. 13, at 2.30 P.m., Prof. A. H. Burgess will deliver the 
Hunterian oration. His subject will be Charles White of 
Manchester. On Feb. 17, at 3 p.m., Dr. A. J. E. Cave will 
give an Arris and Gale lecture on the comparative anatomy 
and evolution of the paranasal sinuses. 


The Nation’s Health 


Sir Wilson Jameson, chief medical officer to the Ministry of 
Health, has stated that risks to health will be at a maximum 
during the next three months. We have been fortunate, he 
thinks, in that no severe epidemics have so far broken out 
among shelter users, and that no great spread of vermin has 
been detected by shelter nurses and doctors. Frequent 
personal washing and changing of underclothes are safeguards 
against vermin, and the boroughs are doing their best to per- 
suade people to make full use of the public baths. Fifteen large 
disinfectors belonging to the Army. Medical Department are 
being used in London to sterilise verminous clothing by means 
of hot air. Sir Wilson urges that those who can do so should 
bathe at home and bake clothing in their own ovens. He 
regarded dispersal as the best preventive measure against the 
spread of disease—dispersal from overcrowded areas and from 
overcrowded shelters, and dispersal within the shelters, to be 
achieved by providing bunks and encouraging sleepers not to 
lie too close together. He advocated the general use of masks 
in shelters and crowded places. Speaking of cerebrospinal 
fever he mentioned the brilliant effects of the chemothera- 
peutic drugs in reducing the fatality-rate to 5%. 


At a meeting of the section of medicine of the Royal 
Society of Medicine on Tuesday, Jan. 28, at 2 P.m., Colonel 
Lionel Whitby and Dr. Janet Vaughan will open a discussion 
on the therapeutic value of transfusion of derivatives of blood. 


On Wednesday, Jan. 15, at 1.45 p.m. at the Royal Society of 
Arts, John Adam Street, Adelphi, London, W.C.2, Dr. Irene 
Ward, M.P., will preside when Miss Caroline Haslett reads a 
paper on women in industry. Miss Haslett is adviser to the 
Ministry of Labour on women’s training. 


The eighth list of subscriptions to the Medical War Relief 
Fund brings the total amount contributed to over £13,900. 


On Sunday, Jan. 12, at 3 p.m., Miss A. T. Alcock, play thera- 
pist at the Tavistock Clinic, will open a discussion on war strain 
in children—its manifestations and treatment. The discus- 
sion will be held at the clinic, at Westfield College, Kidderpore 
Avenue, London, N.W.3. i 


The New York State department of health has coöperated 
with the United States Army in providing chest X-ray 
facilities for the men called up under the Selective Service Act 
who are medically examined in upstate New York. Of the 
1401 men examined there during the week of Nov. 25, 19 
_ were found to have tuberculosis. None of the 19 cases had 
previously been reported in the state, and about half of the 
men required immediate hospital care. Practically none of 
them had symptoms which were sufficiently serious to prompt 
them to seek medical advice because of their physical condi- 
tion. 7 


Infectious Disease in England and Wales 
DURING THH WEEK ENDED DEC. 7, 1940 


Notifications.—The following cases of infectious dis- 
ease were notified during the week : smallpox, 0; scarlet 
fever, 1597 ; whooping-cough, 2421; diphtheria, 1424 ;. 
enteric fever 23; measles (excluding rubella), 14,147 ; 
pneumonia (primary .or influenzal), 782; puerperal 
pyrexia, 111; cerebrospinal fever, 144; poliomyelitis, 
18; polio-encephalitis, 2; encephalitis lethargica, 1 ; 
dysentery, 92; ophthalmia nepnatorum, 80. No case 
of eo plague or typhus fever was notified during 

e week. 


The number of civilian and service sick in the Infectious Hospitals 


of the London County Council on Dec. 13 was 1929, including: 


scarlet fever, 288 ; diphtheria, 307 ; measles, 778 ; whooping-cough, 


86; enteritis, 27; chicken-pox, 188; erysipelas, 53; mumps, 31 ; 
Poliomyelitis, 1; dysentery, 8 ; cerebrospinal fever, 30 ; puerperal 
sepsis, 8; enteric fevers, 7; german measles, 1; other diseases 
(non-infectious), 67 ; not yet diagnosed, 109. 

Deaths.—In 126 great towns there was no death from 
smallpox or enteric fever, 1 (0) from scarlet fever, 13 (0) 
from whooping-cough, 12 (1) from measles, 35 (0) from 
diphtheria, 41 (1) from diarrhca and enteritis under 2 
years, and 42 (8) from influenza. The figures in paren- 
theses are those for London itself. i 

Birmingham reported 5 deaths from diphtheria, Liverpool 4. 
There were also 5 deaths from whooping-cough at Birmingham and 
5 from measles at Liverpool. | 
The number of stillbirths notified during the week was 
159 (corresponding to a rate of 35 per thousand total 
births), including 7 in London. 


Births j Marriages and Deaths 


BIRTHS 


HERTEN-GREAVEN.—On Dec. 30, at Buenos Aires, the wife of Mr. 
E. C. Herten-Greaven, F.R.C.S.—a son. 


‘KING-TURNER.—On Dec. 26, the wife of Dr. O. J. King-Turner—a 


daughter. ; 
LEwis.—On Jan. 4, at London, Ontario, to Dr. Hilda Lewis, wife of 
Dr. Aubrey Lewis—a daughter. ; 
MacKeiTH.—On Dec. 13, at Brisbane, the wife of Lieutenant S. A. 
aoe M.R.C.S., R.A.M.C., of Graylingwell, Chichester—a 
aughter. 
RINKEL.—On Jan. 3, at Holt, Norfolk, the wife of Dr. Ronald 
Rinkel—a, son. 
la so ke Jan. 4, at Burnham-on-Sea, the wife of Dr. J.N. N. 


binson—a son. 
MARRIAGES 


BAILEY—LESLIE.—On Jan. 4, at Harrogate, Gordon N. Bailey, 
F.R.C.S., Captain R.A.M.C., to Isabel Ray Leslie. . 

JOHNSTON—GIMSON.—On Jan 4, at Kensington, -Colinu McKie 
Johnston, M.B., to Elizabeth Caroline Gimson. 

MILNE.—On Dec. 21, at Ayr, Lewis MacDonald Reid, M.B., 
Lieutenant R.A.M.C., elder son of Dr. A. H. Reid, of Trinidad, | 
to Mabel Margaret Milne. 

ROGERS—WHELON.—On Jan. 1, at Bromley, Victor A. Bogers, 
M.B., Lieutenant R.A.M.C., to Daphne Whelon. 

STEVENSON—DUKE.—On Jan. 2, at Cambridge, Claude M. Steven- 
son, M.D., to Johanna Duke. 

WALKER—MEDD.—On Dec. 19, at Plymouth, Robert Bruce Walker, 

` M.R.C.S., elder son of Dr. A. Robert Walker, to Rosemary 


Pretyman Medd. 
DEATHS 


BHABHA.—On Jan. 3 at Drakefell Road, S.E.14, Shapurji Dadabhai 
Bhabha, M.D.Brux., D.D., L.R.F.P.S. 

BowER.—On Dec. 31, at Stretton, Warrington, Harry Edward 
Bower, M.D. Edin., J.P., aged 74. 

BUTLER.—On Dec. 29, at Hove, Sydney George Butler, D.S.O., 
M.R.C.S., R.A.M.C., retd. 

HEWAN.—On Jan. 6, in Edinburgh, John Hewan, M.R.C.S. 

HUMPHREY-Davy.—On Jan. 4, at Ross-on-Wye, Herefordshire, 
Alfred Humphrey-Davy, M.D., M.Ch. R.U.I., of Bournemouth. 

cCREA.—By enemy action, Edward D’Arcy McCrea, M.D. Dubl., 

F.R.C.S., his wife, Edith Florence Willock McCrea, F.R.C.S.I., 
and their two children, Patrick and Gillian. 

N ar GS Jan. 2, at Wittersham, Donald Alexander Nicoll, 


.R.C.S. 
ies meet Dec. 31, in Melbourne, Edward Augustus Spowers, 
LD. eiD. 
WOOTE E 08 Dec. 31, at Sidmouth, Cecil Woodhouse, M.D. 
amb. 
WRIGHT.—On Dec. 30, at Dalkey, Dublin, William McDowel Aikin 
Wright, M.D. Dubl., aged 88. 


The distinguished service cross has been awarded to Surgeon 
Lieutenant John Thomas, M.R.C.S., R.N., and to Surgeon 
Lieutenant T. B. Fitzgerald, M.B. Birm., R.N.V.R. 


In a recent casualty list it was announced that Lieutenant 
A. G. Hewer, M.R.C.S., who was previously reported missing, 
believed prisoner of war, is now known to be a prisoner of war. 
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Notes, Comments and Abstracts 


WELFARE AND WAR 


VOLUNTARY welfare organisations have not lost their 
opportunities as a result of the powers acquired by the 
Government to regulate industry. Mr. Bevin has made 
full use of existing bodies, and the 1940 report of the 
Industrial Welfare Society is an account of growing, 
not diminishing, activity. A scheme for training welfare 
workers was drawn up last January, in conjunction with 
the Institute of Labour Management and the Joint 
University Council for Social Studies. Many firms 
belonging to: the society have volunteered to give a 
month’s practical training to students in their welfare and 
personal departments, and the courses will be beginning 
shortly. Lectures have been given during the year 
to meetings of industrial workers, nurses, and university 
and school groups. The society has also been able to 
give help to the Ministry of Information about opinion in 
factories, and to supply articles to works journals dealing 


with general policy and censorship. The Ministry of | 


Food has consulted the society about diet in canteens, 
and the Ministry of Health has found its coöperation 
valuable in organising the blood-transfusion service. 
In April the society carried out a survey, for the Board of 
Education, of facilities for the training, recreation and 
supervision of juvenile workers. Free concerts have 
been arranged in factories, and works musical societies 
have been brought into touch with professional musicians ; 
concerts are now organised under the board’s council for 
the encouragement of music and arts. The B.B.C. has 
been persuaded to provide ‘‘ Music While You Work,” 
and this has become very popular. A special inquiry 
was made into the effect of blackout and transport 
restrictions on health and safety, and lighting and ventila- 
tion have been discussed with the Industrial Health 
Research Board and the London School of Hygiene. 


_ The panel of trained welfare workers kept by the society 


has been revised, and now that new posts are being 
created the demand for qualified candidates will 
increase ; many appointments have already been made 
from this list. The report criticises the position in 
ordnance factories, in some of which it seems welfare 
workers without previous experience have been 
appointed, while in others the salaries offered are not 
sufficient to attract experienced workers. The society 
looks forward to the early remedying of this defect 
when more trained workers are available. 


MAN AND HIS NEIGHBOUR 


PLATO, as Sir Arthur Keith! has reminded us, likened 
the noble youth to the well-bred dog; both should be 
gentle to their friends, he thought, and fierce to their 
enemies. Freud noted repeatedly the strange ambiva- 
lence of the human mind, which can love and hate not 
only different objects at different times but often enough 
the same object at the same time. Nor is it necessarily 
our enemies who come in for the full blast of our fierce- 
ness; our nearest and dearest enjoy their share. Sir 
Arthur sees the emotion of patriotism as one of nature’s 
cleverer devices for ensuring survival of evolutionary 
units, and these units were at first tribal. Darwin, 
voyaging in the Beagle, had with him Jemmy Button, 
a native of Tierra del Fuego, who was to be repatriated, 
and Jemmy was a keen patriot, praising his own tribe 
and abusing others ; yet when Darwin landed he found 
the Fuegans “‘ miserable degraded savages,” poor enough 
material for a patriot to boast about. Arguing from this, 
Sir Arthur Keith postulates a “ frontier reflex ” in man ; 
at the frontier between tribe and tribe love changes to 
hate, kindness to cruelty and peace to pugnacity. 
The tribal communities of the prehistoric world have 
swollen into nations, and still they snarl at one another ; 
the amalgamation of tribes has only given us modern 
warfare instead of the border raids which used to keep 
people ‘‘in a not unhappy state of chronic unrest.” A 
warless world, he thinks, might hardly work; man is not 
happy when he sits back and takes his ease. 

In a sense there will always be frontier reflexes. The 
woman introduced for the first time into a roomful of her 
husband’s relations is likely to feel an atmosphere of 


1. Rationalist An“ ual, 1941, p. 7. 


heightened criticism, if not of hostility, and to experience 
similar defensive emotions herself. But surely they are 
indeed defensive and springing from dread of invasion or 
attack. To enter a roomful of foreigners is quite a 
different experience ; it is to meet consideration, indulg- 
ence and.a sincere attempt at understanding. Perhaps 
the tribes have now got so big that the only real oppor- 
tunity for aggression is now in the home circle. Modern 
war has little to do with the emotion of hatred. And if 
nature fancies it to be a good device for preserving 
evolutional units, it is time she thought again. 


RETREAT 


Two young Englishmen living in Paris volunteered as 
ambulance drivers in the French army at the beginning 
of the German invasion. In ‘‘ The Road to Bordeaux ” 
(Cresset Press, pp. 408, 8s. 6d.), C. Denis Freeman and 
Douglas Cooper admirably describe their day-to-day 
adventures. Their book is not only enthralling in its 
intelligently-observed and accurate detail but throws 
much light on the causes of the French collapse—above 
all on the ‘‘ bogging ” of the army in a horde of refugees 
who, in the absence of orders from above, were an easy 
prey to alarmist rumours.. The medical services suffered 
from the inevitable ‘‘ ordre, contre-ordre, désordre ’’ of 
a rapidly retreating army but the authors emphasise 
that everyone was still full of fight when the armistice 
burst on the stunned nation. They themselves were 
forced by it to leave their unit hurriedly and escaped 
on the last boat leaving Bordeaux. This is their descrip- 
tion of the traffic at the entrance to Auxerre. ‘ Cars 
and carts were in a solid block, overriding the pavements, 
jammed tightly across the width of the road from house 
to house. It was like some fabulous, fire-breathing, 
gargantuan, malevolent monster. The body moved, 
perhaps at no more than two miles an hour, but it moved. 
At every little turning it seemed to throw out tentacles, 
absorbing into its heaving, jerking mass all the cars that 
stood tremulously on its fringes. It swept everything 
before it. The pedestrians ran among the cars, calling 
for lifts, holding up their worn-out shoes and showing 
their bleeding feet, in noisy appeal, like oriental beggars 
exposing their sores. ... We had no option but to be 
swept into this awful thing.” 


A GOOD ADVENTURE BOOK 


A LOT of people would say that there was more than 
enough adventure going on in the world today. But 
many children who are leading very sober lives and 
facing, according to peace-time standards, drab Christmas 
holidays, will welcome ‘‘ They Wanted Adventure ” 
(Cape. 78. 6d.) by Mr. Kenneth McFarlane, a pseudonym 
thinly disguising a surgeon writing in collaboration with 
a friend. The heroes of the book, John and Anne, set 
off to spend a quiet holiday in a small fishing village on 
the west of Scotland, under the care of Miss Watkins, 
who proves herself one of the most redoubtable spinsters 
of Cathedral England. An obliging stranger gives them 
a preliminary lesson in jujitsu; their dog Simon, who 
also has a zest for adventure, chews through the painter, 
and hey presto they are adrift among the Hebrides 
finding unreal adventures among very real people. 
Marooned on a remote island they are soon on the track 
of a gang of German spies and a hair-raising time is had 
by all before the villains are brought to trial in Edinburgh. 


~ 


The King has sanctioned the following promotions in, and 
appointments to, the Venerable Order of the Hospital of St. 
John of Jerusalem :— i 


As Commander—Major-Genceral Norman Methven Wilson, 
M. R.C.S., I.M.S. ; Colonel Hugh Stott, M.D., I.M.S. 

As Oficer—John Robert Summers Park, L.R.O.P.: Colonel 
William Calder Paton, M.B., I.M.S.; William Steven, M.B. ; Sir 
Cedrie Hicks, M.D. ; Victor William Tighe nana M.B.; Robert 


Barr MacGregor, M.B.; and Norman Jennings, 


Appointments 


O’FARRELL, P. T., F.R.C.P.I., D.P.H., D.T.M. : visiting physician 
to St. Vincent's Hospital, Dublin. 
BENNETT, K. H., M.R.C.S., D.P.H.: asst. M.O.H. for Lambeth. 
MANN, J. W., M.B. Aberd., D.P.H.: asst. M.O.H. for Lambeth. 
PooLeR, W. R. H., M.B. Camb.: examining surgeon under the 
Factories Act 1937 for Wellington, Salop. 
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THE PRESENT POSITION OF 
SULPHONAMIDE THERAPY* 
By W: R. THRoweEr, M.D. Lond., M.R.C.P. 


MEDICAL ASSISTANT TO THE PROF FSSORIAL UNIT, ST. BARTHOLOMEW’S 
HOSPITAL ; CONSULTING PHYSICIAN TO MESSRS. MAY AND BAKER 


SomE two years have elapsed since the synthesis of any 
new sulphonamides with striking therapeutic activity, 


and it is now possible to say with some certainty what 


particular compounds will do in actual practice and 
what is the best procedure for tackling infections by 
organisms within their range of activity. 7 


HISTORICAL 


_ The beginning of chemotherapy in its present form was 
the synthesis by Jacobs and Heidelberger (1917) in New 
York of a number of azocuprein sulphonamides which 
were highly bactericidal in vitro, and it is something of a 
medical tragedy that no further study of these and allied 
compounds was undertaken until 1933. In this year, 
after experimental work had demonstrated that 
sulphonamido-chrysoidin was likely to be of value, this 
compound was used in clinical medicine and proved to 
be effective against streptococci of the 8-hemolytic type, 
meningococci and gonococci. In some respects the 
ease with which different agents may be tested against 
B-hsemolytic streptococci in mice has been unfortunate, 
inasmuch that attention has continually been focused 
on infections with this organism to the exclusion of the 
staphylococcus, a much commoner and at present a more 
lethal organism when it invades the blood-stream (Butler 
1940). Danger lies in arguing that the same compounds 
administered in the same way will be required in the 
treatment of both streptococcal and staphylococcal infec- 
tions simply because both organisms happen to be cocci. 
The different course of infections by the two organisms 
in the human subject shows how distinct they are. 
While interest was centred on the action of sulphona- 
mido-chrysoidin on certain streptococci came the 
fundamental discovery by Tréfou.! and others (1935) 
that the activity of this compound lies in its sulphanil- 
amide nucleus, this type of compound being long known to 
chemists working in the dye industry for its mordant 
properties. The observation that sulphanilamide was a 
therapeutically active drug made possible most of the 
chemotherapeutic research of recent times. Sulphanil- 
amide, while less toxic than sulphonamido-chrysoidin, is 
a powerful drug, and its indiscriminate use may be fraught 
with the well-known unpleasant side effects common to 
all sulphonamides. The benzyl! derivative of sulphanil- 
amide (Proseptasine) is active against streptococcal 


infections, and seems to be less toxic than sulphanilamide. 


‘Sulphonamido-chrysoidin, the red compound presented 
in tablet form as Prontosil Rubrum, is held by some to 
be a more active streptococcicida] agent than sulphanil- 
amide. Possibly because the dye compound is less 
readily soluble and therefore more slowly absorbed than 
sulphanilamide its action is more constant, but for this 
reason in fulminant disease sulphanilamide is the better 
compound to use. A soluble dye (disodium 4’-sulph- 
aminophenylazo-1-hydroxy -7 -acetylaminonaphthalene- 
3 : 6-disulphonate), marketed as Prontosil Soluble, is also 
available for therapeutic use. The risk of toxic reactions 
with these red compounds, apart from the inconvenience 
of dyes, limits their sphere of usefulness, and new and 
better drugs have largely superseded them. It has 
moreover been found possible to prepare a compound of 
sulphanilamide with a solubilising group which is suitable 
for parenteral administration. This drug, whose formula 
is disodium-para-(y-pheny!-propyl-amino)-benzenesul- 
phonamido-«-y-disulphonate, and which is marketed 
under the name Soluseptasine, has high antistreptococcal 
and antimeningococcal potency. 

The therapeutic range of the earlier compounds 
examined is thus limited, and continued search has been 
made for derivatives of sulphanilamide with wider 
activity. In 1937 and 1938 there was synthesised a new. 


* Based on an address given to the Cork Clinical Society, 
University College, Cork, Nov. 15, 1940. 
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class of compounds in which one hydrogen atom of the 
sulphonamide group (SO,NH,) was replaced by various 
substituents. Four compounds produced in this way 
deserve detailed attention: Uleron, which is para- 
aminobenzene sulphonamidobenzenesulphon - dimethyl- 
amide; Albucid, which is para-aminobenzene-sulphon- 
acetamide; M. & B. 693 or sulphapyridine, which is 
2-(para-aminobenzenesulphonamido) pyridine; and 
Thiazamide or sulphathiazole, which is 2-(para-aminoben- 
zenesulphonamido) thiazole. 

Uleron, originally introduced as an antistaphylococcal 
agent, has also been used in the treatment of gonorrhea, 
but this drug has proved disappointing in the treatment 
of early infections. A considerable number of cases of 
severe peripheral neuritis have followed its exhibition, and 
outside Germany its use in gonorrhcea has largely been 
abandoned. Albucid has the advantage of seldom 
causing unpleasant side effects, but it is generally 
regarded as a less powerful gonococcicide than the other 
and more popular sulphonamides. The synthesis of 
sulphapyridine by Ewins and his co-work: rs was the first 
outstanding advance after the demonstration by 
Tréfouél and his colleagues of the properties of sulphanil- 
amide. The outstanding merit of ‘sulphapyridine is its 
activity against pneumococcal infections of all types, but 
it also appears to be the most potent remedy yet available 
for gonorrhoea and meningococcal meningitis. The fact 
that it is active against certain streptococcal infections is 
not surprising, but its routine use for these infections does 
not seem to be justified when other equally potent and 
better tolerated drugs are available. Certain cases of 
staphylococcal infection have responded to the use of 
sulphapyridine when high concentrations in the blood 
have been obtained. 

The thiazoles are capable of further substitutions in the 
thiazole ring, to produce methyl and phenyl derivatives. 
The thiazoles as a class are moderately active against the 
common pathogens and detailed study of them in the 
clinical field was deferred until recently when reports 
from the United States suggested that they were of value 
in the treatment of staphylococcal infections. These 
somewhat optimistic reports have not been wholly 
confirmed in England, but the clinical trials have focused 
attention on staphylococcal infections as a whole, and on 
the possibility of using existing sulphonamide compounds 
in their treatment. 


NEW APPROACH TO ACUTE INFECTIONS 


To obtain the best results from these new remedies itis | 
important to pay less attention to the conventional 
names of particular conditions than to the underlying 
organisms. For example, in the past the terms lobar 
pneumonia and bronchopneumonia have been arbitrarily 
used, and little importance has been attached to their 
bacteriology ; nowadays, however, the treatment as well 
as the prognosis is seen to turn on the nature and type of 
the organisms, and not on whether the lesion is alveolar 
or peribrouchial ia distribution. Fortunately many acute 


‘respiratory infections respond to treatment with one or 


other of the sulphonamides, but when a case is encount- 
ered which appears refractory to treatment it is 
good practice, if this had not already been done, to 
examine the flora of the sputum and see whether the 
predominant organism is one likely to respond to 
chemotherapy at all and, if so, which of the various 
compounds available is most suitable. In the same way 
the infecting organism should be determined whenever 
possible when treating acute infections of the skin or 
subjacent tissues by chemotherapy with or without the 
help of surgery. The kind of treatment successful in, say, 
a streptococcal infection is very different from that 
necessary in one due to staphylococci, for the latter 
organism is only acted on to any extent by two com- 
pounds—sulphapyridine and sulphathiazole—and then 
only when they are present in high-concentrations in the 
blood conveyed to the affected part. ` 
The haphazard exhibition of these new drugs to all 

and sundry infections is most undesirable, for there are 
still a number of infective processes which prove irrespon- 
sive to chemotherapy and in these prolonged administra- 
tion may be not only useless but actually harmful. 


Cc a 
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BACTERIA INFLUENCED BY SULPHONAMIDES 


The organisms affected by chemotherapy can be 
divided into two groups—those which are highly suscept- 
ible, and those on which the drugs exert only a moderate 
activity. In the first group are B-hemolytic streptococci, 
all types of pneumococci, meningococci, gonococci and 
certain strains of Escherichiacoli and Bacillus pestis. 
These organisms are the principal causes of illness 
commonly attended by a high case-fatality rate. In the 
second group are a large number of micro-organisms 
which show a greater or less response to the sulphon- 
amides depending partly on the location of the infection 
in the body and partly on the manner in which treatment 
is carried out. An instance of the effect of location is 
the typhoid bacillus ; the typical general disease due to 
this organism is uninfluenced by any drug, but in the 
‘“‘ carrier state’? with persistent infection of the urinary 
tract sulphapyridine acts almost as a specific. Experi- 
mental work provides an explanation of this difference. 
The typhoid bacillus is only slightly affected by 
sulphonamides in therapeutic concentrations both in 
vitro and in vivo, but is killed by the concentrations 
attained in the urine, often amounting to 10 or 20 times 
those in the blood. With infections due to low-grade 
streptococci a different process operates, for many strains 
are fairly responsive to treatment but the lesion they 
cause has the peculiarity of shielding the organism from 
effective concentrations of the drug, as in subacute 
bacterial endocarditis, and a somewhat similar mechanism 
may operate in pneumonia caused by the same organisms. 

The common organisms of respiratory catarrhs, with 
the exception of Hamophilus influenza and the Fried- 
lander bacillus, exhibit only a sluggish response to 
chemotherapeutic agents and the diphtheria bacillus 
none at all. Scarlet fever is not influenced materially 
` by sulphonamides, but they may be strikingly effective 
when complications arise. Gas gangrene, tetanus and 
anthrax are often successfully treated with sulpha- 
pyridine, but particularly in gas gangrene variations in 
strains of the organisms make results inconsistent ; 
steps must also be taken to combat the exotoxins 
circulating. In staphylococcal infections treatment is 
influenced by the nature of the lesions commonly 
present and also by the fact that the organism is only 
influenced by certain sulphonamides in high concentra- 
tions. Local lesions in the acute febrile stage respond 
sporadically ‘to sulphathiazole but there is still doubt 
about the best way of maintaining an effective level in 
the blood. For bactereemic cases both sulphathiazole 
and sulphapyridine are valuable when given by intraven- 
ous drip of the sodium salt in normal saline, the dosage 
being controlled by periodic estimation of the blood 
concentration. 

Virus infections, except that causing lymphogranu- 
loma inguinale, are unaffected by existing sulphonamides, 
although of course they may control concurrent microbic 
infections. 

USE OF SERA 

The advances of chemotherapy have been entirely in 
the antibacterial direction, and none of the new com- 
pounds affect toxins except in so far as they eradicate 
their source. On theoretical grounds it is desirable to 
employ antitoxic sera as adjuvants to chemotherapy, 
but practical considerations with regard to their adminis- 
tration, apart from the factor of availability in the right 
place at the right time, do not make combined therapy 
easy. With the exception of some cases of gas gangrene 
and acute staphylococcal infections the results of 
chemotherapy alone are so consistently good that little 
harm results from failure to administer serum. Much 
of the danger from infections with gas-producing 
organisms of a severe type is due to the exotoxins 
present. the effects of which may be mitigated by good 
antitoxin. In acute staphylococcal infection there is 
_ increasing evidence that the early use of antitoxin with 
chemotherapy is beneficial (Valentine and Butler 1939). 


DOSAGE 


Chemotherapy has revolutionised the treatment of 
certain acute infections but the method is still subject to 
many limitations and it is important that enthusiasms 
for new things should not exceed knowledge of their 
application. One patient cured somehow is worth any 
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number of fully investigated dead ones, but patients 
will always have better prospects of recovery if treated 
scientifically than by rule of thumb. A methodical 
approach to the treatment of acute infections is not 
difficult now that laboratory facilities .are readily 
available for doctors who have neither the time nor the 
inclination to undertake clinical pathology. If the 
infecting organism can be identified with precision the 
appropriate compound can be selected for treating it, 
but treatment should not be unduly delayed for labora- 
tory reports; the doctor must rely on his clinical 
acumen to decide the most likely nature of the infection, 
and make any necessary adjustments later when 
pathological reports are ready. Close liaison between — 
the clinician and the pathologist is particularly important 
in the control of obscure or resistant infections, since it is 
possible to determine by direct test whether a particular 
organism is influenced by any compound. 

Another direction in which clinical pathology can 
help is by periodical determinations of the sulphonamide 
content in the blood of patients undergoing chemotherapy. 
The concentrations of different compounds necessary to 
attain the optimum effect have been determined, 
principally by clinical experience, but modifications may 
be required to meet changing circumstances. When 
using sulphanilamide a blood level of 10 mg. per 100 c.cm. 
is required, and with sulphapyridine a level of 5-10 mg. 
per 100 c.cm., except in acute staphylococcal infections 
when at least 15 mg. per 100 c.cm. seems desirable. 
Agreement about the levels needed with sulphathiazole 
has not yet been reached, but in pneumococcal and 
meningococcal infections they must, it seems, be rather 
higher than those required with sulphapyridine, and in 
staphylococcal septicemia about 20 mg. per 100 c.cm. 
should be aimed at. | | 

It is a fundamental rule in deciding on the dosage of 
any sulphonamide that an effective level should be 


attained in the blood as rapidly as possible and then 


maintained by regular four-hourly administration. 
This may be done by giving two or three initial loading 
doses, consisting of twice the amount considered 
necessary for maintenance. If oral therapy is impracti- 
cable because the patient is vomiting or too ill some form 
of parenteral therapy must be given. The choice of 
soluble compounds is more or less limited to t 

soluseptasine and the sodium salts of sulphapyridine and 
sulphathiazole. There is considerable discussion about 
the best way of giving these compounds. The difficulties 
do not arise solely over the question of their pH but also 
over the best way to get them into the circulation. In 
severely ill or collapsed patients the peripheral circula- 
tion is inactive, so that intramuscular injections may be 
sluggish in action and be attended by local necrosis, a 
situation which cannot arise if the intravenous route is 
adopted (Thrower 1940). Provided that only one or 
two injections are necessary little harm is likely to be 


done by giving them intravenously in the ordinary way, . 


but if prolonged parenteral therapy is required a 
continuous intravenous drip of the compound dissolved 
in normal saline is the ideal technique, and has in my 
experience never been attended by untoward results. - 
Intrathecal injections must never be given. 

Clinical practice has shown that the giving of some- 
what arbitrary quantities of the various drugs by 
mouth or injection is on the whole attended by good 
results. A common cause of failure is that, owing to 
irregularities in absorption or over-rapid excretion, 
effective blood levels have not been attained, so that the 
periodic determination of blood concentrations is an 
important aid to treatment in many infections. No 
patient is ever the worse for intensive treatment at the 
beginning of an infection and a few subsequent days of 
high dosage. Troubles arise through so-called moderate 
doses being given, which are usually ineffective and have 
to be continued for longer than would otherwise have 
been necessary. If the organism is or has become drug- 
fast a change to another compound known to be active 
against the particular infection concerned should be 
made (Whitby 1938). A total dosage of between 20 and 
30 g. is sufficient to control most infections. 


ADJUVANTS TO TREATMENT 


The success of sulphonamide therapy in difficult | 
circumstances must not detract from the importance of 
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- ancillary methods which will help to overcome the 
general effects of an acute process. One point, particu- 
larly requires emphasis—the value of recumbency 
throughout treatment. As a rule the acuteness of the 
illness decides this automatically but many less ill 
patients do take these remedies while walking about. 
There is a higher incidence of side effects among these 
people, and it is questionable whether the drugs do much 

in the doses given to ambulant patients except in 
gonorrhoea, where the causal organism is highly suscept- 
ible to sulphonamides; even here results are much 
better when the patients are hospitalised. 


SIDE EFFECTS 


. We must distinguish between complications due to 
the disease and those due to treatment, and must 
recognise that many patients now live to develop 
complications who without chemotherapy would have 
died before they became apparent. Of the true side 
effects of chemotherapy a particularly troublesome one 
is nausea with or without vomiting, and considerable 
attention has been directed to its causes and prevention. 
Existing evidence suggests that there is a local action 
probably in the stomach combined with a central action 
in the medulla. The local action may be prevented to 
some extent by suspending the drugs in milk or better 
stall in certain mucilages; with sulphapyridine the 
regular administration of dilute hydrochloric acid seems 
to be of value, although just what the significance of 
variations in the acidity of the gastric juice may be is as 
yet undetermined (Gaisford and Whitelaw 1940). The 
sulphonamide content of the blood must be a factor in 
the causation of general reactions, but on present evidence 
it seems that fluctuations in the blood levels are a more 
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potent cause of trouble than the absolute amount pre- 
sent, since high levels which are constant are better 
tolerated than irregular lower ones. 


WOUND SEPSIS 


The principles involved in the treatment of wounds 
are no different from those of the control of acute 
infections elsewhere in the body by the same types of 
organism. Interest at the moment centres on the value 
of applying sulphonamides locally to wounds, but it 
must be remembered that they are at the same time 
being submitted to constantly improving surgical 
technique, and it is impossible to say whether the good 
results claimed come from the drugs or the surgery. . 
The feeble activity of sulphonamides on micro-organisms 
in albuminous fluids demonstrated by Fleming (1940) 
makes it questionable whether better results could not 
be obtained by surgery combined with the administra- 
tion of chemotherapeutic agents in sufficient amounts by 
the blood-stream. There is, moreover, growing evidence 
that various compounds applied direct to a wound 
produce a local foreign-body reaction in the tissues. 


The whole question is one requiring much critical study. 
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ANGINA OF PHE THROAT ASSOCIATED 
WITH MONONUCLEOSIS 


By C. J. Futter, D.M. Oxfd, M.R.C.P. 


PHYSICIAN TO THE ROYAL DEVON AND EXETER HOSPITAL 


F Rom time to time reports have appeared of severe 
angina of the throat associated with a mononucleosis. 
Typical of these is a case published by Hartfall (1934). 
The explanation has been that they are unrecognised 
cases of the anginose type of glandular fever and until 
the advent of the Paul-Bunnell test (Paul and Bunnell 
1932, Bunnell 1933) there could be little argument about 
it. The test has come to be regarded as diagnostic of 
glandular fever and therefore it was thought that the 
_ following five cases were worth recording. They could 
all have been regarded as instances of anginose glandular 
fever had not four of them shown either a negative 
Paul-Bunneil test or a titre which was below the diag- 
nostic level. The tests were carried out at a period of 
the illness when they should have been positive if the 
patients had in fact been suffering from glandular fever. 
The‘ technique used was that described by Stuart, 
Burgess, Lawson and Wellman (1934). 


It has been found that certain other conditions may 
give a positive Paul-Bunnell test, and from the point 
of view of this series the most notable of these is serum 
sickness. A method of differentiating the two sheep- 
cell-agglutinating antibodies was discovered by Stuart 

and others (1936). They found that the antibodies 
' produced in serum sickness were completely absorbed 
by. emulsions of guineapig kidney, whereas those of 
infectious mononucleosis were not. Finally it has been 
found that normal human serum possesses a low titre 
of sheep-cell agglutinins and in order to differentiate 
this from a mild case of glandular fever Bailly and 
Raffel (1935) devised a method of treating the 
serum to be tested with beef cells which absorb the 
agglutinins of glandular fever but not those normally 
present. 

_ The five cases described were all in children or young 
adults; all arose independently and there was no 
epidemic of glandular fever. 


CASE-RECORDS 


CasE 1.—A married woman, aged 24. Seen first on July 
15, 1938. For two months she had been feeling tired and 
listless, but this may have been because she had lately married 
against the wishes of her parents. A week previously she 
felt a lump in the left side of her neck. Since then she had 
been feverish and had complained of sore throat. She had 
had measles, german measles, chickenpox and whooping- 
cough. 

On July 15 her temperature was 101° F., pulse-rate 96. 
There was enlargement of lymphatic glands on the left 
side of neck in both the anterior and posterior triangles. 
There was also an enlarged gland in the left axilla and the 
spleen was palpable. Her throat was injected with several 
small ulcers on the tonsils and fauces. A throat swab had 
been taken before I saw her and this showed a few “ strepto- 
cocci ” but no diphtheria bacilli. The blood-count was :— 


Red cells ; 5,300,000 | Polymorphs 52% 
White cells si .. 11,200 | Lymphocytes 39% 
Hb. ae Ss .. 84% | Eosinophils so .. 0°5% 
C.I. 0: Transitional neutrophils 1:5% 

Monocytes a se 7% 


Slight anisocytosis of red cells, some of which show central pallor. 


. No nucleated reds seen. 


The Paul-Bunnell test was negative. The patient continued 
to be feverish. The report on a second throat swab taken on 
the 20th was: smear showed a few Vincent’s organisms. On 
culture streptococci, slightly hemolytic, 5% ; Streptococcus 
viridans 85% ; pneumococci 10%. The white-cell count on 
the 23rd was 12,500 (polymorphs 22%, lymphocytes 
68:5%, eosinophils 0-5%, transitional neutrophils 0-5%, 
monocytes 3:5%, basket cells 45%, smear cells 0:59>). The 
red cells were normal. Many of the lymphocytes were 
indented and primitive in appearance. A Paul-Bunnell test 
was again negative as was a Widal reaction against typhoid, 
para A and B and abortus. The patient’s temperature 
settled gradually and the glands returned to normal. The 
patient subsequently left the district, but a letter from her 
husband stated that she had a relapse soon after returning 
home with “ an enlarged and inflamed gland ”’ in her axilla. 


Case 2.—A girl, aged 7 years. Seen on March 24, 1939. 
She had been ill with a severe sore throat for a fortnight. The 
family doctor said that the throat had become progressively 
worse in spite of treatment with sulphanilamide. A throat 
swab taken before she was seen by me was said to have 
grown hemolytic streptococci. The temperature had been 
fluctuating, highest 103° F. 
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‘On March 24 there was a considerable amount of exudate 
on both tonsils which were swollen and red. In the neck the 
tonsillar glands and those in the posterior triangles were 
enlarged. Smaller glands were felt in the axillæ and groins. 
The tip of the spleen was palpable as was the edge of the liver. 
The heart and lungs were normal. No petechiz. Gums 
healthy. The report on a throat swab was: No Vincent's 
organisms seen; no diphtheria bacilli grown ; blood-trypsin- 
agar, streptococci, strongly hemolytic in pure growth. The 
blood- count was :— - 


Red cells 3,920,000 Polynrorphs 22:5 % 
White cells © i .- 38,000 ‘ Lymphocytes n 76% 
Hb. ~ < :. 65% | Eosinophils 5% 

arge mononuclears 0:5% 


Aee nino leiphecstioe sn iti vasying atagosnt Gamatarity: 
rem er include lympho c cells in varying stages o a 

- Smear and basket cells have not been included in the differential 
count ; these total about a third a the leucocytes present. There 
is anisocytosis of the red cels, and mulcrocy tse are present. Some 
of the red cells show ‘slight central aL pall or, but the majority are 
well-filed with hæmoglobin. Pol y omasia slight. Punctate 
basophilia occasional. No nucleated red cells seen. 


A Paul-Bunnell test was not carried out. The child was 

put on another sulphanilamide derivative (M. & B. 693) ; 
the temperature fell and throat cleared rapidly. She made a 
good recovery. 


CasE 3.—An unmarried man, aged 20, who was on leave 
from the Army. Seen on Oct. 21, 1939. He complained 
of a sore throat which had come on ten days before. This 
had become rapidly worse and had been treated with Strepto- 
cide by his family doctor, 0-5 g., having been given four-hourly 
for four days without response. 

On Oct. 21st his temperature was 103-8° F., pulse-rate 92. 
The most noticeable symptom was the foetor of the breath 
which was obvious on going into the sick-room. The boy’s 
throat was grossly inflamed and swollen. The selling 
involved tonsils, fauces and soft palate, and these areas were 
covered with a patchy exudate. The tongue was furred but 
not ulcerated, nor was.there any ulceration or sponginess of 
the gums. Externally there was a collar of enlarged glands 
in the neck with considerable oedema of the soft tissues. The 
glands of the axillse and groins were also enlarged but not to 
the extent of those in the neck. The spleen was palpable 
three finger-breadths below the costal margin. There were 
no abnormal signs in the heart or lungs. The patient was 
transferred the same day to the Royal Devon and ‘Exeter 
Hospital. 

A throat swab examined on the 22nd showed fusiform 
bacilli and coarse spirochetes. Culture showed no diphtheria 
bacilli but a mixed growth of streptococci of the hemolytic 
and viridans type. He was given N.A.B. 0-2 g. intramuscularly 
on the 22nd and was ordered a throat paint consisting of 
Fowler’s solution 1 in 4; no other treatment was given. 
The white-cell count on the 23rd was 29,000 (polymorphs 22%, 
lymphocytes 72%, transitional neutrophils 2%, monocytes 
4%). Many of the lymphocytes appeared primitive, showing 
indented nuclei and larger cytoplasm than is usual. No 
lymphoblasts were seen. 

A Paul-Bunnell test on the 23rd was negative. A sternal 
puncture carried out on the 24th showed normal findings, as 
follows :— . 

Red cells 


White cells 


‘ 4,010,000 
64,000 
Leucocyte- erythrocy to ratio 


,00 
1:62 


Promyelocytes .. 3°5% | Lymphocytes ~« 6:5% 
Noui ropal myclocytes. . : bs VAE cells T a8 g 
eutrophil segmente egaloblasts : bis 
Neutrophil non- segmented PY: é Karly erythroblasts 9 7A 
Eosinophil myelocytes.. 3:59 Late erythroblasts 31:5% 
Eosinophil segmented . : 175 A Normoblasts Ps hes 6% 


On the 25th the white-cell count was 45,200 (polymorphs 
22%, lymphoblasts 0:5%, lymphocytes 765%, monocytes 
1%). Many of the lymphocytes were primitive in appearance. 
Next day the white cells had fallen to 17,600 (polymorphs 
"22-59%, lymphocytes 76:5%, eosinophils 1%), Many of the 
lymphocytes had indented nuclei and were of primitive 
appearance. A second Paul-Bunnell test on the 29th was 
also negative. The patient made a repid recovery, his 
temperature dropping to 99°F. in four days and finally 
settling in a week. The local signs cleared at the samo time, 
but the blood-picture did not approach normal until at least 
a week later.. 

On Nov. 9th the blood-count was: red cells 4,840,000, 
Hb. 94% (Haldane), C.I. 0:97, white cells 14,800 (polymorphs 
61%, lymphocytes 36°5%, eosinophils 0 -5%, monocytes 2%). 
Apart from slight anisocytosis no abnormality of the red cells 
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was detected. The enlarged spleen was the most persistent 
abnormal physical sign and this was still palpable when the 
patient was discharged on the 10th. He was seen once more 
three weeks after discharge ; he‘had then lost all traces of his 
illness, the lymphatic glands having returned to normal and 
the spleen being no longer palpable. His blood-count was 
then: red cells 5,210,000, Hb. 102%, C.I. 1, white cells 
12,400 (polymorphs a lymphocytes 34%, eosinophils 
35%, monocytes 2%). Some of the ‘lymphocytes had 
irregular nuclei, but the red cells were normal in shape and 
size and well-filled with hemoglobin. 


CasE 4.—An unmarried woman, aged 21. Two days before 
the onset of the illness thè patient. had told her doctor that 
she felt very well. On Dec. 22, 1937, she complained of 
sore throat and had a temperature of 99-4° F., pulse-rate 80. 
Her general condition was good. Next day the temperature 
had risen to 100° F. and a membrane could be seen on both 
tonsils. Her breath was unpleasant. A throat swab taken 
on the 23rd showed fusiform bacilli and coarse spirochetes, 
and on culture non-hemolytic streptococci in almost pure 
growth were found but no diphtheria bacilli. 

On the 24th the throat was worse, and in view of a somewhat 
nasal voice and the general similarity of the case to diphtheria, 
60,000 units of diphtheria antitoxin was given, in spite of 
the negative throat swab. On this day epistaxis was noted. 
The patient’s condition rapidly deteriorated and by. the 27th 
she had a waxy pallor with blue lips. She was apathetic. 
The breath was foul, tongue dry and brown, with sores on the 
lips, and the gums had become ulcerated. The temperature 
was 102° F., pulse-rate 112. The spleen could not be felt 
and there was no enlargement of the lymphatic glands. 

Further throat swabs taken and examined on the 25th and 
27th confirmed the findings of the first. The streptococcus 
was now found to be of the viridans type. No haemolytic 
organisms were grown. On the 27th the blood count was :— 


Red cells t, nue 000 | Folymorphs .. 49% 
Hb. Se 94 % ymphocytes ” . 41:5 K 
C.I. s% ERAN PAR neutrophils 1:5% 
White cells ; 15,200 Lymphoblasts .. 6% 
Monocytes E A 
Large mononuclears e.. 05% 
Basophils š .. 05% 


No abnormality of the rod blood-cells detected. No nucleated 
type. seen. A number of the “lymphocytes” are primitive in 

A Paul-Bunnell test on the 27th showed agglutination up 
to a dilution of 1 in 20. (The diagnostic titre is taken as 
l in 80.) It should be noted that the patient had 60,000 units 
of diphtheria antitoxin three days previously. 

On the 29th the patient’s condition had begun to improve, 
but she did not recover completely for another month. The 
ulcers on the gums took some time to heal and it was found 
necessary to give three injections of N.A.B. before this was 
complete. 

A blood-film examined on Jan. 3, 1938, showed polymorphs 

28%, “lymphocytes ” 58-5%, eosinophils 1%, basophils 1%, 
lymphoblasts 6%, monocytes 2:5%, large mononuclears 1%, 

‘smear cells” 2%. No abnormality of the red cells was 
detected and no nucleated red cells seen. A number of the 
lymphocytes were primitive in type. 

On the 11th the white-count was 11,000 (polymorphs 52%, 
lymphocytes 42-5%, lymphoblasts 3-5%, monocytes 1-5%, 
large mononuclears 0:5% ). A second Paul-Bunnell test done 
on the llth was completely negative. 


Case 5.—An unmarried woman of 22, seen first on April 
27, 1940. She had noticed swollen glands in her neck on 
April 18th. On the 22nd she had a sore throat, which rapidly 
became worse and next day she went to bed, her temperature 
being 100° F. She was soen by her private doctor who 
started sulphapyridine, but vomiting started soon afterwards 
and became so severe that the drug was stopped after 
6 grammes had been given. i 

The patient had had diphtheria five years ago and two 
attacks of tonsillitis. Her tonsils had been guillotined at the 
age of seven, but tho right one had been only partially removed. 

On the 27th she was given 10,000 units of diphtheria anti- 
toxin by her doctor. When I saw her she looked ill, and was 
able to speak only with difficulty, breathing through the 
mouth owing to nasal obstruction. Temperature 102° F., 
pulse-rate 124, respiration-rate 20. There were no petechiz. 
The neck was swollen and edematous with enlarged lymphatic 
glands. Enlargod glands were also palpable in the axille, 
but there were none in the groins. The heart and lungs 
were normal. The spleen was enlarged three finger-breadths 
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below the costal margin. The mouth and throat could only 
be examined with difficulty owing to pain and tenderness, 
but a swollen right tonsil could be seen covered with-exudate 
which spread to the fauces and lateral pharyngeal wall. 
There was no ulceration or sponginess of the gums. The 


patient was transferred to the Royal Devon and Exeter 


Hospital. A blood-count on the 28th showed red cells 
4,020,000, Hb. 72%, C.I. 0-9, white cells 23,200 (polymorphs 
25%, lymphocytes 71:5%, monocytes 35%). Many of the 
lymphocytes had indented nuclei and deep-staining cytoplasm. 
There was some anisocytosis of the red cells, some microcytes 
being present. The red cells were well-filled with hemoglobin. 
A few polychromatic cells were present. No nucleated red 
cells were seen. A throat swab on the same day showed 
Vincent’s organisms in large numbers on the film. Cultures 
grew Strep. viridans with a few colonies of Staphylococcus albus, 
= non-hemolytic. No diphtheria bacilli. A Paul-Bunnell test 

on the 29th gave agglutination up to a dilution of 1 in 64. 

On the 28th the patient was given streptocide in gramme 
doses every four hours ; this was discontinued after 7 g. had 
been taken, for the absence of hamolytic streptococci in the 
throat swab did not warrant its continuation. On the 29th 
she was given 0-2 g. of Stabilarsan intramuscularly and started 
on throat swabbings with 1% Fowler’s solution. That night 
the patient was delirious and the next day incontinent of 
urine. A peritonsillar abscess had formed on the right side 
which was beginning to discharge spontaneously. The white- 
count on the 30th was 16,600 (polymorphs 30-5%, “ lympho- 
cytes ” 66%, monocytes 3:5%). Many of the “ lymphocytes ” 
had indented nuclei and deep-staining cytoplasm. On May 1 
a further 0-3 g. of stabilarsan was given and by the 3rd her 
temperature had dropped to normal and she was better in 
every way. Her white-count was then 9800 (polymorphs 
35%, lymphocytes 62%, eosinophils 1:5%, monocytes 1:5%). 
Most of the lymphocytes were normal in appearance. A 
second Paul-Bunnell test on the 4th was negative. The 


improvement was maintained, but on her discharge two weeks | 


after admission she still had slight enlargement of the tonsillar 
glands and a spleen whose tip could be felt. ) 


DISCUSSION 


The resemblance of these five cases to the anginose 
type of glandular fever is evident but there are several 
points of difference. The most striking difficulty in 
making this diagnosis is the result obtained with the 
Paul-Bunnell test. In cases 1 and 3 this was completely 
negative although carried out at the height of the disease, 
between the 7th and 12th days. In case 4 the first test 
was done on the 5th day, and it so happens that 60,000 
units of diphtheria antitoxin had been given three days 
before. It seems reasonable to assume that the aggluti- 
nation of 1 in 20 was due to the serum rather than to 
the disease, especially in view of the fact that a further 
test was negative. One is probably justified in taking 
a similar view in case 5, for here although agglutination 
occurred up to a dilution of 1 in 60 it was extremely 
- transient. In addition it is suggested by the authors of 
the technique used for the test that a dilution of 1 in 60 
is only suggestive of glandular fever, whereas a definite 
diagnosis cannot be made in a dilution of less than 1 in 80. 
In case 2 no Paul-Bunnell test was done, but the child 
improved suddenly with sulphapyridine, which is unusual 
in glandular fever. 

The sudden onset of the condition, the evidence of 
involvement of the nose and the beneficial effect of 
specific treatment are all features of these cases which 
are atypical of glandular fever (Tidy 1937). However, 
the possibility of certain cases of glandular fever giving 
a negative Paul-Bunnell test must be entertained, for 


the exact nature of heterophil antibodies is not yet» 


clearly understood and it is possible that the severity 
of the disease in the cases described may have prevented 
their formation. 

Four of these cases had a heavy infection with Vin- 
cent’s organisms, and the fact that arsenic caused such 
a rapid improvement in cases 3, 4 and 5 suggests that 


the throat infection was responsible for the toxic symp- 


toms. Nevertheless it is difficult to attribute the whole 
illness primarily to a Vincent’s infection, for these 
organisms are found repeatedly in undoubted cases of 
glandular fever (Paul 1932 and Bunnell 1933) and in 
-this instance appear to have little effect on the course 
of the disease. It seems more likely that the Vincent’s 
organisms were merely secondary invaders. If so and 
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if a positive Paul-Bunnell test is necessary for a diagncsis 
of glandular fever some other unknown factor appears 
to be capable of producing a mononucleosis with a 
general hyperplasia of the lymphoid tissues, and a 
secondary infection of the throat may give rise to angina 
which responds to the appropriate remedy. 

The differentiation between this condition and acute 
lymphatic leukæmia is of vital importance. The absence 
of purpura, spongy bleeding gums and severe anæmia 
are all points against acute leukæmia, and the fact that 
these cases respond to specific treatment settles the 
point. A true agranulocytic angina has also to be 
considered, but a blood-count will settle any doubt. 
Diphtheria can be excluded by the height of the tem- 
perature, the common presence of generalised lymphoid 
hyperplasia, the blood-count, and the result of the throat 
swab, and a severe streptococcal infection of the throat 
on tonsils is ruled out by the increase in mononuclear 
cells. 

SUMMARY 


Five cases are described which bear a resemblance to 
the anginose type of glandular fever. 

In two the Paul-Bunnell test was negative. In two 
it was below the diagnostic level of titre and in the fifth 
it was not carried out. — 

Either one must accept the possibility that the Paul- 
Bunnell test is not always positive in glandular fever or 
the condition described is due to some factor as yet 
unexplained. It is characterised by a mononucleosis, a 
generalised lymphoid hyperplasia, and angina of the 
throat, and it responds well to treatment of the pre- 
dominating organisms found in the throat. 


I should like to thank Dr. W. A. Robb, pathologist to the 
Royal Devon and Exeter Hospital, for his help with the 
pathological investigations, and Dr. David Mackie for notes 
of the fifth case. 
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ANGINOSE GLANDULAR FEVER 
By H. Sruart BARBER, M.D. Dubl., M.R.C.P.I. 


ACTING SQUADRON-LEADER, R.A.F.O. 


THE past year has seen the occurrence of epidemics 
of a mild form of “ influenza ” and measles, and during 
the same period a small epidemic of another presumed 
virus disease, polyradiculoneuritis, was reported. It 
was not perhaps surprising, therefore, that a mild out- 
break of a fourth possible virus disease, glandular fever, 
should have made its appearance during the spring and 
early summer. Glandular fever has become compara- 
tively common in recent years and its epidemiological 
character is well recognised. Three main types are . 
described—glandular, anginose and febrile (Tidy 1937). 
Of these the anginose is regarded as much rarer than the 
others but seven of the eight cases in service patients 
reported here belonged to this group. 


= 


CLINICAL FEATURES 


After a short prodromal period of 1-7 days during 
which the patients had shivering attacks, anorexia, 
nausea, and in one case diarrhoea, the throat became 
acutely inflamed and painful. On admission to hospital 
nothing to suggest a serious toxæmia was observed and 
the principal trouble was the angina. The breath was 
offensive, the tongue thickly coated and the throat 
congested, often with a white exudate on the tonsils 
and pillars of the fauces. The exudate bore no resem- 
blance to the diphtheritic pseudo-membrane and was 
easily removed. In milder cases there was a simple 


¢ 
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congestion, and in three deep ulceration of one or both 
tonsils could be seen. The temperature was but slightly 
elevated and although the throat was acutely painful 
constitutional symptoms were remarkably mild. Indeed 
the whole picture was suggestive of Vincent’s angina but 
throat swabs were in all cases negative. Further exami- 
nation revealed definite axillary and cervical adenitis. 
In two patients the spleen was palpable; the inguinal 
glands were definitely enlarged in only one case. The 
skin over the enlarged glands was healthy and they were 
discrete and of normal consistence. They were rarely 
painful and the tenderness when present was slight. 
Blood examination showed a high proportion of mono- 
cytes and lymphocytes but an increase in the total 
white-cell count was the exception rather than the rule. 
The red-cell count was normal. The Paul-Bunnell test 
gave a positive reaction in all ‘cases. Exanthemata, 
which are found more often in the febrile type, were not 
observed. All patients made a complete recovery with- 
out any of the described complications, which are stated 
to be conjunctivitis, hematuria, jaundice, meningitis 
and pressure symptoms. No particular treatment was 


' found to be helpful.. Local applications to the throat 


while comforting to the patient were clearly not efficacious 
in hastening resolution. 

The condition must be differentiated from three others. 
Diphtheria shows more severe constitutional symptoms, 
and there is a definite pseudo-membrane and leucocytosis 
in which granulocytes predominate. Vincent’s angina 
is recognised by the presence of the spirillum in a direct 
smear from the throat and by the absence of the 
characteristic blood changes of glandular fever. Lym- 
phatic leukemia may lead to confusion in the early stages, 
but later the steady downward course with the develop- 
ment of anzmia and hemorrhages will leave no doubt. 


CASE-RECORDS 


Case 1.—A man aged 21 was admitted to hospital on 
April 19 complaining of severe sore throat and acute pain 
on swallowing. Temperature 99-2° F., pulse-rate 84. 
Breath foul and tongue coated. Pharynx severely inflamed 
and right tonsil much enlarged, covered with purulent exudate 
and deeply ulcerated. Cervical glands enlarged but not 
tender. Edge of spleen palpable. This was the first case 
seen, and a tentative diagnosis of Vincent’s angina was made, 
but the throat swab was negative. A blood-count left little 
doubt as to the correct diagnosis. Red cells, 5,450,000 ; 
white cells, 10,200 (polymorphs 22%, lymphocytes 65%, 
monocytes 11%, eosinophils 2%. Blood-serum on April 25 
gave a positive agglutination reaction with sheep’s red cells 
in a dilution of 1 : 320. Differential white-cell counts on 
succeeding dates were as follows :— 


; May 6 May 8 May 13 
Polymorphs (per cent.) .. 30 52 55 
Lymphcoytes is ke 64 42 36 
Monocytes is ie 4 5 6 
Eosinophils , 3 zo 2 7 2 
Basophils 33 se si 1 1 


The throat slowly improved. When the patient was dis- 
charged on May 27 the throat was healed, the spleen was no 
longer palpable but a few glands could still be felt in both 
axillæ. 


CasE 2.—A man aged 22 was admitted to hospital on May 3. 
On April 22 he had begun to feel listless and easily tired, with 
some nausea and anorexia. The bowels had been rather loose. 
A week later he had developed a severe sore throat and been 
sent to bed, where he remained till transferred to hospital. 
Temperature normal ; tongue dry and coated with brown fur. 
White exudate on the tonsils but no ulceration. Generalised 
painless enlargement of the cervical and axillary lymph-glands. 
Spleen not palpable and no rash. Next day the temperature 
rose sharply to 100-2° F. and remained elevated for 5 days. 
May 4, white cells 27,600 (polymorphs 12%, lymphocytes 
71%, monocytes 16-5%, basophils 0-5%). Blood-serum on 
May 5 gave positive Paul-Bunnell reaction in a dilution of 
1: 1280. May 12, white cells 9800 (polymorphs 16%, lympho- 
cytes 68%, monocytes 16%). The patient was discharged 
on May 27. The glands were still palpable but had decreased 
in size. 

CasE 3.—A man aged 21 was admitted to hospital on 
May 18. Five weeks before he had injured his right knee at 
football and was sent for further investigation. Temperature 
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99° F., pulse-rate 68. Synovitis in right knee. Three days 
after admission he began to complain of sore throat which 
he stated had been present for some time and which had 
become worse recently. He was transferred to the medical 
division. Tonsils showed some follicular inflammation. 
Cervical and axillary glands palpable and tender. Spleen 
and liver not palable. May 23, white cells 6800 (polymorphs 
20%, lymphocytes 56%, monocytes 10%, basophils 1%). 
Blood-serum on May 30 gave positive Paul-Bunnell reaction 
in a dilution of 1 : 80, and also positive ox-cell absorption 
test. May 28, white cells 9600 (polymorphs 28%, lympho- 
cytes 56%, monocytes 15%, eosinophils 1%). During this 
time the temperature became remittent but returned to normal 
within a few days. The effusion into the knee-joint slowly 
absorbed and when he was discharged on June 10 the glandular 
enlargement had disappeared. 


Case 4.—A man aged 18 was admitted to hospital on - 
June 3 complaining of sore throat. Temperature 101° F., 
pulse-rate 100. Tonsils congested and covered with exudate. 
Cervical glands enlarged and tender; some painless glands 
in both axille. White cells 10,800 (polymorphs 12%, 
lymphocytes 83%, monocytes 5%). Blood:serum on June 12 
gave positive Paul-Bunnell reaction in dilution of 1 : 1280. 
Two days later the temperature and pulse-rate had become 
normal and the throat was much improved. Leucocyte 
counts on succeeding dates were :— 


June 15 June 24 
White cells .. i ae 9600 10,000 
Polymorphs (per cent.) 34 Ci; 40 
Lymphocytes 53 Soo ats 56 43-5 
Monocytes 53 ae 8°5 8 
Eosinophils - ‘a 1 os 
Basophils oy a 0-5 as 


When he was discharged on June 26 there were still some 
-palpable but painless glands. The spleen was never enlarged. 


Case 5.—A man aged 21 was admitted to hospital on 
June 10. Fourteen days before he had developed a cold and 
sore throat and had been in bed for 5 days. On the first day 
that he was up he had sunbathed and been severely burned. 
As the throat did not improve he was sent into hospital as 
soon as the sunburn was better. Temperature 99-8° F. 
pulse-rate 92. Pharynx slightly inflamed. Numerous. palp- 
able and tender glands in posterior triangles of neck and some 
painless glands in both axille. Spleen and liver not palpable. 
No rash observed. White cells 8000 (polymorphs 12%, 
lymphocytes 76%, monocytes 12%). Paul-Bunnell reaction 
on June ll positive to a titre of 1: 1280. He was discharged 
on June 25. a 


CasE 6.—A medical officer was admitted to hospital on 
July 25. He had noticed a white patch on the right tonsil 
a fortnight before admission. At this time there had been 
no soreness or pain on swallowing. On July 11 the throat 
had become painful and next day there was ulceration of the 
right tonsil. His temperature was then 100° F. and he retired 
to bed. He treated himself with sulphanilamide, gr. 15 four- 
hourly, and with gargles. On the 14th there was some im- 
provement and the sulphanilamide was discontinued. A- 
throat swab on the 16th showed hemolytic streptococci and 
a few Bacillus fusiformis. He returned to duty. On July 22 
there was a relapse, both tonsils showing a patchy exudate. 
Sulphapyridine was tried but since there was no improvement 
he was transferred to hospital. Temperature 99°F. Both 
tonsils much enlarged and covered with exudate. Bilateral 
cervical adenitis ; axillary and inguinal glands also enlarged. 
Spleen not palpable and no rash. White cells 17,400 (poly- 
morphs 19%, lymphocytes 71%, monocytes 9%, basophils 
1%). Throat swab showed B. fusiformis in large numbers. 
Blood-serum on July 30 agglutinated 1/10 sheep cells to a 
dilution of 1 : 640. None of the sulphanilamide group of 
drugs was used after admission. Progress was uneventful and 
he was discharged on July 6. 


CASE 7.—A man agod 20 was admitted to hospital on Aug. 
21. On Aug. 13 he had been struck on the head and 2 days . 
later he had noticed that his neck was swollen. On the 18th 
he complained of sore throat and pain on swallowing. Tem- 
peraturo 102-2°F., pulse-rate 86. He appeared somewhat 
toxic. Obvious enlargemont of postauricular, submental and 
axillary glands. Spleen also enlarged. No rash. Ulceration . 
of both tonsils. Throat swab showed normal saprophytes of 
the mouth. White cells 13,600 (polymorphs 16%, lympho- 
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cytes 31%, monocytes 49%, basophils 1%). The temperature 
remained elevated for about 7 days swinging from 99° F. to 
102° F. and returning to normal by lysis. Blood-serum- on 
Aug. 25 gave a positive Paul-Bunnell reaction in a dilution of 
1 : 1280. White-cell counts on succeeding dates were :— 


Aug. 30 Sept. 3 
White cells . oe 8800 9000 
Polymorphs (per cent.) .. 28 64 
Lymphocytes a 50 25 
Monocytes ‘4 sa 21 11 
Eosinophils a aa 1 0 


When he was discharged on Sept. 12 the spleen and glands 
were no longer palpable. 


Case 8.—This case had no angina and belonged probably 
to the glandular type. A man aged 24 was admitted to 
hospital on July 28 complaining of malaise and shivering 
attacks. Temperature and pulse-rate normal. Throat healthy. 
Some enlarged but painless glands in neck and both axilla. 
Spleen not palpable and no rash. On the morning after 
admission the temperature rose to 100° F., continued remit- 
tent for 3 days and thereafter settled to normal. On Aug. 3, 
white cells 14,000 (polymorphs 33%, lymphocytes 56%, 
monocytes 10%, eosinophils 1%). Blood-serum on July 31 
agglutinated 1% sheep’s red cells to a titre of 1: 80. He 
was discharged on Aug. 7. 


DISCUSSION 


The infectivity of the condition is low since all but 
two of the patients came from different units and no 
evidence of contact could be established. In none of the 
accounts consulted is the ulceration of the tonsils stressed 
although it is mentioned as a complication in one of the 
descriptions (Atkinson 1939). It was the outstanding 
feature of-some of my cases and remarkable for its 
resistance to all forms of treatment. The sulphonamide 
group of drugs was not used because the granulocytes 
were reduced. It is generally stated that the absolute 
number of granulocytes is not much affected in this 
condition except in the early stages, when there is often 
a leucocytosis. In this series leucocytosis was not usual 
and the number of granulocytes ranged from the average 
normal of 4000 to 960 perc.mm. This was also the finding 
in cases recently reported (Dewar 1939, Lemierre 1939, 
There is therefore not only a relative 
but an absolute decrease in the number of granular cells 
in many cases. The severe ulceration of the tonsils is 
probably part of the lymphatic involvement but it may 
be aggravated by the granulopenia. Lymphatic involve- 
ment was not general ; in many cases the inguinal glands 
were not enlarged and the spleen was rarely palpable ; 
the epitrochlear gland was not enlarged in any of them. 
The occasional intestinal symptoms—vomiting, constipa- 
tion and diarrhcea—have been attributed by some to 
the enlargement of the mediastinal glands. In a disease 
which affects the lymphatic tissues, however, enlarge- 
ment of the Peyer’s patches of the ileum may so stimulate 
peristaltic movements as to produce diarrhea. Finally, 
in the words of Professor Lemierre, ‘‘ It is very probable 
that a great many of the so-called cases of Vincent’s 
angina are nothing else than monocytic angina.”’ 


SUMMARY 


A small outbreak of glandular fever is described. 


In thre2 of the eight cases there was ulceration of the 
tonsils. All showed a high proportion of monocytes and 
lymphocytes, and in most there was an absolute reduc- 
tion in granulocytes. The Paul-Bunnell test was 
invariably positive. 


My acknowledgements are due to the Medical Director- 
General of the Royal Air Force. I am indebted to Flight 
Lieutenant H. W. Dryerre for the notes .of case 7 and to 
Dr. A. M. Barrett of the Department of Pathology, Cambridge, 
for the Paul-Bunnell tests. 
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CHRONIC BENZENE POISONING 


By J. L. HAMILTON-PATERSON, M.D. Lond. 
PATHOLOGIST TO THE ,.REDHILL COUNTY HOSPITAL, EDGWARE 


UNDER the regulations, drawn up in 1922, which 
govern the conditions for the manufacture of indiarubber 
and articles made wholly or partially of indiarubber 
persons employed in a “fume process’’ involving the 
use of benzene and certain other solvents have to be 
examined medically every month. Thi§ paper records 
a series of clinical and hematological examinations in a 
group of women exposed to benzene fumes. 


Benzene is a fairly common industrial solvent and 
though some cases of chronic poisoning may progress to 
complete recovery others show a continued residual 
abnormality of the blood (Selling 1916, Hamilton 1931). 
Cases 2 and 3 appear to belong to this group, one having 
a hyperchromic anemia and the other a hypochromic 
anzmia, both severe enough to cause disability. Early 
diagnosis and removal from exposure are therefore 
imperative. Laboratory examinations, particularly 
blood counting and the estimation of organic sulphate 
in the urine, are a great help in diagnosis, and where 
possible should be done as a routine. | 

The conditions of work for the cases described were as 
follows: a rubber solution made of ‘‘ benzol 90’s ”’ 
(commercial 90% benzene) and petroleum spirit was 
used on bench work (see table, process A) in a large room 
with natural ventilation assisted by extraction fans. 
About 5 months ago the use of benzene was eliminated 
from this process. Nearby, at another bench, rubber 
solution of the same composition was used for another 
process (process B in table). The ‘‘ B” workers were 
probably working in a higher concentration of benzene 
than the “ A.” 

CASE-RECORDS 


Case 1.—A woman of 30, 6 months pregnant. For 16 
weeks before admission to hospital on April 28, 1940, her work 
had involved the use of benzene and petroleum rubber solution 
(process A). She had no previous history of working with 
benzene. Evening vomiting for 3 months, possibly associated 
with the pregnancy; vomit occasionally streaked with 
blood. Had passed blood from rectum 7 days before 
admission ; no pain; no purgatives taken. i 

She was pale, and had purpuric spots on neck, wrists, arms 
and lower limbs, and ecchymoses on feet (6 days’ history). 
Gums spongy and bleeding (8 weeks’ history); no glossitis. 
Blood-pressure 90/40. Capillary breaking-point test produced 
35 petechiæ on the arm. April 29, red cells, 1,160,000 ; Hb. 
28% ; colour-index 1:21 ; white celis 1200 (polymorphs 20%, 
lymphocytes 80%); bleeding time more than 15 min. ; 
coagulation time (Dale and Laidlaw) 1 min. 45 sec. Con- 
tinuous drip blood-transfusion started (4 pints). April 30, 
red cells 2,520,000; Hb. 50% ;. C.I. 1; white cells 1400 
(polymorphs 20%, lymphocytes 80%); platelets 30,000. 
May 2, much altered blood in stool; fcetor oris. May 3, red 
cells 1,700,000 ; Hb. 36%; C.I. 1:07; white cells 444; film 
showed only an occasional lymphocyte ; no platelets. May 4, 
intravenous drip blood-transfusion (6 pints). May 5, red 
cells 2,960,000; Hb. 62%; C.I. 1:05; white cells 500. 
May 6, red cells 3,300,000 ; Hb. 70%; C.I. 1:06; white cells 
444. May 8, in labour; delivered of a normal 24 weeks 
foetus. White cells 190; film showed only lymphocytes ; 
platelets 20,000. The patient died next day. 

At autopsy she was found to have a petechial rash on the 
arms and abdomen ; skin slightly jaundiced. Small groups of 
petechiz beneath the visceral pericardium at the base of the 
heart, and a few petechial hemorrhages in the interlobular 
fissures of the lungs. Liver a little enlarged and greasy ; an 
area 2 in. in diameter of extreme pallor in substance of left 
lobe. On microscopic examination the cells round the central 
veins were found to be swollen and filled with yellow pigment ; 
no true necrosis ; sinusoids dilated, containing many swollen 
Kupffer cells. Kidneys pale with large hemorrhages in both 
pelves; the wall of the right ureter was blackened with 
confluent submucous hemorrhages. A few petechie in the 
bladder. The uterus was enlarged and contained blood-clot ; 
the cervix was four-fingers dilated. Both ovaries enlarged 
and filled with small hemorrhagic cysts. Large intestine 
filled with melzena stool; no ulceration of mucosa. The 
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TABLE I—SUMMARY OF REMAINING 18 CASES 


Case] Sex | Age O 


Poor appetite. M.P. 5-6/28-31; 
period delayed 14 days at beginning 
of work. 

M.P. irregular ; last three mths. 4/14. 


PODE CEE LIE EEE: TEER AEE ee E E E eee, VEEE, ETE, Moa R ee | 
4] F |40) B | 24 mths. Felt sick at first. Swelling of feet. | 15/5/40! 80 a 0-90; 5000 | 60 ; 36; 3°; 1 0 
` 9 0 


F | 30 | B |3 mths. 

‘ Looks pale. 

F | 18 | Be| 5 mths.} Tonsillitis. M.P. 3/28-35 ; missed one 
eriod when work started. Sallow. 
osing weight. 

71 F | 46; A |3 mths.) M.P. 3/28. Slight giddiness. Lost 7 
lb. since work started. Legs swell. 

F | 31 | B |3 mths.| M.P. 7-8/21-25. Loss of weight and 

—~ A |2 mths. cough. 
F | 35; A |3 mths.| M.P. formerly 4/28 ; last 3 mths. 4/21. 

10 | F | 35 | B | 2tyrs. | Pale. Feels well. M.P. 5-6/30. In- 
fant 9 mths. old. Absent from work 
6 mths. 

11; F | — i$ yrs. M.P. 2-3/26-27. 

12 | F | 20! B |2 mths.| Acne on face. Seborrhæœic scalp. M.P. 

. No change. i 
13 | F | 19 | B | 24 mths.| M.P. 5/28. No change. 
14| F | 36) B |3 mths.| M.P. 4/28. No change. 
A j6 wks. 

15| F | 41 | A | 3$ mths.) Amenorrhea before benzole exposure. 
No symptoms. 

16 | F | 22 | A | 3% mths.| M.P. 3/28. No change. 

17 | F | 29| A |6 wks. | M.P. 5/28.. No change. 

18 | F | 42| A | 3$ mths.| Amenorrhea since Nov. 1939, before 
this work began. 

i9 | F | 47 | A | 34 mths.) M.P. 4—7/28-30. No change. Morning 
heaviness. Bleeds easily. 

20 | F | — | B | 2 yrs.* | One attack of epistaxis. M.P. 6-7/28. 

21| F |38| B |2yrs. | Nosymptoms. Now pregnant. 


kPa ry re eee a a a Rae oa DE DETTE Saree oe 
' © With 10 months’ interval. 


upper half of the shaft of the right femur was filled with gela- 
tinous red marrow in which small patches of yellow marrow 
were embedded. On microscopic examination the marrow 
contained few cells, those found being mostly large with a 
large nucleus containing nucleoli; no myeloid or immature 
red cells seen. 

The foetus was normal. 


CasE 2.—A woman of 37, who had previously been em- 
ployed only in housework, had started work with rubber 
solution (equal parts of carbon tetrachloride and benzene) 
just over 2 years before she attended hospital; 6 months 
later she had nose-bleeding, giddiness and dryness of the 
throat. Her blood was examined by her own doctor and she 
was away from work for 4 months, and was treated with 
Anahemin. On return to the same work she complained of 
pains in the legs; nose-bleeding recurred. Gave up work for 
a short time but returned to a position in which she had no 
actual contact with rubber solution but could still smell it. 
Left this work finally on May 30, 1940. 

Seen as an outpatient on May 24, having been diagnosed 
as a case of pernicious anemia which had failed to respond to 
treatment. Her colour was good; no abnormal signs on 
physical examination. May 25, red cells 2,960,000; Hb. 
78%, ; C.I. 1-32; white cells 3000 (polymorphs 45%, lympho- 
cytes 51%, monocytes 3%, eosinophils 1%); some poly- 
chromasia. May 27, 4 c.cm. anahæmin given intramuscu- 
larly. June 3, red cells 2,880,000; Hb. 62%; C.I. 1:09. 
Complained of feeling tired. June 14, red cells 2,900,000 ; 
Hb. 67%; C.I. index 1-1; white cells 4000 (polymorphs 
61%, lymphocytes 30%, monocytes 4%, eosinophils 4%, 
basophils 1%). 


Casr 3.—A woman of 43 was employed as a daily worker, 
but for over 2 years had worked in the same room as benzene 
workers and could always smell benzene, though she did not 
handle it. She was seen on Aug. 7, 1940 complaining of 
. giddiness, lassitude and loss of weight for 2 months. She 
had had two attacks of epistaxis, and had noticed a few 
petechial hemorrhages on her skin during hor last menstrual 
period ; this had lasted for 12 days and been accompanied by 


Hb ST- a a S Jg lg 
Date |*o,"|M=/C.1.; A | ak) geek} Z| Sse] g| Platelets 
/0 pea] a, Bl jc} fea] 

~A < k P= 

4 Abundant 
18/6/40 | 86 | 4-5 0-97] 4600 | 57 | 31] 3 5 
15/5/40} 81 14-0 | 1-02110,300| 63 | 321 3 | 2 Scant 
15/5/40 | 92 | 4-5 | 1-03) 8500 | 58 | 33 | 4 | 4 | 1 | Abundant 
15/5/40| 74 | 4-5 |0-82| 7600 | 44 | 481 2 | 6 | 0 | Scanty 

Slight anisocyosis. 
15/5/40 |102 | 5-2 ; 0-96; 6000 | 31 | 53 | 7 | 9 | O | Abundant 
15/5/40| 88 | 4-3 | 1-02] 4400 | 25 | 63 | 2 10 0 i 
18/6/40! 91 | 4-3 | 1-05) 4000 | 53 | 33! 8! 6 | O n 
20/5/40] 79 14-4 10-89! 5500 | 56 | 38 | 6 | 0 | 0 bes 

Some hypochromia. 
20/5/40| 78 | 3-6 |1-08| 7000 | 63 | 30! 6 | 1 | 0 | Scanty 
20/5/40| 86 | 4-2 |1-02) 4900 | 53 | 39 | 8 | 0 | O | Abundant 
20/5/40) 89 | 4-8 | 0-93} 5000 | 63 | 28 | 4 | 5 | O | Scanty 
18/6/40 | 84 | 4-0 |1-05] 2500 | 61 | 27 | 6 | 5 | 1 3 
20/5/40 |100 | 4:8 | 1-04) 8000 | 71 | 19| 8 | 2 | O | Abundant 
22/5/40 | 84 | 4-3 | 0-98) 6600 | 5 | 40] 5] 1] 1 3 
20/5/40 | 98 |4-9 | 1-0 | 4400 | 59136] 3312] 0 i 
21/5/40 | 92 | 4-8 | 0-96] 5600 | 63 | 29] 7] 11 «0 i 
22/5/40 | 82 13-9 | 1-05) 5800 | 69 | 22] 7 1 2 | 0 2 
21/5/40 | 82 | 4-1 |1-0 | 3300 | 48 |43| 5 | 4 | O | Scanty 
18/6/40 | 82 | 4-0 | 1-02) 3600 | 48 | 36 |12 | 4 | O | Abundant 
6/6/40 | 84 | 4-0 | 1-05} 4000 | 34 | 55 | 3| 8°] 0 s 
16/7/40 | 92 | 4-5 | 1-02/ 7000 | 51| 41| 4 | 4 | O | a 
8/6/40 |100 | 5-84] 0-86} 3200 | 52 | 44 | 4 1 0o |- 0 | 200,000 

per c.mm 


i 


M.P. = menstrual periods. 


low backache; her customary periods were regular, lasting 
4 days. She had had a cough for 2 years but no hemophysis ; 
radiogram of chest 2 years previously had been normal. ; 
She was thin and pale, with pigmentation of the face and 
arms but not of tho mucosæ. Scattered rfles and rhonchi 
at the lung bases ; spleen palpable 14 in. below costal margin. 
July 2, red cells 5,180,000 ; Hb. 50% ; C.I. 0°49; white cells 
5600 (polymorphs 42%, lymphocytes 48%, eosinophils 5%, 
monocytes 2%, basophils 3%); anisocytosis and much hypo- 
chromia ; platelets scanty ; no immature cells seen. Put on 
iron. July 9, ratio of inorganic to organic sulphate in the 
urine 96:4. Red cells 4,800,000; Hb. 52% ; C.I. 0-54; white 
cells 5000 (polymorphs 45%, lymphocytes 48%; monocytes 
6%, eosinophils 4%) ; anisocytosis, polychromasia and hypo- 
chromia ; moderate number of platelets seen. Aug. 6, red 
cells 5,800,000; Hb. 58%; C.I. 0-6; white cells 5700 (poly- 
morphs 75%, lymphocytes 21%, eosinophils 4%). On Aug. 
10, transfusion of 1 pint of blood given. 
5,100,000 ; Hb. 62% ; C.I. 0-6; white cells 4800 (polymorphs 
60%, lymphocytes 37%, monocytes 1%, eosinophils 2%) ; 


anisocytosis and poikilocytosis ; platelets 357,000 per c.mm.; 


bleeding time 34 min. Aug. 26, end of a normal four-day 
menstrual loss. Aug. 27, red cells 5,100,000; Hb. 66% ; 
C.I. 0-64; white cells 6900 (polymorphs 44%, lymphocytes 
52%, eosinophils 3%, basophils 1%); anisocytosis, poikilo- 
cytosis and polychromasia. Aug.. 28, bilateral salpingo- 
odphorectomy and total hysterectomy ;. uterus enlarged by 
fibro-adenomata to the size of a ten-weeks pregnancy; no 
largo fibroids present. Pain in the back was attributed to the 
uterine condition but tho severe anemia could not be put 
down to excessive uterine haemorrhage because there had 
been only one abnormal period. 


The remaining cases are summarised in table i. All 
are women and the nature of the work and duration of 
exposure are indicated. After the first blood-count all 
those thought to be suffering from benzene poisoning 
were taken off that work. We had intended to repeat 
the blood-counts after 28 days but several of the women 
had obtained other employment. The platelets un- 
fortunately were not counted but are reported from the 


Aug. 20, red cells ~ 
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films as either abundant or scanty. The blood-counts 
were all collected in mid-morning. 


DISCUSSION 


Benzene has a destructive action on the bone-marrow, 
and aplasia may ensue ; any of the cellular elements may 
be affected and a large variety of findings are reported. 
Leucopenia is the commonest of these, but leukemia may 
develop either as an acute or chronic myelogenous form, 
as reported by Weil (1932). Anzmia usually occurs 
later.in the disease, and most observers report a mild 
type with a low colour-index, but a severe hyperchromic 
type has been described by Dimmel (1932) and Weil 
(1933). The common leucopenia may progress to com- 
plete agranulocytosis, as in our first case. 

Winslow (1927) summarised the findings of the 
National Safety Committee on benzole (1926) and gave 
the following blood-picture criteria for the diagnosis of 
chronic benzene poisoning in exposed persons: leucocyte 
count below 5500 and a reduction of polymorphs to less 
than 60%. Hunter (1939), after studying many cases, 
gave the following figures: red cells less than 4,500,000 
or more than 5,200,000 ; absolute number of polymorphs 
less than 4500 or more than 7700 (in the early stages of 
chronic benzene poisoning leucocytosis may be the 
significant feature) ; eosinophils more than 3% (Dimmel, 
1932-33, and others have reported eosinophilia); the 
presence of young polymorphonuclear forms, myelocytes 
or nucleated red cells, as described by Gall (1938). 
Before these standards can be used one must define the 
norma blood-count, with which they are to be compared. 
In my own relatively short experience the text-book 
figures for hemoglobin and red cells are too high for the 
average adult female of the poorer classes of an industrial 
population. 
and 85 with corresponding low red-cell counts and a 
colour-index between 0-95 and 1-03 are often encountered 
in otherwise apparently healthy women, and I have 
used these figures as the lower limits of normal. 

In table m a plus sign represents an abnormal finding 
and it is suggested that when there are three or more plus 
signs a diagnosis of chronic benzene poisoning should be 
considered ; but it must be borne in mind that many 
cases of undoubted benzene poisoning may show only 
one or two abnormal findings, though these are usually 
striking. In the table, 3 women have normal counts 
without symptoms (cases 14, 17 and 18). Case 5 has 
suggestive symptoms but no abnormality of the blood. 
Cases 11,12, 13, 15 and 16 have no symptoms and show 
only minor variations from normal in the counts. Case 
10 has no symptoms but definite blood changes. The 
remaining 11 cases have symptoms and more or less well 
marked alterations in the blood count. It will be seen 
from the figures at the foot of the table that abnormal- 
ities of the white-count are much more frequent than 
anzmia. A series of 14 other women who were working 
at the same factory were questioned and 6 had symptoms 
which might be due to benzene. Unfortunately no 
counts could be made. | | 


The chief symptoms were: giddiness (5); menstrual 
disturbances (4); epistaxis (2) and watering of the eyes (2) ; 
nausea, morning heaviness, swelling of the legs and lassitude. 
Smith (1928) gives the symptoms in women in the following 
order: headache, fatigue, dizziness, nausea, anorexia, weak- 
ness, nervousness, numbness and tingling, frequency of 
micturition, epistaxis, disturbed sleep, indigestion, menstrual 
disturbance, dyspnea, skin eruptions, vomiting, abdominal 
pain. Any of these may arise without worrying the patient 
unduly, but they should lead to an immediate investigation 
if there is, or has been, exposure to benzene, since irreparable 
damage may occur without the patient feeling really ill. 


Meda (1922), Hamilton (1925) and Smith (1928) say 
that there is an increased susceptibility to benzene 
poisoning during pregnancy. Case 1 of this series was 
24-weeks pregnant and aborted immediately before 
death. Case 21 is now about 18-wecks pregnant. It 
would seem justifiable to prohibit the employment of 
pregnant women in work involving exposure to benzene. 
Benzene is chiefly absorbed by inhalation ; Lehmann 
and his colleagues (1910) say that 80-84% of the vapour 
in the air may be so absorbed. According to Feil (1933) 
90% of this is excreted in the lungs. The remaining 
10% is oxidised in the body to phenolic products which 
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are conjugated with sulphates in the liver and excreted 
as such in the urine. In this manner the organic portion 
of the total sulphates is increased and the ratio of 
inorganic to organic sulphate decreased. Schrenk and 
his colleagues (1936) gave the lowest ratio in normal 
humans as 81:19. Kammer and his colleagues (1938), 
in 2 normal people, found it as low as 77: 23, but they 
state that in all the others examined the inorganic 
sulphate was more than 80%. Many writers suggest 
that this estimation should be used as a routine on all 
benzene workers, for as a decrease of inorganic sulphate 
below 77-80% of the total sulphates would indicate that 
benzene was being absorbed in significant quantities. 
The urinary sulphates of 3 women in this series were 


' estimated by the method of Peters and Van Slyke (1932). 


Case 13, one month after cessation of exposure to benzene, 
gave a ratio of inorganic to organic sulphate of 55-5 : 44-5. 
In case 19, one month after exposure, the ratio was 64:5: 


TABLE II—SUMMARY OF FINDINGS IN 20 PERSONS EXAMINED 
+ = abnormal finding ; 0 = normal finding 


| Anemia W.B.C.| Polys | Eosins No. of 
Gare gues ace more ymp: apnor 

as ypo- A an an an oms ma 
po anpa 5500 -| 60% 3% features 

Pp gl t+ tl dl hal ¢ 

4 0 0 + + + cA 4 

5 0 0 0 0 0 + 1 

6 0 0 0 $ + + 3 

7 + 0 0. + + + 4 

8 0 0 0 + + + 3 

9 0 0 + + + + 4 

10 + 0 + + 0 0 3 

11 0 ef 0 0 0 0 1 

12 0 0 + + 0 0 2 

13 0 0 + 0 + 0 2 

14 0 0 0 0 0 0 0 

15 0 0 0 + 0 0 1 

16 0 0 + + 0 0 2 

17 0 0 0 0 0 0 0 

18 . 0 0 0 0 0 0 0 

19 0 0 + + + + 4 

20 0 0 + + + + 4 

21 0 0 + + 0 + 3 

Totals 3 2 11 14 9, 11 50 


35-5. Case 3, four months after exposure showed a ratio 
of 94:6. These figures indicate that in the first 2 cases 
benzene was still being excreted a month after absorption 
had stopped. In the third case excretion had apparently 
stopped within four months. 

The following features of chronic benzene poisoning 
should be borne in mind during the examination of 
exposed workers :— 

1. The initial symptoms in benzene poisoning are 
slight and easily overlooked. Only when combined with 
a history of exposure to benzene and an abnormal 
hematological picture, do they assume significance. 

2. The patient may exhibit well-marked symptoms 
and signs pointing to some other diagnosis. Robert- 
Levy (1935) has stated that leucopenia in benzene 
poisoning may progress to complete agranulocytosis, 
indistinguishable from true agranulocytic angina except 
for a history of exposure to the poison. In case 1 of this 
series ‘a tentative diagnosis of agranulocytic anemia was 
made on admission to hospital. Not till after death was 
it found that the patient had been recently exposed to 
benzene fumes. Case 2 had been treated for two years 
as a case of pernicious anemia. Failure to respond to 
treatment led to further investigations and a prolonged 
history of exposure to benzene was obtained. 

A non-toxic substitute for benzene can usually be 
found. Where for technical reasons this is not possible 
the ventilation of the rooms in which benzene is used 
should be such that the fumes from the process are 
effectively removed. | 


SUMMARY 


Three cases of chronic benzene poisoning are described 
and the hematological pictures of eighteen fellow- 
workers are given. ae 

The diagnosis of benzene poisoning can be missed if 
the occupational history is not investigated and if only 
one type of blood picture is looked for. The blood may 
show: either anemia or polycythemia, leucopenia or 
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leucocytosis; a relative decrease or increase of poly- 
morphs ; eosinophilia.. The commonest findings, how- 
ever, are leucopenia and anemia. 

Any menstrual] disturbance is suggestive. 

The ratio of inorganic to organic urinary sulphates is 
decreased. Urinary sulphate estimation is valuable 
during, and up to a month after, the period of exposure 
to benzene. 

Residual changes in the blood picture may persist 
indefinitely and may be accompanied by disability. 


I wish to thank the Factory Department of the Home 
Office (now the Ministry of Labour and National Service) for 
their help in collecting the cases and providing data on 


working conditions. Dr. G. H. Jennings has kindly allowed - 


me to publish the clinical reports of cases 1, 2 and 3. 
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A CASE OF PICK’S SYNDROME 


By CoNSTANCE SHAW, M.B. Lond. 
FORMERLY HOUSE*PHYSICIAN AT ST. GILES HOSPITAL, L.C.C. 


` 


REOUNRENT ascites, requiring frequent aspiration, is 
the common clinical finding in constrictive pericarditis. 
(Edema may be absent or slight, and the general condition 
of the patient remains good until the final cardiac 
breakdown occurs. The following case is unusual in 
origin, history and course. 


CASE-RECORD 

A housewife, aged 47, was admitted to St. Giles Hospital 
on June 19. She had always been healthy apart from suppu- 
- rative peritonitis twenty-nine years before. Five weeks 
before admission she had begun vomiting after food; this 
stopped after a fortnight, and then her thighs began to ‘swell. 
The swelling gradually spread down her legs, reaching her 
ankles and feet after a few days, when it became stationary. 
She felt well and had a good appetite. 

She was well nourished with a good natural colour. There 
was gross cedema of the legs, lower abdominal wall, both 
breasts and the back as far up as the tenth dorsal spine. 
She had bilateral pleural effusions, the right greater than the 
left, and some ascites. The heart seemed normal; the pulse 
was very small; blood-pressure 118/100. The right effusion 
and the ascites were tapped. On July 8 she showed slight 
cyanosis and venous hypertension. On July 27 drainage was 
begun with Southey’s tubes ; 22 pints of fluid were removed, 
and the cedema cleared up and did not recur. Her general 
= condition gradually deteriorated; the right foot became 

infected. She developed congestive failure with cyanosis, 
tender enlargement of the liver and suppression of urine. 
She died on Aug. 24. 

The following investigations were carried out during her 
illness. Radiography showed the heart to be normal in size. 
Red cells 7,300,000, Hb. 130%. Blood-urea 34 mg. per 100 
c.cm. Plasma- -protein on Jine 20, total 8-8% , albumin 7%, 
globulin 1-8% ; on July 24, total 5: 2%, albumin 3:9%, 
globulin 1:3%. Blood- cholesterol 104 mg. per 100 c.cm. 
Urine: albumin present for the first week, otherwise normal. 
Urea concentration test: first hour, 15 c.cm., urea 3% ; 
second hour, 25 c.cm., urea 2-6% ; third hour, 30 c.cm., urea 
3-8%.  Ascitic fluid, protein 0-95% (transudate); pleural 


recurring attacks of cardiac embarrassment. 
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fluid, protein 0-65% (transudate) ; 
0-56% (transudate). Electrocardiogram, low voltage but 
otherwise normal. Circulation-rate 23 sec. by sodium- 
cyanide method (normal limits 16-21 sec.). 


Post-mortem findings.—Petechis over chest and breast ; 
no cdema; stomach showed severe gastritis due to heart 
failure ; numerous old fibrous adhesions throughout peritoneal 
cavity ; 2 pints of free fluid in peritoneal cavity ; old fibrous 
adhesive pericarditis ; pericardium firmly attached all over 
heart, with numerous old fibrous adhesions to diaphragm and 
lungs; slight hypertrophy and dilatation of right auricle and 
ventricle ; small pleural effusions, 4 pint each ; old mediastinitis 
and basal adhesions to diaphragm ; lungs showed early brown 
induration and some cedema ; spleen and kidneys congested ; 
liver, early congestive changes. 


Histology.—The pericardium showed dense hyaline fibrosis 
with some areas of degeneration but no calcification or 
cholesterol clefts, though there was some longitudinal splitting. 
There was also some scattered chronic inflammatory round- 
cell infiltration, chiefly lymphocytic. A fairly broad zone of 
subpericardial fat separated the pericardium from the 
myocardium. 


cedema fluid, protein 


DISCUSSION 


I suggest that acute pericarditis may have followed the 
acute suppurative appendicitis and general peritonitis 
which the patient had twenty-nine years earlier, that the 
infection reached the pericardium by direct or lymphatic 
spread through the diaphragm, and that the patient’s 
condition at that time was such that the pericarditis was 
overlooked. Remarkable features are the long interval 
between the supposed cause of pericarditis and the 
cardiac breakdown, the small ascites and the absence of 
For ten 
weeks after the onset of oedema she remained otherwise 
well; the breakdown occurred suddenly, three weeks 
after tapping, when she was apparently improving. 

In the light of the post-mortem examination it is possible 
to see which clinical findings might have led to early and 
accurate diagnosis. These were (1).the good health of 
the patient, (2) the history of cdema beginning in the 
thighs ; (3) slight venous engorgement with compensatory 
polycythemia, sma!l pulse and absence of other abnormal 
cardiac signs; (4) low-voltage electrocardiogram ; 
(5) low systolic blood-pressure and low pulse-pressure ; 
and (6) transient albuminuria and fall in serum proteins 
as the disease progressed. Such cases may be commoner 
than is usually supposed, and in all cases of oedema where 
the usual causes have been excluded constrictive 
pericarditis should be considered. In this case surgical 
treatment might have been successful had the condition 
been recognised in time. 


I wish to thank Dr. Terence East and Dr. G. A. Kiloh for 
their help; Dr. C. C. Bryson for the histological findings ; 
and Dr. Allen Daley for permission to report the case, 


TRAUMATIC STREPTOCOCCAL 
MENINGITIS 


By D. W. Boatman, M.R.C.S. 


FLYING OFFICER, R.A.F.V.R. 3 LATE HOUSE-SURGEON AT 
ST. BARTHOLOMEW'S HOSPITAL, LONDON 


In the following case a piece of shrapnel lying 
intradurally in the spinal cord produced symptoms of 
meningitis after a latent period of three weeks. Hemolytic 
streptococci were cultured from the cerebrospinal fluid, 
but with chemotherapy the patient made a complete 
recovery. 

A Belgian soldier, aged 25, was admitted to an emergency 
hospital on May 21, 1940. Six days previously a shell had 
exploded near him and he had received two small shrapnel 
wounds, one in the lumbar region and one near the left 
scapula; both were now healing. He said that the blast 
effect of the shell had struck him on the right side of the 
pelvis, producing paralysis of his legs for three days. He 
had been seen at that time by a British medical officer who 


recorded no loss of sensation, but tenderness over the buttocks ` 


and the back of the thighs. The only positive physical sign 
on admission was some muscular weakness in the legs. A 
radiogram of the pelvis showed separation of the two pubic 
bones at the symphysis. A binder was applied, and the 
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patient remained comfortable for ten days, when he began 
to: complain of general malaise. Three days later (June 3) 
he became very restless, complaining bitterly of pains every- 
where and going into floods of tears. His temperature rose 
rapidly to 103° F. There was slight neck rigidity; no 
abnormality was discovered in the chest, abdomen or legs. 
The edges of the wound in the lumbar region were slightly 
inflamed. A radiogram revealed a foreign body situated in 
the spinal canal, opposite the upper limit of the first lumbar 
vertebra (see figure). On lumbar puncture the fluid was not 
under pressure but was slightly turbid, containing a moderate 
amount of pus and a small number of red cells. A gram film 
showed short-chain streptococci, and culture yielded hæmo- 
lytic streptococci. : 

Laminectomy was performed on June 4 under endotracheal 
gas, oxygen and ether anzsthesia. The laminz of the last 


dorsal and first four lumbar vertebre were removed, and-the - 


canal explored extradurally without success. The dura was 
then incised and the piece of shrapnel was felt lying against 
the posterior aspect of the cord in the position indicated by 
the radiograms. It was seized with a pair of forceps and 
removed without difficulty. It was found impossible to stitch 
the dura, so the posterior spinal muscles were carefully sutured 
in position. After returning to the ward the patient was laid 
flat on his back without pillows and with the foot of the bed 


aTe Ps 


Anteroposterior and lateral radiograms showing foreign body lying 
in spinal canal at level of first lumbar vertebra. 


raised. Chemotherapy was begun immediately, two intra- 
muscular injections of Prontosil Rubrum 5 c.cm. being given 
in the first six hours, followed by 1 gramme of sulphanilamide 
three-hourly by mouth. Neck rigidity and Kernig’s sign 
were present the next day, but he was moving his legs well. 


The temperature did not rise above 99 4° F.; the pulse-rate ` 


varied between 110 and 140. He was unable to micturate 
and catheterisation was necessary twice each day. 

On June 7 the abdomen was very distended and resonant 
all over, the bowels not having moved since operation. An 
enema, given the previous night, had been retained. Prosatig- 
min l c.cm. was given hourly for six doses, followed by a 
turpentine enema, with a fair result. This was repeated the 
next day and all distension disappeared. The bowels were 
then kept open with calomel gr. 2 every night. The knee- 
_ jerks were absent and the plantar response was flexor on both 
sides. The stitches were removed on the 13th. Tie knee- 
jerks were now present, the left brisker than the right; the 
left plantar response was doubtful and the right absent. 
He began to pass urine involuntarily on the 14th and cathe- 
terisation was not subsequently required. Voluntary control 
was re-established a month after operation, but with increased 
frequency. By three weeks after operation (June 25) the 
neck rigidity had passed off and Kernig’s sign was no longer 
present. The left knee-jerk was still brisker than the right, 
and there was a suggestion of a patellar clonus on the left 
side. The ankle-jerks could not be obtained and the plantars 
remained unchanged. 

Sulphanilamide was continued until June 28, the dosage 
being: 1 g. three-hourly for 20 doses; 1 g. four-hourly for 
20 doses; 0 5 g. four-hourly for 20 doses; 0:5 g. three times 
a day for 14 days; making a total of 75 g. The patient 
started to get up after a month. There was no change in the 
physical signs, save that tho loft plantar was now definitely 
extensor. Throughout the whole postoperative period his 


temperature never rose above 100° F.; but the pulse did note 
return to normal for six weeks. At that time the knee-jerks 
were brisk and equal and there was no patellar clonus ; 
ankle-jerks were obtained on reinforcement; both plantar 
responses were now flexor. Sensation was normal and Rom- 
berg’s sign was negative. Two months after operation he 
was walking well with the aid of a stick; but there was still 
some muscular weakness of the legs, more on the right side. 


I wish to thank Mr. Reginald Vick for his suggestions 
and permission to publish this case. : 


Medical Societies 
ROYAL ACADEMY OF MEDICINE IN IRELAND 


AT a meeting of the Section of Obstetrics on Dec. 20, 
1940, with Dr. R. M. CORBET the president, in the chair, 
Prof. O’DONEL T. D. BROWNE read a paper on the 


Etiology of the Lower Uterine Segment and 
Uterine Descent 


He regarded the ligaments as the main factors in uterine 
support. Owing to the growth of the lower uterine 
segment in pregnancy the transverse cervical ligaments 
are spread upwards on each side, fanwise, as a lateral 
brace between the broad ligaments ;: thus they stabilise 
the uterus. The uterosacral ligaments decussate and are 
spread out over the posterior surface of the lower two- 
thirds of the uterus and, in addition to strengthening the 
new lower uterine segment, prevent undue falling forward 
of the heavy fundus. Thus these ligaments are taut 
even before labour and it would be easy for prolonged 
and strong uterine pains in difficult labour, or forcible 
instrumental or other delivery through an undilated 
cervix, to rupture the taut and widely separated liga- 
mentous bands. He suggested that forcible downward 
traction tore the lowermost fibres, thus depriving the 


_ vaginal vault of its attachment to the under surface of the 


pelvic ligamentous support. The subsequent pull of the 
unsupported cervix upon the higher portion of the cervix 
which was still fixed by the intact ligaments resulted in 
supravaginal hypertrophy of the cervix. When coincident 
damage occurred to the upper and lower ligamentous 
supports uterine descent resulted. He defined high 
rectocele as a true hernia, at the bottom of the pouch of 
Douglas, between the two adjacent borders of the 
uterosacral ligaments. The cure of this relatively rare 
condition was by approximation of the uterosacral liga- 
ments, either from above or per vaginam, and he 
emphasised that an extensive colpoperineorrhaphy— 
which served in low rectocele—would not suffice. 

Prof. J. KAY JAMIESON said that the pelvic fascia was 
merely a sling for maintaining the genito-urinary organs 
in position. He said that there was no anatomical 
evidence whatever of the lower uterine segment, but 
there was no doubt that in a certain phase of life it did 
exist. Anatomists had no opportunity of seeing it at 
that time.—Prof. A. H. DAVIDSON mentioned three 
operations which gave the operator insight into the 
so-called cardinal ligaments of the uterus: vaginal 
hysterectomy, the Fothergill operation, and Wertheim’s 
operation. Mackenrodt’s ligaments varied according to 
the position of the uterus—whether it was pulled up or 
pulled down. In the Wertheim operation it was neces- 
sary to divide these ligaments as near to their insertion 
as possible. In treating uterine prolapse he preferred to 
do a Fothergill operation. The lower uterine segment 
arose from the isthmus of the uterus, and this was the 
portion of the non-pregnant uterus to which the cardinal 
ligaments were attached.—Dr. J. S. QUIN remarked that 
the anatomist and the gynecologist held different views 
as to how the lower uterine segment was formed. He 
thought a high sliding rectoc le was always due to a 
hernia of congenital rather than traumatic origin. 

Dr. BETHEL SOLOMONS said that the supports of the 
uterus were definite and even though Mackenrodt’s 
ligaments were obviously the important supports every 
ligament helped, and a section of the pelvis showed thal 
the levator muscles and fascia were indirect supports 
through the vagina. He did not himself perform the 
typical Fothergill operation; he cut the utero-sacrat 
ligaments and sutured them to the front of the cervix. 


J 


a 


78 THE LANCET] 


REVIEWS OF BOOKS 


[san. 18, 1941 


“After denuding the anterior surface he picked up the 
bladder pillars and brought them together in front of the 
bladder. These pillars he believed to be part of the 
pubo-coccygeus muscle. It was not necessary to suture 
Mackenrodt’s ligaments in order to cure the prolapse: in 
fact there was danger of including the ureter in doing so. 
To cure a high rectocele he brought together tissue high 
up in the vagina which might or might not be the utero- 
sacral ligaments.—Prof. O’DONEL Brown, replying, 
said that he had placed markers of bismuth and other’ 
materials in the lower uterine segment at known intervals 
during gynzcological operations, and had subsequently 
seen the radiograms of those markers throughout the 
pregnancy. He believed high rectoc le to be a hernia 
occurring through the posterior vaginal fornix, from 
above, in contradistinction to low rectocele, commonly 
seen following skin tears incurred during delivery and 
taking place in the lower part of the vagina. He had 
encountered only two cases of high rectoccle and had 
cured them by approximation of the inner borders of the 
utero-sacral ligaments. In his opinion, high rectoc le 
could occur as a congenital deformity, and had been such 
in one of the two cases he had seen. He disagreed with 
approximation of the bladder pillars as a step in the 
treatment of prolapse. Anatomically, these so-called 
bladder pillars could not be demonstrated by dissection 
or at operation unless a fold was artificially created either 
by picking up the tissues with a dissecting forceps, by 
placing stitches so as to pucker the bladder wall, and thus 
procure something that appeared as a pillar of the 
adder. 


Amputation and Repair of the Cervix 


Dr. EDWARD SOLOMONS reported on a series of 302 
cases operated on between 1931 and 1939; only 104 
came subsequently to hospital for examination. The 
operations performed were Emmet’s trachelorrhaphy, 
Schroeder’s partial amputation of the cervix and circular 
amputation of the cervix ; included in the last were some 
Sturmdorf amputations. The suture material used 
nearly throughout the whole series was chromic or tanned 
catgut. Patients were later questioned concerning 
benefit from the operation, symptoms then present, the 
presence of discharge, the number of children since 
operation, the nature of the confinements, marital relat 
tionship since operation and whether any change in 
menstrual discomfort had occurred. A careful bimanual 


examination, followed by inspection of the cervix, was . 


then made. If discharge was present it was investigated. 
He found that of the 104 subsequently examined 94 were 
benefited, backache being the commonest remaining 
symptom ; 70 had no discharge after operation ; 3 had a 
worse discharge after operation than before, discharge had 
improved in the remainder. Trachelorrhaphy gave the 
best results for fertility, 23 out of a possible 30 subse- 
quently becoming pregnant. Healing was complete in 
72, the result was bad in 1, and the remainder showed 
various degrees of slight ectropion or erosion. No cases 
of carcinoma of the cervix have been encountered after 
amputation or repair. 

Dr. QUIN wanted to know what Dr. Solomons re- 
garded as indications for operation in these cases. 
He believed that some cases of erosion would respond to 
being left alone or to treatment with mild caustics. 
Dr. A. W. SPAIN agreed that most erosions could be cured 
by cauterising the cervix two or three days after the men- 
strual period. He did not think that cancer of the cervix 
resulted from these conditions of the cervix. Prof. 
DAVIDSON said that unless the cervix was very much 
hypertrophied he preferred the electric cautery to 
operation. <A fine anatomical cure followed the use of 
the cautery ; and he thought that subsequent pregnancy 
and labour should be easier when cauterisation was 
adopted than when an operation was performed. In cases 
with small simple erosions the pH of the vagina was rather 
high. If the patients were treated by acid media for two 
or three months, or in some cases two or three weeks, it 
would be found that the erosion would completely 
disappear. Dr. BETHEL SOLOMONS said that in his 
experience cauterising methods were only suitable for the 
very early types of erosion. A carefully performed 
trachelorrhaphy or amputation cured nearly every case. 
Dr. E. SoLomons in reply said that of the 302 cases, 18 
had been nulliparous, and of these 18, 4 were single 


women suffering from erosion of the cervix. In 60% to 
70% of all the patients some other operation had been 
performed. The choice of treatment depended on the 
lesion present. 


Reviews of Books 


Essentials of General Anesthesia 


By R. R. Macrntoso, D.M. Oxfd, F.R.CS.E., D.A., 
Nuffield professor of anæsthetics in the University of 
Oxford; and Frepa B. Prartr, M.D. Lpool, D.A., first 
assistant in the department of anesthetics in the university. 
Oxford : Blackwell Scientific Publications. Pp. 334. 25s. 


TuHis book is written for senior students, and for 


‘medical and dental practitioners who want to refresh 


their knowledge of general anzsthesia, but there is much 
in it which will also interest specialist anzsthetists. All 
forms and methods of general anzsthesia are described, 
but the main bias of the book is towards anesthesia for 
dental surgery. The problems of dental anzsthesia are 
discussed fully and practically. Difficulties and dangers 
are dealt with frankly, and continual stress is laid on the 
necessity for codperation between dentist and anzs- 
thetist. The book is obviously the outcome of wide experi- 
ence, and indicates a sympathetic knowledge of human 
frailties, both of patients and of anesthetists. Drugs 
and methods used in dental anssthesia are carefully 
described, and the chapter on Pentothal is particularly 
welcome. The authors emphasise that the effects of 
this drug vary with the speed of its injection. 

The description (accompanied by excellent illustra- 
tions) of the difficulties of tracheal intubation comes as a 
welcome relief after the bland assumption, by some, that 
such difficulties do not exist. The chapters on physio- 
logy and the theories of anzsthesia, no doubt purposely 
over-simplified, are full of practical points. Methods of 
anzsthesia for major surgery might, perhaps, have been 
discussed more fully. As itis, such interesting and useful 
drugs as cyclopropane and Vinesthene, which have little 
place in dental surgery, have had to be passed over 
rather lightly, and only one apparatus has been described 
for the administration of nitrous oxide and oxygen 
in dental surgery; but, as the authors point out, the 
apparatus is less important than the man behind it. 


Manson’s Tropical Diseases 


(llth ed.) By Puur H. Manson-Baur, M.D. Camb., 
F.R.C.P. London: Cassell and Co. Pp. 1080. 35s. 


IN this edition, the fifth by Dr. Manson-Bahr, much 
historical and technical matter has been replaced by fifty 
pages of information on life in the tropics, on bodily and 


‘mental conditions that make for success in that life, and 


on measures that help towards this even before transfer 
to the tropics is made. The author’s signal range of 
knowledge on tropical medicine is set out with discrimi- 
nation, and he acknowledges his debt to constructive 
criticism. So might not the time-honoured ‘figure of 
necator by Placencia be replaced by one showing the 
attitude which it takes up when killed as usual by hot 
spirit, and which permits immediate naked-eye identifica- 
tion? Again in the specific name Wiichereria there is 
divergence from the Code of Zoological Nomenclature 
which demands that names should be Latin or latinised, 
for Latin had no umlaut. As C. W. Stiles urged 40 years 
ago, medical men who have to enter the zoological field 
should keep the zoological rules. It is not strictly 
accurate to say that Clayton Lane,devised floatation for 
the diagnosis of nematode eggs in fæces. An indirect- 
gravity floatation method was devised by Bass in 1909 
and therefrom developed the direct-gravity floatation 
method of Willis and the direct centrifugal floatation of 
Lane. Further, the abolition of the stickiness of hook- 
worm eggs, which the floating solution produces, allows 
of their being herded into an area of a few square 
millimeters with consequent rapid diagnosis, the weight 
of the floating fluid used varying with the specific gravity 
of the egg species which it is desired to lift. 

The few small historical and technical blemishes on.a 
body of great clinical experience and clear exposition 
are worth mentioning only with the wish to better 
the good. 
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WHAT WE OWE TO BERGSON 


CERTAIN epochs stand out as marking a new 
departure in our attitude to the world or to ourselves. 
We long ago abandoned the geocentric conception of 
the universe ; only a few of us can recall the intensity 
of controversy about that theory of evolution which 
placed man in genetic relationship to the rest of the 
animal world ; many of us can agree that unconscious 
mental processes influence or direct what still feel like 
conscious desires or intentions; and we all know 
that relativity is a very important principle, even if 
we shrink from defining it. The names associated 
with these departures are familiar to everyone, but 
that of Henrr Bercson—who has just died at an 
advanced age and has been acclaimed as one of the 
important philosophers of his day—is by comparison 
unknown. Yet, besides having its ethical values, his 
philosophical work deeply concerns our own attitude 
to sickness and sick people, for it sought to solve the 
question whether living things are actuated by some 
power or principle beyond chemistry or physics, a 
question that intrudes again and again into medicine, 
though every advance in the knowledge of things that 


can be weighed or measured has been hailed as an | 


answer in the negative, from HALLER’s discovery of 
the irritability of nerve to the conditioned reflexes of 
Pavuiov. It was inevitable that the later part of the 
nineteenth century, with its wonderful advances in 
such knowledge, saw what appeared: to be the final 
defeat of animism, but the mistakes of CHarcot with 
his grande hysterie, of ERICHSEN with his railway 
spine, and of more recent clinicians with shell-shock, 
forced us back to a broader if older outlook. The 
` discoveries of FREUD and the work of‘more academic 
psychologists opportunely provided an understanding 
of clinical phenomena about which the mechanistic 
view had led us astray, and the animistic approach was 
at last able to contribute to practical medicine. 

It is against this historical background that 
Brrason’s work must be considered. His élan vital 
is perhaps but a variant of the phusis of HIPPOCRATES 
or the anima of STAHL, or a forestalling of FREUD’s 
conception of libido, but his theory of creative 
evolution is the effort of a brilliant thinker, trained in 
modern seience, to reconcile two differing modes of 
thought that, whether we know it or not, fundament- 
ally influence our treatment of clinical matters. Some 
discussions in our columns are minor battles in the 
continued conflict between these irreconcilables, for 
we must admit that the genius of BrerGson has failed 
to find a convincing answer to the metaphysical 
problem that here confronts us. Maybe there is no 
such answer. - Many of us however have, by force of 
temperament or early training, accepted without’ con- 
sideration or even question one or the other point of 
view, and it is this unquestioning acceptance that 
accounts for the warmth of feeling displayed when the 
point of view is challenged. For such acceptance, 
whatever the view accepted, a course of reading of 
BERGSON is the appropriate corrective. 


CROSS-INFECTION OF WOUNDS 


Two lessons which the war of 1914-18 taught us 
about wound infection were that gas gangrene could 
under certain conditions become a prevalent and fatal 
infection in the field, and that secondary sepsis was the 
chief contributor to the delayed healing and crippling 
complications of wounds in the base hospitals. In 
the present war gas gangrene has not raised its ugly 
head to any extent, but cross-infection of war-wounds 
in large hospital wards has again become a serious 
problem. Much of this secondary sepsis is due to the 
hemolytic streptococcus and much of it is clinically 
latent, and we owe to bacteriological progress in the 
intervening years the opportunity to study today its 
sources and mode of spread with a precision that was 
impossible in the last war. The incrimination by 
J. SMITH of the streptococcal throat-carrier as the most 
common source of infection for the puerperal woman, 
the grouping of the hemolytic streptococci by LANCE- 
FIELD, the division into serological types of the human- 
pathogenic group-A streptococcus by GRIFFITH, and 
the utilisation of serological typing to trace the spread 
of infection in ear, nose and throat, scarlet fever and 
burn wards are some of the steps which have paved 
the way to a planned investigation of the causes of 
hospital wound infection. The Dunkirk evacuation 
and the steady stream since then of air-raid casualties 
enabled teams of bacteriologists and surgeons working 
at base hospitals in the London area to put such a plan 
into effect, and a joint report! now issued by three 
teams is full of informative data on the sources and 
channels of wound infection in hospital and of practical 
suggestions for its control. 

The evidence of the occurrence of hospital infections 
comes from two main sources: (1) the demonstration of 
fresh pathogens in wounds examined bacteriologically 


at periodic intervals from the time of admission, and _ 
(2) circumstantial evidence pointing to the spread of 


readily identifiable pathogens—in particular typed 


_ strains of Streptococcus pyogenes which the authors call 


99 


‘indicator ” organisms—among groups of wounded 
people. Of the first class of evidence may be men- 
tioned a series of 20 wounds, 17 of which acquired new 
bacteria during a period of 3 to 27 days after the 
initial swabbing. Staphylococcus aureus and Strep. 


pyogenes were the most usual superadded pathogens, ` 


and in 7 of the 20 cases the super-infection was 
accompanied by clinical signs. In another series of 
24 wounds treated by the closed-plaster method addi- 
tions to the original flora were noted in 16 when swabs 
were examined at the time the plaster was being 
changed. Strep. pyogenes was the most frequent 
newcomer in this series; its usually persisted even 
when other organisms had disappeared, and it is 
important to note that in these plaster-treated cases 
its presence in the wound was often accompanied by 
clinical signs of infection. It is not stated—and 
probably could not be elicited—whether or not the 
superadded infection occurred when the plaster was 
being changed, but from other evidence it seems likely 
that bacteria were getting access to the wound with 
the plaster in situ. It was definitely proven that 
pathogenic bacteria can travel through the plaster 


from within outwards, for swabs from the outer 

1. Miles, A. A., Schwabacher, H., Cunliffe, A. C., Ross, J. P., 
Spooner, E. T. C., Pilcher, R. S. and Wright, J. Brit. med. J. 
1940, 2, 855 and 895. 
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surface of the plasters yielded moderate or profuse 
growths of organisms, and in 4 instances the same type 
of Strep. pyogenes was found both inside and outside 
the casing. As regards the transfer of a particular 
indicator organism among groups of the wounded, 
numerous examples are given, mostly of the appear- 
ance in wounds already under bacteriological observa- 
tion of a typed strain of Strep. pyogenes known to be 
present in the ward. In one such occurrence, in a 
ward accommodating both clean surgical cases and 
air-raid casualties, theinfecting streptococcus attacked 
mainly, as might be expected, the open air-raid wounds, 
and as the infection spread symptomless throat-carriers 
of the offending streptococcus appeared among the 
staff, thus increasing the danger to any newcomer 
to the ward. 

In their attempts to elucidate the sources and 
channels of spread of hospital infection, the investi- 
gators. have incrimjnated among possible sources not 
only the upper air-passages of patients and nursing 
staff and the wounds themselves, but also the skin 
surrounding the wound for a distance of several 
inches, and the dressings, plasters and bedclothes 
containing dried infective discharges. Apart from 
bedmaking and change of dressings, pathogens were 
not apparently found in the air or dust of the wards 
by the method of plate exposure, but most of the work 
was done during the summer and autumn months 
when free ventilation would prevent heavy bacterial 
pollution of the air. The danger of using a hair-drier 
in an infected atmosphere to accelerate the tanning of 
burns is pointed out, as are the risk of infection being 
carried from wound to wound by fingers or forceps 
used in removing dressings and of sterile dressings 
carried round in a large bag or drum becoming 
infected, and the possibility of contracting infection 
from baths, bedpans and urinals that have not been 
sterilised. 

The prevention of cross-infection in war-wounds is 
thus a matter which concerns every surgeon and every 
nurse engaged in the care of the wounded. 
dressing of wounds the ritual of the operating theatre 
should be observed, and dressings and plasters should 
preferably be- changed in a side-room where the 
necessary precautions can be taken to prevent the 
accumulation of pathogenic bacteria in the air or dust. 
Gloves should be worn, for the hands of dressers can- 
not easily be freed of the pathogens derived from 
infected wounds.? Discarded dressings, including the 
apparently clean outer layers, and all infected linen 
should be placed with the minimum disturbance in 
receptacles containing 2% lysol, dressing-instruments 
and plaster-scissors should be sterilised between 
dressings by boiling for 2 minutes in 2% sodium 
carbonate, baths should be cleaned and disinfected 
with a mixture of cleansing powder and lysol, while 
bedpans and urinals should always be sterilised after 
use. The readiness with which the streptococcal 
throat-carrier can infect his own hands, clothing, 
bedclothes and furnishings around him has been 
demonstrated anew by Dr. Harz in our present issue, 
and universal and competent masking seems the only 
way to overcome this menace. There is still a certain 
reluctance to accept air-borne bacteria as a factor in 
hospital cross-infgction, partly because of the apparent 
paucity of pathogens in the air of the ward, partly 


2. Price, P. B. J. infect. Dis. 1938, 63, 301. 
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because bacteria in air or dust are regarded as less 
likely to be in an active vegetative state than those 
coming directly from the body-tissues. Yet it seems 
likely that a very few streptococci will be sufficient to 
initiate infection on an abraded surface, and there is 
increasing evidence that the air and dust of the ward 
are the vehicles for the spread of infection. New 
methods for the control of air-borne infection have 
lately been described by ANDREWES and his colleagues,’ 
but, as they implied, the use of sprays and the like, 
must not be allowed to overshadow the value of ade- 
quate spacing and free window ventilation, with baffled 
screens during the blackout period, and the need for 
the removal of dust by soap and water and damp sweep- 
ing. Hospital infections could also be largely minimised 
by the adoption of small wards with isolation accom- 
modation so that clean and septic cases could be separ- 
ated, and the load of streptococcal infection in any one 
ward kept at a low level. The difficulties in the way of 
such reforms in our military and E.M.S. hospitalsshould 
not be insuperable. Antiseptics, apart from the local 
application of the sulphonamides, get little mention 
nowadays in any discussion on the prophylaxis and 
treatment of wound-infection, but their sphere of 
usefulness is not negligible, and the interested student 
will find a useful introduction to the subject by 
GaRROD in the Lancet War Primer on Wound 
Infection. 


DRIED PLASMA 

PuasMa is available in large quantities at blood 
banks where the supernatant fluid is removed from 
over-age stored blood. This fluid has been widely 
used in the restoration of the blood-volume in shocked 
patients, and in the larger banks where the turnover 
is rapid it is still one of the best stock solutions. Its 
disadvantages are the excessive potassium content, 
which may be important when large volumes are 
given, and the precipitation, after about a fortnight’s 
storage, of fibrin webs in what then becomes simply 
diluted serum. Serum has been said to be. more - 
liable to cause reactions than plasma, but it is prob- 
able, as Best and SoLANDT ¢ affirm, that there is no 
therapeutic or physiological difference between the 
two when used for transfusion. Until there is a 
complete check on the cleanliness of bottles, on the 
purity of distilled water and on the sterility of the 
final product reports of reactions peculiar to plasma 
or serum must be accepted with reserve. Samples of 
filtered fluid, scrupulously prepared and apparently 
sterile for a fortnight, may grow moulds in the third 
week of storage, and the making of serum from 
plasma usually involves additional manipulations 
which increase the risk of contamination. | 

Both serum and plasma are difficult to handle and 
transport compared with the dried products, which 
also require extremely careful preparation. Most of 
the numerous methods of desiccation depend on the 
removal of water either by simple distillation under 
reduced pressure or by sublimation from the frozen 
serum or plasma. All methods need skilled super- 
vision and special apparatus, but Epwarps, Kay and 
Davie ® and lately HARPER, ESSEX and OSTERBERG 6 
have described cheap and comparatively simple ways 
. Androwes, C. H. and others, Lancet, 1940, 2, 770. 
Best, C. H. and Solandt, D. Y. Brit. med. J. 1940, 2, 116. 
. Kdwards, F. R., Kay, J. and Davie, T. B. Ibid, 1940, 1, 377. 


. Harper, S. B., Essex, H. E. and Osterberg, A. E. Proc. Mayo 
Clin. 1940, 15, 689. 
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of preparing these substances. It is probable that 
some workers who use temperatures much above 37° C. 
may denature the proteins in the drying process, but 
when drying is properly done there is no change in 
the individual proteins and the amounts of serum 
albumin and globulin remain the same after many 
months storage. The advantages of the dried pro- 
ducts are stability, economy of space in storage and 
transport, and the opportunity they provide for using 
solutions of greater concentration than normal plasma. 
Their disadvantages are the difficulty of getting them 
into solution, especially with the higher concentra- 
tions of plasma, and the struggle necessary to preserve 
sterility in solutions under the emergency conditions 
where they are most likely to be used. Transfusions 
of 20 grammes of dried plasma dissolved in 500 c.cm. 


RAYMOND PEARL.—CHARITY UNIVERSAL 


‘of 5% glucose in properly distilled water—a solution . 


with roughly the same plasma-protein value as a 
pint of citrated blood—have been given with success. 
-In normal concentrations solutions of the dried 
product seem to be as safe and effective as fresh 
plasma, and in moderate amounts, at least, they can 
be used without previous blood-grouping of the 
recipient. : 

With concentrated solutions of plasma and serum 
we are on less certain ground and their theoretical 
possibilities, particularly in burn-shock and nephrosis, 
have yet to be conclusively confirmed in practice. Of 
3 burned patients treated by BLack’ with four-times 
concentrated serum 1 died while the other 2 needed 
subsequent transfusion with dilute fluid. Brown and 
MOLLIsON® gave mostly four-times concentrated 
serum to patients suffering from a variety of condi- 
tions and in 28 out of 44 transfusions there was, they 
believe, unequivocal evidence of clinical improve- 
ment. In 91 transfusions, however, they had 6 
patients who vomited, 2 who developed urticaria and 
3 who. complained of lumbar pain, while 7 had febrile 
reactions. Concentrated serum or plasma is also 
highly viscous, often requiring to be given ‘under 
pressure, and is capable of causing venous thrombosis. 
It is clear, therefore, that concentrated solutions 
should be used with discretion, and not everyone is 
convinced that it is good practice to introduce a 
viscous fluid into the blood-stream of a shocked 
patient whose circulation may already be seriously 
embarrassed by hzmoconcentration. 


A FUND FOR NURSES IN DISTRESS 


THe Royal College of Nursing has been asked to 
administer a fund which has been opened by the South 
African Trained Nurses Association for the relief of 
bombed civilian nurses in this country. The first instal- 
ment of £625 is now being allocated and will be used 
to meet immediate expenses such as the replacement of 
clothing, of those who have lost everything. Convales- 
cents from injury and those who need rest and change 
after a period of strain can be put in touch with hostesses 
in quiet areas through the college’s hospitality scheme, 
and the fund will then be used to meet their travelling 
expenses. Applicants for help must be nurses, registered 
or in training, who were in active work at the time of 
the bombardment. Applications should be addressed to 
the secretary of the college, la, Henrietta Place, London, 
W.1. There must be many who would wish to pay 
tribute to our nurses by contributing to this fund. 


7. Black, D. A. K. Brit. med. J. 1940, 2, 693. 
8. Brown, H. A. and Mollison, P. L. Ibid, 1940, 2, 821. 
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Annotations 


RAYMOND PEARL 


THE death of Prof. Raymond Pearl, at the age of 61, 
has come as a shock to his many English friends. Pearl 
was not a medical man, but during his tenure of the chair 
of biometry and vital statistics in the Johns Hopkins 
school of hygiene he was an inspiring teacher of post- 
graduate medical students and his influence, as teacher 
and investigator, has affected public-health work in all 
parts of the United States. As recently as 1937 he was 
Heath Clark lecturer at the London School of Hygiene 
and the volume which embodied his course is a character- 
istic example of attractive literary style and penetra- 
ting thought. Ten years earlier he had lectured before 
the University of London and the book then produced, 
“ The Rate of Living,” contained some of the researches 
which were probably his best. These were his experi- 
ments on populations of Drosophila melanogaster, a fruit 
fly. The disadvantage of working. on an animal so 
remote from man—Pearl’s darling study was the biology 
of man—was compensated by the small size and short 
life span of the creature and by the fact that genetic 
purity of the stocks could be secured. His book was one of 
the most suggestive of his time ; it was the first to pro- 
vide adequate data of mortality in relation to age and 
environmental conditions for an invertebrate and to 
make a point-to-point comparison with human mortality; 
in later papers he and his pupils published life tables for 
other forms of life (also for automobiles) and anyone who 
wishes to try out a “law ”? of mortality with age should 
begin with a study of Pearl’s work. In recent years he 
was mainly engaged on the study of human population ; 
a memoir on this subject appears in the last number of 
Human Biology, the journal he founded and edited. 
Pearl was not only an indefatigable worker and inspiring 
teacher, he was widely read in many branches of litera- 
ture and a delightful companion. 


CHARITY UNIVERSAL 


In 1939 the two great voluntary hospitals in Bristol— 
the Royal Infirmary and the General Hospital—which in 
the past had worked in more or less friendly competition, 
were amalgamated. The report of the Bristol Royal 
Hospital—‘‘ Charity Universal’’—is. thus of special 
interest this year. The fusion had been agreed to in 


1937 and was part of a general incorporation of the. 


public medical services, another item of which was the 
working arrangement between the public-health depart- 
ment and the university which was achieved several 
years ago. The final stage will be the fusion of all 
agents dispensing medical benefits, centred in the 
medical faculty of the university. Most cities possessing 
a university are working towards this, for of the various 
conflicting ideas for the future of medicine this is the 
only item which meets with general acceptance. So it 
goes ahead indifferent to the controversial proposition of 
a national medical service. To combine two charitable 
institutions is not easy and probably would never have 
come about had not the cost in apparatus and personnel 
for highly specialised treatment demanded either amal- 
gamation with selection, or reduplication. Not only 
finance but medical science favours the former which 
allows the segregation of cases needing specialised treat- 
ment and research in units of convenient size. Bristol 
has arranged that general medical, surgical and fracture 
cases shall be dealt with at the infirmary ; and gynæco- 
logical, skin, ear, nose and throat, and radiological cases 
at the hospital. There are efficient hospitals belonging 
to the corporation for maternity, infectious, chronic, 
and mental cases, so the city is well placed to give to all 
its citizens every form of treatment requiring 


institutional accommodation without overlapping or 


- 
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competition. The financial difficulties of amalgamation 
of voluntary hospitals are considerable, for their resources 
vary greatly and unlike municipal hospitals they have no 
elastic source of revenue ; so the pooling of incomes and 
expenditures usually calls for real statesmanship. In 
Bristol the total income of the two voluntary hospitals in 
1939 was £98,802, the expenditure £143,680 and between 
them they have an accumulated debt of £193,000. The 
competition of the two hospitals in the past undoubtedly 
led to reduction of possible income and increase of sterile 
expenditure of both, for in Bristol there were a number 
of contributory schemes working to some extent against 
each other.. The amalgamation committee decided to 
have one scheme of a uniform weekly contribution of 3d. 
weekly and -appointed a committee to administer the 
“ Bristol Hospitals Fund.” It is expected that the new 
arrangement will make the Charity Universal self- 
supporting. It is doubtful if in present circumstances 
any reduction of debt is likely, but perhaps this is not of 
great consequence, for’after the war a national solution 
of hospital debts must be found. 


N 


HEART DISEASE IN PREGNANCY 


Sheehan and Sutherland! have supplemented Jensen’s 2 
and Bramwell’s* clinical studies of heart disease in 
pregnancy with a thorough inquiry from the pathological 
aspect. They have analysed 813 necropsy records of 
patients who died duritig pregnancy or the puerperium 
in the Glasgow Royal Maternity and Women’s Hospital 
during the last 23 years, and haye found that 108 of 
these women had acute or chronic lesions of the heart. 
By way of control they have also studied a series of 1050 
necropsies in general hospitals on non-pregnant women 
in the child-bearing period, 215 of whom had various 
types of valvular lesions of the heart. Like many 
pathologists they say that reports based on clinical 
findings are seldom completely confirmed at necropsy, 
und they found that less than two-thirds of cases of 
chronic valvular disease are recognised clinically. This 
indictment of the medical supervision of parturient 
women no doubt holds pretty generally in this country, 
and suggests that obstetricians do not apply their 
stethoscopes as assiduously to the chest as to the 
abdomen. Sheehan and Sutherland calculate that of the 
235,000 obstetric patients treated by their hospital in the 
23 years chronic valvular disease was present in 1:5% ; 
the mortality in this group was 6:3%, 0:9% being due 
to superimposed ulcerative endocarditis, 2-9% to other 
cardiac causes, and 2:5% to non-cardiac complications. 
About half the patients with chronic valvular disease 
who died showed some evidence of congestive heart 
failure a fortnight or more before death. Decompensa- 
tion commonly began at one of two. periods—during the 
first few weeks of pregnancy, or about the sixth month. 
Such failure is most likely to occur with severe mitral 
, Stenosis or mitral stenosis associated with aortic stenosis. 
Deaths during or immediately after labour are usually 
due not to progressive exhaustion of a badly decompen- 
sated heart but to “ acute heart failure,” often in patients 
who have never shown more than slight signs of congestive 
failure. This analysis confirms the well-established 
observation that once a patient has shown signs of 
congestive failure during pregnancy any further preg- 
nancy will be similarly complicated. It also brings out 
that the incidence of “simple recurrent endocarditis ” 
superimposed on a chronic valvular lesion is much higher 
in pregnant than non-pregnant women, and much higher 
‘in women whose heart is decompensated than in those 
with no evidence of failure. Sheehan and Sutherland 
found that the diagnosis of this recurrent endocarditis is 


1. Sheehan, H. L. and Sutherland, A. M. J. Obstet. Gynec. 1940, 47, 
97. 
2. Jensen, J. The Heart in Pregnancy, St. Louis. 1938. 


3. Bramwell, C. and Longson, E. A., Heart Disease and Pregnancy, 
Oxford. 1938. 
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extremely difficult. They say that there is no satisfactory 
evidence that decompensation is related to myocarditis 
or acute pancarditis, and maintain that the type and 
severity of the valve lesions present are of great impor- 
tance in deciding whether a patient’s heart is likely to 
become decompensated. This teaching has been tending 
to gain ground of recent years, and is a reversal of the 
radical change of outlook introduced by Mackenzie 
when he urged the overruling importance of the myo- 
cardium. It is perhaps inevitable that the pathologist 
should be biased in favour of such a definite structural 
factor as stenosis or incompetence of a valve, but few 
clinicians who interpret their findings in terms of function 
rather than structure will be prepared to go back to the 
old teaching of the importance of valvular lesions. That, 
other things being equal, a button-hole stenosis of the 
mitral valve is more liable to produce myocardial failure 
than a slight degree.of stenosis nobody will deny, but- 


‘this does not explain why of two patients with compar- 


able degrees of mitral stenosis one will die in the twenties 
and the other will live to sixty. Why-a row of small 
vegetations on a chronically damaged valve, as in simple 
recurrent endocarditis, should be more likely to produce 
myocardial failure than an involvement of the myocar- 
dium the Glasgow workers do not explain. Perhaps they 
or some other will be inspired to carry out an equally 
careful investigation into this subject. 


PAIN IN THE SHOULDER 


SUBACROMIAL bursitis is now generally recognised as 
the cause of most painful affections of the shoulder. 
This is due chiefly to improved X-ray technique and a 
greater understanding of the underlying pathology. 
R. L. Patterson and P. D. Wilson report! that, of 450 
cases of painful shoulder seen at the Hospital for the 
Relief of the Ruptured and Crippled in New York 
between 1936 and 1940, 343 were diagnosed as bursitis ; 
163 were treated by irrigation. Bursitis due to bacterial 
infection is extremely rare and occurred in only one case 
of the 450. The common causes are calcification in the 
underlying musculo-tendinous cuff; arthritis of the 
aciomio-clavicular joint and new bone formation on the 
under surface of the acromion or the greater tuberosity 
of the humerus; and hemorrhagic bursitis following 
contusion about the shoulder. The technique of irrigation 
is simple. Two points of the skin overlying the bursa are 
anesthetised with Novocain and two 18-gauge needles 
inserted directly into the bursa, the one entering at a 
point two finger-breadth3 lateral to the coracoid process, 
the other one finger-breadth below the tip of the 
acromion. Novocain is injected and the direction of the 
needles altered until a flow is established. Normal saline 
is then injected. An attempt is made to strike any 
calcium deposit with the needle tip and the washings are 
inspected for calcium flakes. Irrigation is performed 
slowly since undue distension of the bursa causes con- 
siderable pain. After removal of the needles the patient 
usually makes no complaint of pain on passive abduction 
and external rotation of the arm. A sling is provided 
and use of the arm is not permitted for several days: 
sedatives are usually requi:ed for 24—48 hours. In cases 
of acute bursitis with pain of less than 10 days’ duration 
and in which radiography has revealed a small, soft, 
diffuse calcified shadow in the region of the bursa relief 
follows treatment within 4-5 days. Acute pain due to 
hemorrhagic bursitis is also relieved dramatically. 
Gradual relief over a period of 4-10 weeks occurs in a 
second group of cases of old-standing calcifying tendinitis 
where the patient’s complaint is of increasing discomfort 
and slight limitation of complete abduction and where 
the radiogram shows a small, hard, smooth calcified 
deposit. In a third group of cases where the pain is 
due to tension in the bursa arising from neighbouring 


1.- Post-grad. med. J. December, 1940, p. 347. 
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arthritic changes, irrigation gives temporary relief. 
Radiography in such cases shows no gross evidence of 
calcifying tendinitis and the washings after irrigation con- 
tain a thick tenacious material like ganglionic fluid which 
by chemical analysis is found to contain calcium. Relief 
of bursal tension gives real relief for several months but 
re-irrigation is often necessary. Irrigation is contra- 
indicated in chronic periarthritis due to systemic 
infection of a joint, and in any case where infective 


arthritis or tuberculosis is suspected from X-ray examina- ` 


tion. When a radiogram reveals a large calcareous 
deposit or several small deposits operative removal is 
`- required. Of the 163 cases treated by irrigation the 
results are available in 118. Of these, the result was 
satisfactory in 61%, and many of the failures were due 
to periarthritis in which experience now shows injection 
to be contra-indicated. If cases of periarthritis are 
excluded the good results reach 90%. Irrigation accord- 
ingly seems a hopeful method of treating subacromial 
bursitis but it is evident that cases must be carefully 
selected. l 
WAITING-LISTS 

Ir is not only in Lanarkshire! that there has been 
agitation for a fuller use of ‘‘ reserved’ beds in the 
treatment of civilian sick, but there especially has the 
public realised the hardship of closing beds to those 
suffering from disabilities not endangering life but 
necessarily undermining the well-being and functional 
efficiency of the sufferer. The chairman of Glasgow 
Royal Infirmary, as we noted last week (p. 53), has been 
driven to point out that his hospital has never found it 
necessary to refuse admission in any case where that 
was essential; he notes with misgiving a falling off in 
subscriptions not unrelated to disorganisation of normal 
hospital arrangements. In Edinburgh too, as our 
Scottish correspondent sets out, the financial position 
has become difficult. Costs have risen in every direc- 
tion; at the Royal Infirmary the outlay per occupied 
bed was £231 as against £205 for 1938-39, while 
the cost per inpatient treated to a conclusion was 
£10 12s. as against £9 2s. Contributions from voluntary 
sources have tended to decline. Weekly contributions 
from work-people have again been a sheet anchor in the 
- hospital’s support, though it is stated that without- the 
Government payment for reserved beds the deficit on 
the year’s working (£5371) would have been much 
greater than that of the preceding year when it was 
some £39,000. Payments in respect of reserved beds 
represent a substantial contribution to the finances of 
voluntary hospitals in these days. At the close of the 
financial year there were in Edinburgh Royal Infirmary 
844 occupied beds and 700 beds reserved for potential 
air-raid and Service casualties of which approximately 
400 represented part of the normal bed complement and 
300 extra beds were supplied by the Department of 
Health for Scotland. The hospital waiting-list has 
remained throughout the year at a figure just over 3000, 
the equivalent of full occupancy for some 160 beds through- 
- out the year. It is difficult to believe that this number, 
substantial as it is, fully represents the actual number of 
patients that might normally have benefited from 
hospital treatment since even in peace-time with 400 
additional beds in service there is a considerable waiting- 
list ; unless, indeed, patients are being treated in other 
hospitals equally suited to their needs, which is improb- 
able. It wasto meet what is described as “ a somewhat 
serious state of affairs ° that the managers decided to 
make available 25 beds for the treatment of patients 
from the waiting-list who are suffering from such condi- 
tions as hernia, deranged knee-joints, hamorrhoids and 
chronic appendicitis. Most of the voluntary hospitals 
are already dependent on state subsidy for reserved 
beds to meet their deficits. 


1. See Lancet, 1940, 2, 752. 
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treatment of gross disease is likely to increase and further 
beds are needed for the investigation of early disease, 
facilities for which are not yet readily available to the 
man who cannot afford to pay nursing-home fees. 
Here is a clamant field for medical planning and for 
real collaboration. between the many interested parties. 


' TESTOSTERONE IN EUNUCHISM AND 
HYPOGONADISM 


A. W. Spence! records the results of treatment of two 
cases of eunuchism and four of hypogonadism with 
intramuscular injections of testosterone propionate, 
implantation of tablets of testosterone, inunction of 
testosterone propionate, as an ointment ọr tincture, or 
the oral administration of methyl testosterone. In all 
cases the treatment was successful, as shown by the: 
re-establishment of potency, increased growth of the 
genitalia, deepening of the voice, gain in weight, and, in 
five patients, increased growth of hair on the face, body 
and limbs. Physical improvement was also associated 
with the disappearance of psychological disturbances, and 
an accentuation of the mental characteristics of the male. 
The paper provides some valuable information on thé dose 
required for the maintenance of this improvement. In 
the case of muscular injections, 50-75 mg. per week given 
in two or three injections were required. When the 
testosterone was administered by inunctions, these were 
given daily, with a weekly total of 32-49 mg. Adminis- 
tration of methyl testosterone by mouth necessitated a 
dose of 10 mg. five times a day. With implantation a 
50 mg. tablet was used, and this was found to be effective 
for a period of eight. to ten weeks. Judged on these 
results, it would seem that oral administration is the 
least effective method, and that there is little to choose 
between the others. In no case was there any evidence 
of toxicity, but one patient had a transitory cedema of the 
legs. A similar complication of testosterone treatment 
has been recorded by other observers, notably Kenyon, 
who described fullness and ‘puffiness of the face in four 
eunuchoids under treatment. This was found to be 
associated with a fall in urinary sodium and chloride. 
The cdema, however, was transitory and need not be 
regarded as important. The first evidence of action of 
the hormone is a rapidly increasing frequency, degree 
and duration of erections, followed by a sense of well- 
being and renewed confidence. During the second or 
third month of treatment the increased growth of the 
penis begins to be manifest. A little-later the patient 
becomes conscious of increased muscular strength, and 
in eunuchoid cases the voice breaks. The exactness of 
Spence’s observations make them a valuable contribution 
to our knowledge of testosterone treatment. - 


EXOPHTHALMIC OPHTHALMOPLEGIA 


SINCE Brain ? drew attention to it, exophthalmic oph- 
thalmoplegia has proved to be less uncommon than was 
thought. The recent publication of McGregor? and of 
Martin and Pennell in THE LANCET of Jan. 11 are evid- 
ence of the interest which is being taken in the syndrome. 
Its importance lies in the fact that it presents in a clear- 
cut form the problem of the pathogenesis of exophthalmos 
of endocrine origin, the solution of which is likely to 
throw light on the nature of the far commoner exoph- 
thalmic goitre. McGregor said that in his case the 
ophthalmoplegia was present for three months while the 
exophthalmos was slight and non-progressive, which he 
thought to be against the idea that the ophthalmoplegia 
was the result of a rapidly produced exophthalmos. 
Martin and Pennell believe that their case supports 
McGregor’s view, though few perhaps would agree with 
them that exophthalmos amounting to 5 mm. should be 
described as slight. The point is an important one, and 


1. Quart. J. Med. October, 1940, p. 309. 
2. Brain, W. R. and Turnbull, H. M. Quart. J. Med. 1938, 7, 293. 
3. McGregor, H. G. Lancet, 1940, 2, 579. 
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it is therefore worth recalling that Brain’s explanation of 
the ophthalmoplegia was somewhat different from that 
attributed to him by these writers. He said: ‘‘ There 
is reason to think that the ophthalmoplegia is due in the 
first instance to a rise of pressure within the cone of 
(extraocular) muscles and that the same rise of pressure 
causes the exophthalmos.’’ It does not follow that the 
effect of this rise of pressure on the ocular muscles and on 
the position of the eye will always be proportional, nor 
that, as McGregor seems to imply, a rapidly produced 
exophthalmos is the same as a severe degree of exoph- 
thalmos. Whether the rise of tension will expend itself 
mainly antero-posteriorly, causing exophthalmos, or in a 
plane transverse to the optic nerve, causing interference 
with muscle function, or in both directions at the same 
time, may depend on the rate at which it occurs as 
well as on other unknown factors. Moreover, diplopia 
usually takes the patient to a doctor early, so that if both 
ophthalmoplegia and exophthalmos are due to the same 
cause cases will naturally be seen at a stage in which the 
exophthalmos is still slight. A measurement of the 
resistance offered by the eye to backward displacement 
might yield more information than the actual exophthal- 
mos. It is doubtful if clinical information can throw 
much more light on the problem. It is to be hoped that 
the end of the war will see a resumption of the promising 
physiological research on the relations of the thyroid 
and the thyrotrophic hormone of the pituitary and the 
eye which its outbreak interrupted. 


IS HEALTH CATCHING ? 

WE have all been warned repeatedly that it is possible 
to pick up things in the public shelter ; but the Central 
Council for Health Education have ensured that some of 
the things to be picked up there are worth having. In 
collaboration with the Society of Medical Officers of 
Health they have prepared a booklet with happy 
illustrations, called ‘‘ Health in the Shelter,” which is 
issued to local authorities, on request, for distribution to 
the public. The crisp little appeals in it about such 
things as sleep, prevention of infection, dirt, and the 
transfer of children to the country are written with good 
sense, sympathy, wit and a practised touch. There are 
also four bulletins called “ Coughing and Sneezing,” 
“ D-I-R-T Spells Disease,” “ Watch Out for Measles ” 
and “Save Your Child from Diphtheria’’; these are 
single leaflets which make their points simply and 
effectively. The diphtheria bulletin for example tells 
parents that diphthena kills some 3000 children each 
year; but it also says in no less than four places and in 
heavy type that diphtheria can be prevented. The 
council are also providing posters and have a scheme 
brewing for films and lectures in the shelters. The 
writer of the booklet says : ‘‘ And when the peace returns 
remember the health lessons that war has taught you.” 
In fact the council gives the impression that the blitz- 
krieg, if not exactly heaven-sent, is a fine chance to 
spread the contagion of health. 


VAGARIES OF THE PAUL-BUNNELL TEST 


THE observation of J. R. Paul and W. W. Bunnell of- 


Connecticut in 1932 that the blood of patients with 
glandular fever agglutinates the red cells of the sheep 
has been so often “confirmed that a negative result from 
this test suggests some other diagnosis. On another page 
Fuller reports five cases in which the clinical picture was 
reasonably characteristic of the anginal type of glandular 
fever and mononucleosis was present but the Paul- 
Bunnell test did not confirm the diagnosis. Of the four 
patients tested two were completely negative. The 
other two gave a result below the diagnostic level of 
1 in 80 suggested by the inventors of the test, and both 
of these had been given diphtheria antitoxin. Serum- 
sickness has been known to produce a positive Paul- 
Bunnell test, and Fuller is inclined to believe that 
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diphtheria antitoxin was responsible for the agglutina- 
tions at low titres. He suggests that his cases may 
therefore have been suffering from an angina of the 
throat with mononucleosis due to a different agent from 
glandular fever. His cases are, however, clinically 
similar to a group also described in this issue by Stuart 
Barber, in which the test was inVariably and convincingly 
positive. Of Barber’s eight cases, seven were also of 
the anginal type; he emphasises the tonsillar involve- 
ment and the coincident infection with Vincent’s 
organisms, both of which features were present in 
Fuller’s patients. It seems possible, then, that these 
two groups had the same disease, but that in Fullers ~ 
cases something was interfering with the specific test. 
It is known that the sulphonamide drugs reduce the 
production of specific antibodies to pneumonia, and 
it is possible that they sometimes prevent the formation 
of heterophile antibodies to sheep’s red cells. This might 
explain the negative result in two of Fuller’s patients, 
and it is noteworthy that only one of Barber's series 
received chemotherapy. But this is mere speculation ; 
clearly more information is required about the influence 
of both diphtheria antitoxin and the sulphonamides on 
the Paul-Bunnell test. 


CARDIAC COMPLICATIONS IN DIPHTHERIA 

CIRCULATORY failure remains one of the terrors of 
diphtheria. It usually begins the second week of the 
illness and its onset may be so insidious as to escape 
detection ; but even so it may determine whether the 
patient lives or dies. Ma, Lieu and Tung? have studied 
the electrocardiographic changes in rabbits suffering 
from experimentally induced diphtheria and attempted 
to correlate these changes with those found in the 
myocardium at necropsy. There is little new in their 
electrocardiographic findings. These occurred with great 
regularity, consisting in the first place of flattening or 
inversion of T, or T,, followed later by varying grades of 
auriculo-ventricular and bundle-branch block. In ac- 
cordance with the findings in man, the prognosis attach- 
ing to high grades of auriculo-ventricular block and 
bundle-branch block was extremely grave, in their series 
being invariably followed by death. Their correlation 
of electrocardiographic and pathological findings is not . 
very satisfying, probably on account of the absence of 
serial sections of the conducting system in the heart, but 
an interesting feature is their finding that in many in- 
stances the myocardial changes in fatal cases were less 
severe than in man. Two probable explanations for this 
are suggested : the shorter course of the disease in their 
animals ; and the possibility of death being principally 
due to peripheral circulatory failure. Their pathological 
investigations were not complete enough to allow them 
to decide on the question of the precise amount of change 
in the heart, though their success in a few cases in pro- 
moting recovery by the intravenous administration of 
glucose suggests the importance of peripheral circulatory 
failure in this condition. These workers dismiss rather 
casually the rôle of the suprarenal glands in the circula- 
tory failure of diphtheria. Ashford, Cramer and others ? 
have shown that fatal circulatory failure occurring late 
is almost certainly due to paralysis of the peripheral 
vascular system, possibly due to damage to the suprarenal 
cortex. 


1. Me W. i Lieu, V. T. and Tung, C. L. Chin. med. J. 1940, suppl. 
2: Laie 1939, 2, 1375. 


A combined reprint i 2s.) of the two discussions held. 
recently at the Royal Society of Medicine—one by the section 
of medicine, on traumatic hæmothorax, the other by the 
section of surgory on chest injurics—is to be issued. Applica- 
tion for copies, of which only a limited number will be 
available, should be addressod to the oy at 1, Wimpole 
Street, London, W.1. 
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Special Articles 


HAEMOLYTIC STREPTOCOCCI IN NORMAL 
PEOPLE AND CARRIERS 


By RONALD HARE, M.D. Lond. 


RESEARCH ASSOCIATE, CONNAUGHT LABORATORIES, UNIVERSITY OF 


TORONTO 


IN previous papers (Hare 1940a, b) I suggested that 
the hemolytic streptococci which cause infection of 
wounds in both civil and military life are of exogenous 
origin and are transferred to the wound some time after 
its infliction. Hsemolytic streptococci belonging to the 
group which is pathogenic for human beings—group A— 
are probably not present on projectiles and the great 
majority of objects which usually cause wounds, or on 
the substances which find their way into the wound at 
the time of infliction, such as dust, clothing or skin; on 
the other hand, group-A strains in the nasopharynx of 
attendants or in other hemolytic streptococcal infections 
in the near neighbourhood often have access to the 
wound while it is being dressed. This paper records 
farther investigations on the streptococcal flora of soil 
and dust and of the skin and clothing of the general 
population and known nasopharyngeal carriers. 


Collection.—The area of skin or clothing to be tested was 
rubbed with a sterile throat-swab moistened with saline. 
Some cultures from the hands were obtained by rubbing them 
with sterile pieces of lint immersed in broth. The material 
was transferred to nutrient medium as soon as possible. 

Cultivation —The swabs were placed in infusion broth 
containing 1/500,000 gentian violet and 10% filtered horse 
serum. This medium was evolved by Garrod (1933) and is 


principally of value because it inhibits the growth of staphylo- 


cocci. Control tests showed that hemolytic streptococci of 
all the groups from A to K were able to grow readily in this 
medium. After incubation for 24 hours, or if no growth 
occurred for 48 hours, a loopful of the resulting culture was 
then plated on sheep’s-blood agar plates. These were 
incubated anaerobically for 24 hours in a McIntosh and Fildes 
jar. Any hzmolytic colonies were then picked, plated and 
stored on blood-agar slopes. Anaerobic cultivation was 
employed for reasons discussed by Fuller and Maxted (1939). 

Classification.—The serological group of all hemolytic 
streptococci isolated was determined by the pipette method 
described by Lancefield and Hare (1935). The serological 
type of selected strains was also determined if possible. The 
slide method of agglutination was employed. ‘The suspen- 
sions were made by growth at room temperature in 0:1% 
glucose broth. The centrifuged deposit was actually employed 
in the tests. | | 


THE SKIN AND CLOTHING 


The flora of the skin of the hands, peri-anal region and 
back has been previously studied by Colebrook and his 
colleagues (1935). They examined the peri-anal region 
in 160 parturient women in the antenatal department 
and the findings may perhaps be taken as representative 
of the population as a whole. Of the 11 strains of 
hemolytic streptococci isolated none were of group A. 
The number of subjects (14) whose backs were examined 
was too small for general conclusions to be drawn, but 
no group-A strains were isolated. The subjects whose 
hands were studied were, for the most part, girls working 
as packers in two factories. From the 181 persons 17 
strains were isolated, of which no less than 7 were members 
of group A. In the present investigation, the hands 
and the legs of 96 male students, for the most part 
studying pharmacy or the preclinical subjects of medi- 
cine, were examined, as well as a number of other 
persons. The hands were chosen for obvious reasons, 
the legs because the skin has often been suspected as the 
source of the organisms in infected wounds of the knee- 
joint or compound fractures of bones of the leg, in 
both of which lesions hemolytic streptococcal infection 
is comparatively common. The first series of hands was 
examined in November and December, 1939. From 
the 96 male students 9 strains of hemolytic streptococci 
were isolated and another 3 strains from 52 more persons 
(fifth-year medical students, female students and others). 
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As will be seen from table 1, none of the strains were of 
group A. i E E no 

In view of the work of Colebrook .and his associates 
this result was unexpected. But there was some possi- 
bility that the organisms in 5 out of the 7 persons with 
group A on the hands in their series had been derived 
from the nasopharynx because it was subsequently 
ascertained that the subjects. were suffering from 
“ colds ’’ at the time the hands were exaniined. Those 
investigations were carried out in England during the 
four months, November—February, the latter part of 
which period tends to have a high nasopharyngeal- 
carrier rate (Paine 1935, Ministry of Health report, 1930). 
The first Toronto series was examined in November and 
December, but this time of the year in North America 
usually has a low carrier rate (Bourn and his colleagues 
1933, Meleney 1927). Of 160 soldiers examined in 
Toronto during this time not one nasopharyngeal carrier 
of group A was found. For this reason a second series 
of hands, this time of 100 pharmacy students, was 
examined on March 27 when the carrier rates in North 
America tend to be higher, and when upper respiratory 


‘tract infections associated with hemolytic streptococci 


were actually occurring in Toronto. In this series only 
3 strains of hemolytic streptococci were isolated but 
one of them was a member of group A. 


It is probable that the man from whom this strain was 
derived (SNO) had acquired his organisms from the naso- 
pharynx of his room-mate (ROL), who on the same day was 
sick in bed with a hemolytic streptococcal infection of the 
throat. This conclusion is rendered the more probable by 
reason of the fact that the organisms from both ROL’s throat 
and SNO’S hands were found to be type 4; that SNO was 
re-examined on April 26 and found to have no hemolytic 
streptococci anywhere on his skin, clothes or nasopharynx ; 
and that he had had no upper respiratory tract infection for — 
over a year. It therefore seems probable that he had been a 
temporary hand carrier on the day he was first examined by 
reason of his close contact with an acute infection. 


It thus appears that hemolytic streptococci of group 
A are somewhat more unusual on the skin of the hands 
of the population in general than might have been 
supposed from the work of Colebrook and his colleagues. 
The only person with these organisms on his hands in 
the present investigation of 248 persons had almost 
certainly picked them up by contact with an active 
infection ; and this conclusion is strengthened by the 
discovery, reported later, of hemolytic streptococci of 
group A on the hands of 2 out of 7 known nasopharyngeal 
carriers. It seems probable that the hands tend to be . 
free from 'these organisms unless there has been contact 
with some nearby source, such as the individual’s own 
throat or an infection in another person. 

Cultures from the legs of the 96 students whose hands 
were examined in November and December were also 
taken ; 7 strains of hemolytic streptococci were isolated 
but none of them were members of group A (table 1). 

Levaditi and Delrez (1917) suggested that lack of 
opportunity to bathe might bring about an increase in 
the number of streptococci on the skin, and thus be in 
part responsible for the high incidence of streptococcal 
infection of wounds. It was found that of 16 persons 
who had no hemolytic streptococci on the skin of the 
leg no less than 4 acquired these organisms (3 group C, 
1 group B) on an area of skin purposely left unbathed ; 
3 of them acquired the organisms during the first week 
and the fourth after two weeks. No group-A strains 
were encountered. Thus lack of opportunity to bathe 
may bring about an increase of the streptococcal flora 
of the skin but not necessarily of group-A strains. 

Samples were also taken from the clothes of the 96 
students whose skin was examined in November and Dec- 
ember. The area examined was the cloth of the trousers 
below the knee. Five strains were isolated and from table 
I it will be seen that none of them were members of 
group A. Another series of 25 persons, chiefly laboratory 
technicians, was also examined and no hemolytic strepto- 
cocci at all were isolated. Thus from the trousers of a 
total of 121 persons no hemolytic streptococci of group 
A were isolated. 

It is thus clear that hemolytic streptococci of group 
A are not usually present on-the skin of the general 
population. As already mentioned, Colebrook and his 


a 
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colleagues failed to isolate them from the peri-anal region 


and in the present study they were not found on the legs. ` 


- One person out of 248 was found with these organisms on 
- the hands, whereas Colebrook isolated them from 7 out 
of 181. Thus, of the areas examined only the skin of 
the hands is at all likely to be contaminated with these 
organisms. If the trousers can be taken as representa- 
tive of the clothing it appears that the clothing of the 
general population is likewise not often contaminated. 


KNOWN NASOPHARYNGEAL CARRIERS 


- A group of 7 carriers were studied. The detai's of 
KEE, ROL, MOS, TOW and RIC are given later. 
ROS suffered from acute tonsillitis beginning on Dec. 19 
and group-A hemolytic streptococci were isolated from 
the throat on Dec. 19, Jan. 2 and 30 and on March 5 and 
7. WAT suffered from a simple cold on March 26 and 
27; there was no cough, pyrexia or complications ; 
group-A hemolytic streptococci were isolated on March 
30 and April 22. 

A number of different areas on both skin and clothing 
were examined and the results are given together in 
table 1. From this it is obvious that carriers may 
seriously infect their own persons but that only a propor- 
tion of them are able to do so. Of the areas examined 
there was a distinct tendency for the hair, the skin of the 
face and hands, the clothing of the trunk and the 
handkerchief pocket to be contaminated, These are, in 
general, areas which are accessible to the naso- 
pharyngeal secretion. Thus the skin around the mouth 
was contaminated at one or other. examination in 5 out 
of the 7 carriers examined, whereas that of the legs 
and the hands was contaminated in only 2. Contamin-. 
ation of the skin and clothing is therefore much more 
nies to occur in carriers than in the general popu- 
ation. 

The organisms were found in the nose as well as in the 
throat of 3 of the carriers and in these the contamination 
of the person was more widespread and persisted longer 
than in the remainder who had the organisms in the 
throat only. The length of time any particular area 
remains infected varies considerably but the organisms 
seem to disappear from the skin and the clothing before 
the carrier condition clears up. Nevertheless, there is 
evidence in the case of the carrier KEE that the organ- 
isms could be cultivated from the face and the hands 
over a period of 24 days, and from the coat and pocket 
over 37 days; while from the carrier RIC they were 
cultivable over 55 days from the corner of the mouth and 
the hands. ; 

- In view of the demonstration by Colebrook and Maxted 

(1933) of the bactericidal power of the human skin for 
these organisms it is probable that unless constantly 
renewed by deposition from other sources, such as the 
nasopharynx, they are not likely to persist on the skin 
for long. Experiments have also been carried out on the 
survival of group-A hemolytic streptococci on. clothing. 


TABLE I-—-HEMOLYTIO STREPTOCOCCI ON THE SKIN AND 
CLOTHING 
a © Group of hamolytic 
Sea- as B streptococci 
Site ae ee} Occupation | BA 
AS & |A |B |C ÍD E |F 1G |H|Kj| 3 
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clin. med. 
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25 | Male techni- 0 
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TABLE II—HZMOLYTIO STREPTOCOCCI ON THE PERSON OF 
NASOPHARYNGEAL CARRIERS 


y le rt | gh | 
3 3 
3 O Qj i 
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8 mis RR] | me 
| E B 
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8| Aj =| =| =| =l Al—| al.. = Afe == ATA AA A 
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May IA Sia ala a ec. laf D ae a 
ROL | Mar. 28 i 
April 16 
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Mos | June 18 
July 3 
Tow; June 11 
14 


* Did not carry a handkerchief. 
no hemolytic streptococci isolated. 
of that area made. 


= means examination made but 


.. Means no examination 


As might have been expected, temperature has a 


- considerable effect on the time of survival, but at room 


temperature (60—-70° F.) there was evidence of the 
ability of group-A strains to survive for 30—40 days, 
when 05 c.cm. of a 1/10,000 dilution of a serum-broth 
culture was dropped on pieces of cloth. Thus, unlike 
skin, clothing once infected may remain so for compara- 
tively long periods. 

There is thus evidence that the skin and the clothing 
of nasopharyngeal carriers may be contaminated by 
hemolytic streptococci. This contamination is not 
invariable, and appears to occur oftener and be more 
widespread in nasal carriers than in those who have the 
organisms only in the throat. The length of time any 
particular area remains contaminated in such a person is 
proven very variable but may be considerably over a 
month. i 


ROAD-DUST AND SOIL 


No previous studies on the hemolytic streptococcal 
content of dust and soil appear to have been made. 
Difficulty was encountered from the presence of organisms 
with very wide areas of hemolysis which obscured the 
much smaller hemolytic areas of the streptococci. 
Direct plating of the soil on blood-agar plates, or after 
its preliminary cultivation in serum-broth, was therefore 
useless, anaerobic cultivation only increased the difficul- 
ties. Unsuccessful attempts were made to suppress 
these strongly hemolytic organisms by preliminary 
growth in gentian-violet-serum broth or in undiluted 
fresh normal human serum. The following method was 
finally adopted. 


The soil or dust, after being dried over calcium chloride in a 
desiccator for 24 hours, was finely powdered by rubbing through 
sterile surgical gauze or a 100-mesh wire screen; then— 
because it is almost impossible to spread small amounts of 
such material evenly over the surface of a blood-agar plate— 
the powder was mixed with dry sterile sand in the proportion 
of 0-1 g. to 0-9 g. of sand, further dilutions being made as 
desired. Dilutions of 1 in 100 and 1 in 1000 were found to be 
satisfactory ; by spreading 0-1 g. of one or other of them over 
the surface of a blood-agar plate it was possible to separate | 
the strongly hemolytic organisms. Control tests in which as 
few as 200 hemolytic streptococci were added to 0-1 g. of soil, 
which was then diluted in the manner described, showed that 
it was possible to isolate the organisms. The method will not 
detect minor degrees of contamination but it detects the 
more severe degrees. ; 
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~ A total of 50 specimens were examined in this way, 
most of them from paths and roadways along which 
pedestrians and vehicles were constantly passing, but a 
number of specimens of garden soil were also included. 
All the specimens were taken from areas which might 
have been accessible to human contamination, and most 
of them were examined in May and June. The 
weather was showery but the specimens were always 
taken on dry days. None of them contained hemolytic 
streptococci, although alpha hemolytic strains: were 
present in some. 


DUST OF INFECTED ROOMS 


No examinations of the dust of houses in general have. 


been made but fairly complete studies have been carried 
out on the presence of hemolytic streptococci in rooms 
inhabited by carriers. The rooms of 5 carriers were 


examined, samples being taken from the bedclothes, the _ 


walls, the curtains, bedside tables, and the carpet. In 
each instance the carrier had suffered from the acute 


phase of his illness in the room in question, and had | 


continued to sleep in it during the succeeding period while 
he was under investigation. The same difficulties were 
encountered in these examinations as in the study of 
soil and dust referréd to above. In face of this, the isola- 
tion of hemolytic streptococci is of more significance 
than their apparent absence. 


The cultures were actually obtained by rubbing a moistened 
throat swab over the area selected, inoculating a blood-agar 
plate direct and then transferring the swab to 1/500,000 
gentian-violet broth containing 10% horse serum. The broth 
was incubated for 24 hours when explants were made on 
blood-agar plates, one set of which was incubated aerobically 
and the other anaerobically. One or other of these plates 
might have colonies of hemolytic streptococci, which were 
then isolated and identified as above. 


The following results were obtained with five carriers. 


RIC had an infection of the index finger (paronychia) | 


which began on June 1 and was opened on June 2. Hemo- 
lytic streptococci were isolated from the pus on June 6. 
The infection cleared up rapidly. On June 3 he developed 
tonsillitis. He stayed in bed on June 4 and returned to work 
on June 6, when group-A strains were isolated from nose and 
throat and other areas as given in table 11; the strains from 
the throat and the hands were type 11. His room was 
examined on June 7 when hemolytic streptococci were found 
on top and bottom sheets, pillow, pyjamas, and carpet, all 
strains being members of type 11; they were not found on 
the wall near his bed, the curtains, or the bedside table. He 
continued to carry the organisms and the room was re-ex- 
amined on July 29, when hemolytic streptococci were only 
found on the bottom sheet and his pyjamas; the strains were 
type 11. On July 1 he went on holiday, and while away a 
paronychia of the thumb developed which discharged spon- 
taneously ; 
from the pus. He returned to a new room on July 21 and 
this was examined on July 30. No hemolytic streptococci 
were isolated although he was still carrying the organisms in 
nose_and throat. The results obtained from his skin and 
clothing on June 6 and 29, and on July 29 are given in table 11. 
ROL shared a room with a fellow student, SNO, in the same 
house as the carrier KEE. He suffered from an acute 
nasopharyngeal infection on March 26, from which hemolytic 
streptococci of type 4 were isolated. There was sore throat, 
and relatively mild prostration ; no fever, chills or rash. He 
spent March 26 only at home and was well enough to attend 
lectures on March 27. On March 26, SNO was found to have 
_type 4 hemolytic streptococci on the hands. On April 24, 
the landlady, NAU, went down with laryngitis from which 
type 4 was also isolated. ROL was found to be a nose and 
throat carrier when examined on March 28, April 16 and 25. 
A swab sent by post on June 6 was negative. On May 3 the 
room was examined immediately after both occupants had 
left for holiday. No hemolytic streptococci were found on 
the bed, the walls, the curtains or the desks, but they were 
present in two places on the carpet; they were also of type 
4. The room was re-papered and painted and examined 
again on June 10 when no hemolytic streptococci were found. 
KEE suffered from a sore throat on Dec. 24. This was 
diagnosed at the time ‘as a cold. He was first known to be 
a carrier on March 12 when type 4 hemolytic strepto- 
cocci were isolated. He continued to be a nose and throat 
carrier until April 16. On May 15 he carried the organisms in 


hemolytic streptococci of type 11 were isolated - 


the throat only and on June 10, on return from his holiday, 
was found to be free from them. His room was examined 
on May 3 when no hemolytic streptococci were isolated. 

TOW suffered from a fairly typical attack of tonsillitis on 
June 5, type 1 hemolytic streptococci being isolated. The 
organisms were present in the throat but not in the nose on 
June 11 and 14. He left for his holiday on June 15 and no 
further specimens were available, The room was examined: 
on June 7 while he was still in bed but no hemolytic strepto- 
cocci were isolated. 

MOS began an ordinary cold on June 13 and he was con- 
fined to his bedroom until June 16. There was cough with 
nasal discharge. Hemolytic streptococci were isolated from 
the throat but not the nose on June 18, July 3 and August 21. 
The room was examined on June 19 but no hemolytic strepto- 
cocci were isolated. He then left for a holiday and the room 
was vacated permanently. 


Evidence that the bedclothes and the rooms were 
contaminated was thus obtained in only two cases, 
RIC and ROL. In RIC this result was somewhat 
vitiated by the infection of the finger which preceded 
that of the throat, although this was almost: healed at 
the time the room was first examined and quite healed at 
the time of the second examination 22 days later. There 
is, however, no doubt that there was widespread con- 
tamination of the room, whether the organisms were 
derived from the throat or the finger. This contamina- 
tion was most severe on the bedclothes, but the carpet 
was also contaminated. His new room, taken after his 
return from his holiday, was not contaminated when 
examined after 9 days of occupation, despite his being 
still both a nose and throat carrier. In ROL there was 
no complicating open sepsis, although he had also spent 
the acute phase of his illness in the room which was 
examined. The only area from which the organisms 
were isolated was the carpet but it is possible that other 
parts of the room were also infected, because the organ- 
isms were found on several areas of his skin and clothing 
as well as the hands of his room-mate, SNO. 

Thus there is evidence that a mild atypical infection, 
such as that of ROL, may cause contamination of the 
room. These findings amplify those of Cruickshank 
(1934), White (1935) and Brown and Allison (1937), 
showing that the dust of wards in which infected ‘burns, 
puerperal infections, and scarlet fever cases are being 
nursed may be similarly contaminated. 


DISCUSSION 


The investigations here reported show that the sub- 
stances (skin, clothing, dust and dirt) which usually find 
their way into wounds in normal persons at the time of 
infliction are probably not the source of any hemolytic 
streptococci of group A which may subsequently be 
found in the wounds. It is therefore probable that these 
organisms are derived from outside sources, such as the 
nasopharynx of carriers or septic infections in the neigh- 
bourhood. On the other hand, the skin and clothing of 
persons who carry these organisms in the nasopharynx 
may be widely, heavily and persistently contaminated ; 
so that a wound in such a carrier may possibly be infected 
at the time of infliction by hemolytic streptococci of 
group A already present on his skin or clothing. What 
proportion of wounds are infected in this way and what 
from exogenous sources is not known, but investigations 
are in progress which may provide an answer. 

These studies also show that carriers constitute a 
grave danger to other persons in ways which might not 
have been foreseen ; not only do they expel hemolytic 
streptococci when speaking or coughing (Hare 1940) but 
their hands may be contaminated. Masks alone are not 
a safeguard, because such persons may still cause infec- 
tions by contact if they handle raw tissue without wear- 
ing gloves. It has also been shown in this paper that 
they are able to contaminate the bedclothes or the floor 
of their room. This shows that if their bedding or the 
floor of their rooms is disturbed in any way, dried secre- 
tion may be liberated into the atmosphere with the 
possibility of transmission of the infection to the naso- 
pharynx or open wounds of other persons in the neigh- 
bourhood ; and for reasons given elsewhere (Hare 1940c) 
it seems probable that in the dissemination of nasopharyn- 
geal infections this indirect route is more usual than 
direct transmission by droplets or droplet nuclei. 
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SUMMARY 


Hemolytic streptococci of group A are rare on the 
skin and clothing of normal persons. 
= There may be widespread contamination of the skin 

and clothing of nasopharyngeal carriers. 

Hemolytic streptococci are not present in the dust and 
dirt of city or countryside. 

Hemolytic streptococci of group A may be present in 
the bedclothes and in rooms in which carriers are sleep- 
ing. 

I am indebted to Dr. Frieda Fraser for the supply of 


typing sera. 
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MEDICINE AND THE LAW 


Damages for Lost Expectation of Life 
THERE are rumours in the legal world that the highest 


authorities are contemplating the preparation of a bill: 


to abolish the award of damages for loss of expectation 
of life. Lawyers have often been heard to express their 
dissatisfaction with this perplexing new element in litiga- 
tion. A death occurs after an accident due to some- 
body’s negligence—usually the negligence of a motorist. 
If it be established that the life was shortened by the 
accident, some figure representing the loss suffered by 
the deceased through the shortening of the life may be 
included in the damages. The judges have repeatedly 
asked for guidance in the assessment of that figure. 
Some of them have told a jury that it is being asked to 
achieve the impossible, since only Providence can tell 
how long the life would otherwise have lasted. Lord 
Justice McKinnon has declared the problem to be 
insoluble. The guess of the Court of Appeal is no more 
likely to be right than the guess of the trial court. If the 
victim be a child, ought the award to be higher than in 
the case of anadult? Ought social position or prosperous 
financial prospects to affect the figure ? - 

: The doubts found their way up to the House of Lords 
last month in the case of Benham v. Gambling. Mr. 
Justice Asquith had awarded £1200 for an infant of 
24 years at Winchester assizes. In the court of appeal 
two lords justices (Slesser and McKinnon) agreed with 
the amount, but Lord Justice Goddard thought the 
proper sum should be £350. The House of Lords unani- 
mously holds that £200 is quite enough. Thus there is 
a downward trend. Lord Chancellor Simon says that 
the ups and downs of life, its pains and sorrows as well 
as its joys and pleasures, must be regarded.: The very 
young child’s loss of expectancy is not to be assessed so 
high as that of someone who has passed through the 
uncertainties of infancy and has reached an established 
position with reasonably firm hopes of the future. The 
prospects of worldly possessions must be disregarded ; 
law, like philosophy, must pronounce that happiness does 
not depend on wealth or status. The damages are for 
loss of life, not for loss of pecuniary prospects. But the 
puzzle still remains though the range is reduced. It is 
wrong, says Lord Simon, to apply any statistical or 
actuarial test ; it is idle to pursue arithmetical calcula- 
tions—if one knew the exact number of lost years, it 
would still be difficult to put a value upon them. The 
court has to be satisfied that the circumstances of the 
particular life were likely to lead, on balance, to a posi- 
tive measure of happiness, of which the victim has been 
deprived by the defendant’s negligence. If the victim’s 
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character or habits suggested a future of unhappiness or 
despondency, a smaller award might be justified. At 
once one thinks of the possible effect of a world war 
upon popular estimates of future happiness. Such are 
the metaphysical speculations which judge and jury must 
undertake. 

The legal remedy of damages for diminished expectancy 
of living had already been formulated before the passing 
of the Law Reform (Miscellaneous Provisions) Act of 
1934. That statute changed the law by allowing rights 
of action, which formerly were terminated by death, to 
survive for the benefit of the victim’s estate. That is 
why in cases like Benham v. Gambling the father is found 
suing as administrator of the estate of his infant son. 
Previously, in the language of the Latin maxim, a per- 
sonal action died with the person, so that it was cheaper 


for the motorist to kill his pedestrian than merely to 
_ disable him. The 1934 act was passed upon the recom- 


mendation of the Law Revision Committee. Some say 
that these experts foresaw the litigation over lost expect- 
ancy, others say they did not. However that may be, 
the operation of this litigation seems to be obstructed by 
so much uncertainty—there being no simple tariff with 
yo for age or otherwise—that its abolition might be 
welcome. : ae a 
à a 


SCOTLAND 


HONYMAN GILLESPIE LECTURES 


AN attractive programme of lectures has been arranged 
by the Honyman Gillespie Trust for the present term to 
Þe held in the west medical theatre of the Edinburgh 
Royal Infirmary at 4.30 P.M. on six successive Thursdays 
beginning Jan. 30. Lieut.-Colonel T. Douglas Inch will 
open the series with his experiences of the past year in 
the R.A.M.C.; Prof. R. J. S. McDowall will speak on 
the physiological approach to medical problems; Dr. 
C. P. Stewart on the nutritional factors concerned in 
dark adaptation; Prof. J. A. Gunn on the action of 
drugs on the human uterus; and Prof. J. Chassar Moir 
on the detection of pelvic contractions. Mr. W. A. 
Cochrane will conclude with Orthopedics: a brief 
The lectures are open to practi- 
tioners. 

EDINBURGH ROYAL INFIRMARY 


In their annual report the managers give figures for 
the year’s working which refute current gossip that the 
hospital is not busily engaged with civilian illness 
because of the reservation of beds for air-raid casualties. 
During last year 18,182 patients were admitted compared 
with 21,341 in the previous year; of these 8858 lived in 
the city and 9324 beyond its boundaries. Patients came 
from practically every county in Scotland, includin 


. Orkney and Shetland, and from 29 counties in Englan 


and Wales; 10 resided outside Great Britain. At the 
various outpatient departments 65,794 new patients 
attended, 7705 fewer than in the previous year; the 
total attendances work out at just under 1000 a day 
including Sundays. The managers have under con- 
sideration a scheme to run these departments primarily 
as consultative centres and for the treatment of emergen- 
cies. The number of motoring casualties showed a 
reduction on 1939, inpatients being 319 as against 395, 
outpatients 484 as against 633. These patients spent 
an aggregate of 6199 days in hospital, costing £2970 to 
maintain, while only £1336 was received from insurance 
companies in respect of claims under the Road Traffic 
Acts. The reconstructed and re-equipped radiological 
department has been working to capacity throughout 
the year both in the diagnostic and the treatment 
sections despite war reductions in the stati. Consider- 
able economy has been effected in the consumption of 
film. The bulk of the radium, both that owned by the 
infirmary and on loan from the National Radium 
Commission, has been buried in accordance with the 
scheme decided upon at the beginning of the war, 
sufficient being kept above ground for emergency use. 
A deficit of over £13,500 on the year’s working of the 
Simpson Memorial maternity pavilion has given concern 
to the managers who have been trying, ŝo far without 
much success, to induce local authorities to increase 
their contributions. 
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THE NEW CHIEF M.O.H. FOR SCOTLAND 

In succession to Dr. J. M. Mackintosh, who was 
recently appointed to the chair of public’ health in 
Glasgow University, the Secretary of State for Scotland 
has appointed Dr. Andrew Davidson as chief medical 
officer of the Department of Health. Dr. Davidson is 
at present medical officer of health and school medical 
officer for the North Riding of Yorkshire. He is a 
Glasgow graduate, and after working in the department 
of physiology there and serving in the R.A.M.C. in the 
last war, he joined the Glasgow public health department 
in 1922, passing through junior posts to become medical 
officer in charge of the central division of the city. 
Later he was deputy C.M.O. for Surrey. It is under- 
stood that, as Professor Mackintosh’s appointment will 
not take effect for some time, Dr. Davidson will not 
assume his new duties immediately. 


. In England Now 


A Running Commentary by Peripatetic Correspondents 


Te other day I happened to see on a railway book- 
stall a- small volume entitled The Disappearance of 
Jerry. “ At last,” said I to myself, ‘‘ someone has had 
the courage to write a treatise on this important subject ae 
—and straightway bought a copy. I was disappointed, 
however, to find when I settled down to read it in the 
train that it did not deal as I had expected with the 
causes and consequences of the vanishing chamber-pot 
but was just another thriller. That the chamber-pot 1s 
fast disappearing there can be little doubt, for the 
younger generation seem to think there is something 
disgusting about that uscful art cle, and, with an over- 
whelming confid2nce in their own vesical sufficiency, have 
no thought for the less fortunate older people. If anyone 
doubts this, let him stay in the ‘house of a young couple. 
When he wakes in the early hours—as, if he is a sexa- 
genarian, he will probably do with symptoms which 
demand relief—he will grope in vain under the bed for the 
familiar friend and though the bedside table may have 
on it some flowers, a box of biscuits and a few of the 
latest Penguins, the cupboard below will probably be as 
bare as Mother Hubbard’s. The only thing to be done 
‘in such a situation is to get up in the chilly dawn, grope 
one’s way along an unfamiliar passage hoping that one 
will not barge into another bedroom, and seek out the 
lavatory. When this has been “ determined, dared and 
done,” one is afraid to pull the chain for fear of waking 
the other inmates and on getting back to bed it will 
probably be found that sleep has fled for the rest of the 
night. 

Nor are these nocturnal excursions devoid of danger. 
Apart from the risk of chill I have known a case In which 
an elderly lady when engaged on such a quest fell 
through a window and sustained fatal injuries. The 
disappearance, moreover, is not confined to private 
houses; it is spreading to hotels and the male visitor 
may hav: to suffer the embarrassment of ringing for the 
femme de chambre to bring a pot de chambre. In the 
younger countries, as might be expected, the evil is most 
advanced. In America, of course, every bedroom is 
supposed to have its own bathroom and lavatory 
(though even the step or two to reach this may thoroughly 
wake one up), but in Australia I have occupied a guest 
room which, save for the presence of a bed, might have 
‘been a sitting-room, fo? it contained no toilet facilities 
whatsoever—not ‘even a carafe of water; the guest, I 
understood, was supposed to use the family bathroom 
for all purposes, even, it is to be presumed, as a parking 
place for his dentures—for in these ultra-democratic 
countries it is considered beneath the dignity of anyone 
to empty a bedroom utensil. 

What the consequences to the health of the elderly of 
the disappearance of Jerry may be I leave it to the 
genito-urinary surgeons to determine, but not with much 
hope, as they seem quite ignorant of the cause of the call 
to empty the bladder in the early hours which so often 
affects those of advancing years of both sexes. Mean- 
while I am convinced that in England now the disappear- 
ance of the “ chamber ” is a fresh and growing evil and 
when we have swept the Gernian Jerry from the skies 
one of the first steps in reconstruction should be to restore 
the British variety to his old place in our bedroom. A 


lunatic whom I met many years ago set a good example 
in this respect. He cherished the delusion that he was 
the Ruler of the Universe, and in consequence was an 
inmate of an asylum under the care of the late Sir Thomas 
Clouston, an eminent psychiatrist in his day but perhaps 
better known to the younger generation as the father of the 
author of ‘‘The Lunatic at Large.” One day Clouston 
was going his rounds with a crowd of students (of whom I 
was one) and in passing from one block of the asylum 


. to another came across this patient, known as Jock, 


unpacking a number of crates full of chamber-pots. 
‘ Man, Jock,’’ said Clouston in his kindly way, ‘ that 
seems rather a strange occupation for the Ruler of the 
Universe.” ‘‘ Weel, doctor,” replied Jock, ‘‘ I maun fill 
up the spare moments.” I wish th: modern housewife, 


who presumably is not so busy as one who rules the 


universe, would fill up a little of her spare time in the 


same manner. * * * 


The telephone rang in the officials’ dining-room and 
was answered by the deputy official in charge. ‘‘ The 
engineer reports that there is a good deal of smoke coming 
into the air inlet, should he shut off the fan?’’ The 
deputy official in charge (whose life would be impossible 
unless he could promptly pass on to someone else the 
responsibility for making decisions) turned to the medical 
officer, ‘‘ What do you think, Doctor ? ” The M.O. had 
to do a little quick thinking. It had been decided long 
ago that the air-conditioning plant should be shut off 
if there was a report of poison gas, but no instructions 
had been issued as to procedure in case of a smoke 
attack. Now that the matter had been mentioned, we 
noticed that there was, in fact, a slight smell of smoke in 
the room—it was curious that no-one had noticed it 
before. We telephoned to the observation post on the 
roof—was there a fire near us? ‘‘ Nothing very near, 
but there are several quite big fires in the City.” It was 
decided to keep the fan going, it could be stopped later 
if the atmosphere became unpleasant. 

After dinner the medical ‘officer, accompanied by the 
officer of the guard, each wearing his “‘ tin hat,” went up to 
the roof to investigate, having first ascertained that there 
was ‘“‘ not much coming down now.” There was a good 
deal more smoke on the top floor than there had been in 
the central control-room down below, and when we 
opened the door to the roof we were met by a warm blast, 
laden with smoke and a few sparks. It was almost as 
bright as day, but with a red glow, which seemed to cover 
the whole City. One’s first impression was that we were 
like Shadrach, Meshach and Abednego, walking un- 
harmed in the midst of a burning fiery furnace. But a 
moment’s further observation showed that most of this 
glow was merely reflected from a pall of smoke hanging 
over the City, and that actually the buildings involved 
could be counted—one down by London Bridge, another 


in Queen Victoria Street, a big blaze in the far end of - 


Cheapside, and one or two more in the west end of Gresham 
Street. The tower of St. Stephen’s, Coleman Street, had 
disappeared into a mass of glowing ruins. St. Laurence’s 
Church at the corner of King Street was well alight, and a 
stiff breeze from the south-west was blowing the flames 
across the delicate Gothic spire of Guildhall, which 
was silhouetted sharply against a wall óf flames rising 
from the hosiery warehouses in Wood Street. 


It is strange what frivolous thoughts obtrude them- 
selves at such moments. ‘“‘ Do you remember,” re- 
marked the M.O. to his companion, ‘ that not so long 
ago St. Laurence’s was appealing for funds to extirpate 


the death-watch beetle from its roof rafters ? That little . 


problem is solved, anyhow.’’ But the officer of the 
guard was scanning the northern sky-line anxiously. 
“ What’s that big place up there ? ”? he asked, pointing 
towards Finsbury Square, where a tall building was 
belching flames from its roof, ‘‘ That must be near our 
place ” (he wears the uniform of the Honourable Artillery 
Company). All round the ancient parade-ground (that 
singular oasis of green just north of the City boundary) 
the fires were eating up warehouses and offices—two 
banks were on fire, the offices of a well-known City lawyer, 
and several houses which had stood since the days of the 
French Revolution, in one of which three dentists after- 
wards found the charred remains of their equipment 
lying in the cellars, under tons of debris. Shops and 
warehouses further north added to the blaze, and there 
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were two smaller fires down in the East End, and one near 
the Port of London Authority’s offices on Tower Hill 
(this was probably Trinity House, afterwards reported 
to have been burnt out). 

As we watched the destruction one of our firemen said, 
“ There goes the Guildhall,” and we saw the first little 
tongues of flame licking round the south side of the base 
of the Gothic spire; within a few minutes the whole of 
this spire was involved, its delicate lattice beams showing 
black against the background of red, now brighter than 
ever, as more fires were springing up where a large 
brewery was adding its contribution to the toll of loss 
(eighty horses were killed there.) 


We did not stay long on the roof—for one thing it was 
not very comfortable, also we had to think how to adapt 
our arrangements to deal with this new situation. Even 
before the war began we had read of the experiences of 
other bombed cities, and made plans to deal with the 
possibility of not being able to evacuate our casualties. 
Now it looked as though these plans would have to be put 
into effect. With the fires raging all round it seemed 
unlikely that the streets would be passable in any 
direction by ambulances. We were left to our own 
resources, and attention was turned to reckoning these 
up. First of all, who was available among our hundreds 
of trained ambulance personnel? The answer was 
furnished by the ‘‘ signing-on ”’ book at the front lodge— 
as it happened, none of those who had taken the trouble 
to register their arrival had made any entry in the column 
“ A.R.P. Service,” and only 37 names appeared in the 
book. However, a few inquiries showed that we could 
raise a team of first-aiders, and the guard would supply 
stretcher’ parties ; they had been well trained, and had 
practised carrying their heaviest member (who tips the 
scales at about 18 st.) down the narrowest and most 


crooked staircase in the building. Equipment was 


checked. Here was the little box of Tubunic syringe- 
ampoules (one cannot expect to be able to charge a 
syringe in the dark or under a mass of debris with 
one’s hands covered with dirt). fF irst-aid dressings ? 
Splints? Just here. Triangular bandages? Cotton- 
wool ? All present and correct. 

While we were looking through these things we heard 


machine-gun fire from outside; so they were attacking 


the firemen in the streets ? It was not till next day that 
the official explanation was given—our own planes were 
up, attacking the raiders by the light of the fires. Soon 
after this we went up to the observation-post again to see 
how things were going on. No more planes were to be 
heard, and there were no new fires near us, only round 
St. Paul’s we could make out a conflagration which had 
not been apparent before ; the cathedral itself appeared 
intact, but by now the roof of Guildhall had fallen in, 
and there were many gutted buildings to be seen—black 
walls, with blind window-spaces glowing red, and ragged 
ends of beams or twisted girders projecting over a smok- 
ing void.: The roar of fiames mingled with the crash of 
falling ruins, and there was a constant hum of fire pumps 
in action in all directions. The nearest fire was about 
fifty yards away where a five-story office building had 
been hit by an incendiary bomb; there had been no-one 
available on the spot to put it out, with the result that 
the whole block was destroyed. It seemed a pity ; one man 
with a bucket of'sand could have saved this place; even 
without any appliances he might have kicked the bomb 
over into the street, as had been done many times before. 


There were many late arrivals at the ‘office next day, 
and it will be a little time yet before the bus services can 
be restored, especially on the western routes from the 
heart of the City, but many of the firms whose premises 
were destroyed had opened temporary offices within a 
day or two. There will be a prodigious deal of clearing- 
up to be done; already the authorities are at work with 
dynamite, pick and shovel. Let us hope that advantage 
will be taken of the present desolation to carry out much- 
needed street widening and other improvements in this 
ancient but uncommonly congested district. No doubt 
the drift of offices towards the West End will be acceler- 
ated. One mourns the loss of much of great historical 
and sentimental value—nothing can restore the lost 
Wren churches or the destroyed halls of the Livery 
Companies—but there is consolation in the thought that 
very few people were injured or lost their homes, and the 


effect on the production of munitions or advancement of 
our war effort must be almost if not quite negligible. 
Above all, one is glad to note that there has been hardly 
any talk of reprisals. The destruction was great, but 
it is difficult to see what good would come of any attempt 
to repay in kind. The world would be the poorer if we 
were to burn the architectural treasures of Germany ; 
the proper answer, surely, was the terrible raid on the 
docks and factories in Bremen, from which come so 
many of the offensive weapons which have wrought this 
evil on our towns, ships and people. 
* æ * 

Hospital life can be at its best at Christmas, especially 
when, as in a hospital like ours, few patients happen to be 
critically ill. Preparations, of course, involve weeks of 
planning and weeks of work but the work is pleasant if 
tiring and dear to the heart of nursing and medical staff 
alike, except when an amateur carpenter hits the wrong 
thing, as sometimes happens. Decorations are every- 
where and the effects are dazzling, sisters vieing with 
sisters, and tropical suns with gipsy caverns and snow- 
storms that make it almost impossible to pilot a bewil- 
dered way from one part of the hospital to another. 
Holly was plentiful but mistletoe apparently priceless 
above rubies, and what is hospital at Christmas without. 
mistletoe ? To make things worse there had been a ` 
corner in such mistletoe as did reach the hospital and 
nearly all of it hung in a corridor near the duty room of a 
particular ward, guarded by a she-dragonly sister and her 
cohorts. The other sisters were disconsolate and in the. 
goodness of our heart we decided to promote redistribu- 
tion of wealth by stealing some of Ward E’s treasure to 
lighten the darkness elsewhere. It was not so easy to 
carry through the theft, for the guards were diligent and 
more than once we had to make a hurried and undignified 
scramble from the precarious height of a cupboard that 
offered prospect of access to the prize. But at last the 
deed was done and the booty carried in triumph to 
another place with a fine sense of elation and total 
disregard of morality. Incid ntally, there lives in the same 
duty room in Ward E a budgerigar of doubtful ancestry 
and melancholic mien that, fortunately, has not so far 
been known to talk, though every morning it looks 
sorrowfully at a respectable .egg presented to it by one 
of its uncles with an exhortation to go and do likewise. 


For the patients there was the usual festive round— 
carols, Christmas stockings, Christmas dinners, ward 
tea-parties with Christmas trees, and all sorts of colourful 
entertainments, conjurors, puppets, pantomime, exhibi- 
tions of dancing and cinema shows, with modern talkies 
competing with Harold Lloyd and Charlie Chaplin. 
The operator of one of the talkie machines seemed to have 
a flair for photography and would insist on ‘ taking ” 
some of the matriarchal members of the staff; he 
explained, seemingly without malice, that he had spent 
all the morning in photographing antiques for a catalogue. 
The fortunes of the medical staff in the carving of 
turkeys were very varied. Not even all the surgeons 
acquitted themselves with high distinction and there can 
be few more humiliating positions for any young surgeon 
than to find himself baffled by a stupid bird. But 
indifferent success did not deter even the less successful 
from perambulating round the wards attired in bespat- 
tered white raiment, with the glint of satisfaction that 
ought to belong to a good deed well done. ` 


Ward tea-parties on Christmas afternoon are calculated 
to tax the stoutest digestion ; we attended five in the 
space of a couple of hours and by limiting the intake at 
each to one cup of tea and one sandwich were enabled to 
stay the course. There was community singing, spirited 
if none too harmonious, and cup reading with all the 
thrusts born of inside information; and, above all, 
Christmas trees with Father Christmases. One of these 
benevolents bleated in a cracked voice in the course of his 
oration that it was a cold dark night and that he had come 
a long way : he certainly looked as if he had done so but 


consented to be suitably revived and to proceed with his 


legitimate business. Nor were the staff altogether 
forgotten. Maids and porters, administrative staff and 
doctors, nurses and orderlies all had their several occa- 
sions and interesting studies they made. For the porters 
the inevitable dinner followed by a variety show ; for the 
maids a dinner followed by a dance (how curiously 
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reluctant they were to start to dance); for the senior 
staff a dinner with as its only toast the health of the 
Matron (a grand subject on such a privileged occasion 
for some judicious leg-pulling thinly veneered with 
historical honey) and then a conjuror, complete with 
rabbits, and some simple old knockabout silent films 
well suited to the occasion, for this was an occasion on 
which even Homer might nod with impunity. For the 
nurses, more dinner and dance, and for the registrar and 
his orderlies a nice long dinner, washed down with 
copious beer; and thereby hangs a tale. It had been 
appreciated in good time that plenty of beer was essential 
to the success of this function and the necessary steps 
had been taken. Nigh on a week before the day of days 
æ barrel of beer had arrived at the hospital and had been 
placed, with supporting bottles for the ultra-genteel, 
under closest arrest. Then on Christmas Eve out of the 


blue stark tragedy befell us: the barrel was found to be 
empty and lying beside it was one of our own painters 
who had apparently found a series of ways past the outer 
guards during the preceding ys and was now 
thoroughly carefree. Unfortunately, the erring painter 
was a member of the civilian staff of the hospital, which ` 
did nothing to soften the blow. The atmosphere was 
tense, the Major shaken, the Sergeant-Major hysterical. 
Time was short, for a dinner without beer would be worse 
than Hamlet without the prince. But all was not lost ; 
a new and better barrel was secured with two hours to 
spare, and on this occasion all painters were placed under 
close arrest and the feast went right merrily. So far as 
we could gather the hospital enjoyed its Christmas. 
There certainly was abroad the spirit of goodwill and 
carnival, and in these days goodwill and cheerfulness are 
half the battle. 


Letters to the Editor 


DYSPEPTICS IN THE ARMY 


Sm,—There will be general agreement with the opening 
sentence of your leading article of Jan. 11, that from 
several points of view dyspepsia is the most important 
medical problem of this war. You rightly insist that no 
man who presents definite evidence of having suffered 
from an ulcer should be accepted for service in the Army. 
With this exception dyspepsia should not be regarded as 
a reason for rejecting a recruit. | 

When a soldier is admitted to hospital on account of 
dyspepsia it is of the utmost importance that a definite 
diagnosis should be made with a minimum of delay. 
It should be possible with a well-taken history combined 
with radiological examination, chemical and spectro- 
scopic examination of the stools for occult blood, 
fractional test-meal, and in doubtful cases gastroscopy, 
to decide with a high degree of accuracy within a week 
whether he has an ulcer, or gastritis of sufficient severity 
to be the cause of his symptoms. When these conditions 
as well as cholecystitis and other possible organic causes 
of dyspepsia have been excluded, the dyspepsia can be 
regarded as functional, except in the comparatively rare 
cases of malingering. Incidentally there should be no 
confusion between functional dyspepsia and malingering 
such as crept into your leader. 

When an ulcer is diagnosed the soldier should be 
invalided from the service forthwith. The soldier with 
functional dyspepsia should be given a rapid course of 
treatment to restore his ability to eat ordinary army food 
and face ordinary army life. The malingerer should be 
sent straight back to duty and the facts recorded on his 
army papers. . 

In your leader it is suggested that a proper investiga- 
tion could best be carried out in an E.M.S. hospital. 
With this I profoundly disagree. There are today as 
many expert gastro-enterologists, including gastro- 
scopists, in the Army as in civilian practice, and in many 
instances their expert knowledge is being wasted in 
routine and administrative duties. Moreover, there is 
no doubt that for the second group of cases—the func- 
tional dyspepsias—the discipline of a military hospital 
and treatment by an officer in uniform is far more likely 
to be effective than treatment in the very different 
atmosphere of a civilian hospital. An extensive experi- 
ence of visceral neuroses, both alimentary and circulatory, 
in the last war convinced me of this, and what I have 
seen. and heard during the past year has only confirmed 
me in this belief. Delay in the proper treatment and 
disposal of functional. dyspepsias is likely to produce a 
genuine “‘ soldier’s stomach ” or ‘‘ D.A.S.,’’ corresponding 
to the so-called ‘‘soldier’s heart ’’ and ‘‘ D.A.H.”’ which 
are genuine enough, though they are the products of bad 
treatment and not of army life as such, so ought never 
be allowed to develop. / 

I believe that the time has come for the establishment 
of special army hospitals, as suggested by Professor 
Schindler (Brit. med. J. 1940, 1, 243), staffed by medical 
officers with experience in gastro-enterology together 
with clinical pathologists and expert radiologists who 
(pace the writer of your leader) should be capable of 
recognising at least 95% of chronic gastric and duodenal 
ulcers. There would be three entirely distinct divisions 


of the hospital. The patient would be admitted into 
division A for diagnosis and he would remain there for 
about a week whilst the investigations were being carried 
out. When the diagnosis is established the patient is at 
once transferred: to division B if suffering from organic 
disease and to division C if from functional dyspepsia. 
If he is malingering he is discharged direct to his unit. 
A patient in division B receives appropriate treatment, 
and if suffering from ulcer steps are taken for his im- 


mediate discharge from the Army and his transfer to a 


civilian hospital, where the treatment should be com- 
pleted and advice given to enable him to keep well 
enough to do useful work in civil life. Patients with 
gastritis will generally be treated with sufficient success 
to make it possible for them to return to full duty or 
ordinary diet. In division C the patient would be treated 
by medical officers with a knowledge both of gastro- 
enterology and simpl: psychotherapy. This should . 
never last for more than three weeks, during the last of 
which he should be taught that he is quite capable of 
digesting ordinary army food in spite of any precon- | 
ceived notions he may have to the contrary, and he 
should be occupied all day. He is then sent to duty with 
a note on his records that a full investigation has excluded | 
organic disease. Only under very exceptional circum- 
stances should he be sent back to hospital or reinvesti- - 
gated in less than a year. A small proportion of cases 
admitted into division C will prove to be hopeless 
hypochondriacs who should be discharged from the 
Army but without a pension. 

With an organisation such as I have outlined there 
would be an enormous saving of man-power both for the 
Army and for civilian services with a corresponding 
saving in money and in occupied hospital beds. 

Oxford. i ARTHUR HURST. 


~- SAVING THE PREMATURE BABY 


Sir,—In his article of Dec. 28 on Pediatrics, Past, © 
Present and Prospective Sir Robert Hutchison honours 
me by quoting my work. He says “ Collis ... thinks 
that 20% of neonatal deaths are preventable.” I am 
sure of it, for in the last decade we have reduced the 


-neonatal mortality in the immature group at the Rotunda 


Hospital by over 50%. Continuing he remarks: ‘ This 
may be, but I confess I cannot get up much enthusiasm 
for trying to save these premature arrivals: I have a 
strong suspicion that, of those who survive, a large pro- 
portion turn out defective either physically or mentally 
or both. ... One cannot help wondering, indeed, 
whether the stinting production and careful saving of 
infant lives today is really, biologically speaking, as 
wholesome as the mass production and lavish scrapping 
of last century.” 

In private the famous ‘‘ Hutchison cold douche ’’ has 
done us all good in our day, especially as it was always 
administered in such an inimitable manner that the 
over-enthusiastic young worker was left with his 
initiative unimpaired and at the same time a new 
objective attitude to his work. But when Sir Robert | 
Hutchison from the Olympian height of the President’s 
chair makes a statement like this it is quite another 
matter. He has no right to “ have a strong suspicion ”’ 
about a matter as important as this. Let him ask any of 
the pediatricians who have been fighting their way into 
the strongholds of the obstetricians what are the facts 
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and he will discover that. premature infants, if without 
- congenital stigmata and given special care, will grow into 
as normal people as other babies. He will be told that 
these babies often are very much wanted by their parents 
and that at no other time does the physician receive more 
heartfelt thanks than when he has helped one of these 
infants to survive.. Indeed he will discover that he has 
done pediatrics no small disservice by these too easy 
remarks. For the battle with the obstetricians and the 
midwives has not yet been won—not by a long way. 
There are hundreds of maternity homes in these islands 
where babies are not yet even kept on a temperature 
chart and where any immature baby has scant chance of 
survival. These remarks of the President are the best 
ammunition that the enemy has been given for many a 


day. | 

În the city of Dublin there is no “ stinting production ”’ 
or for that matter “ careful saving of infant lives,” but I 
disagree most profoundly that our high infant mortality 
is a thing to be proud of even if it is biologically excellent. 
` Indeed if I was not in such awe of Robert Hutchison I 
would be inclined to say that he was talking dangerous 
nonsense. Would he have us cease to be physicians and 
become biologists, dreaming of a materialist millennium 
in a planet doomed itself to cease in time, so that the 
individual shall no longer mean anything to us and we 
must think only of the family, of the group, and finally 
of that nebulous monster the state? That were the end 
of medicine. Surely the whole essence of our calling is. 
to do our best for each case as it comes to us, be it an 
unconscious 3 lb. mite, and leave the rest to God. 


Dublin. ROBERT COLLIS. 


SAVING ON DRUGS 


Srr,—In view of Dr. M. H. Pappworth’s paper it seems 
desirable to draw attention to changes in the classification 
of magnesium and aluminium salts in the Memorandum 
on Economy in the Use of Drugs (of which a revised 
edition will shortly be issued) prepared by the thera- 
peutic requirements committee of the Medical Research 
Council. The manufacture of magnesium sulphate is 
discouraged because it has to be specially prepared for 
materials which are in short supply, whereas large 
quantities of the substitute, sodium sulphate, are avail- 
able. On the other hand, there are adequate home 
supplies of the oxides, carbonates and trisilicate of 
magnesia. The preparation of aluminium hydroxide 
from potassium alum is discouraged, but there are abund- 
ant supplies of other aluminium salts from which it may 
be made. There is therefore no call to restrict the use 
of the valuable antacids of the aluminium and magnesiam 
series, which already before the war had replaced bismuth 
in the practice of many prescribers. 

Oxford. L. J. WITTs. 


Srr,—I note with some surprise that in his paper of 
Jan. 4 Dr. Pappworth includes kaolin in the category of 
antacids, and there seems to be a widespread idea that 
kaolin reduces the effective acidity of the gastric contents. 
To the best of my knowledge, kaolin acts as a negatively 
charged colloidal substance and may soothe an irritated 
mucosa and adsorb poisons, but it plays no part in 
altering the acidity of the stomach content. 


T. McL. GALLOWAY. 


TOO MUCH VENTILATION 


Sır, —The experiments which Dr. Copeland asks 
bacteriologists to carry out on animals have been done 
by Arctic travellers who, though they are exposed to the 
utmost degree of cold and have to thaw out ice inside 
their sleeping-bags, do not suffer from colds. It is 
stuffy, dusty, artificially heated rooms, and particularly 
schools, which occasion colds and other infections spread 
' by exhaled droplets. In the town of Cuenca in Ecuador, 
situated high up in the Andes, the climate at times is very 
cold, but the inhabitants have no artificial heating 
because they recognise that it produces illness. In 
schools where children who are well fed and clothed live 
and sleep in the open air, even in the climate of Salford, 
there is practically no illness. There have been no 
epidemics due to shelters because people have to go out 
of their stuffy germ-polluted rooms and while passing to 
and from the shelters are exposed to open air and 


Carlisle. 
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exercised, and the shelters too are mostly not artificially 
heated. In the tubes there is through ventilation. So 
long as water is not polluted, good food is adequate, and 
mosquito- and lice-borne diseases are kept away, stink 
does not matter except from an æsthetic point of view. 
For thousands of generations cave men survived filthy 
conditions. When lumberers in Canada were given 
artificially heated closed wooden huts in place of open- 
air shacks to sleep in an epidemic of rheumatic fever 
resulted. The high incidence of pneumonia in the 
United States is to be attributed to the over-heating of 
houses. In the last war our soldiers exposed in cold, 
wet and filthy trenches and dug-outs did not suffer from 
colds and pneumonia. But be it noted, epidemics of 
influenza, as in 1918, sweep through the world wherever 
infection is carried, under any conditions of climate. 


Chalfont St. Peter. ' Leonard HIL. 


ANÆSTHESIA IN THE SHOCKED PATIENT 


Sır, —Recent correspondence on this subject, together 
with some articles which have appeared on the value of 
local anesthesia and continuous Pentothal, have served 
to clarify an opinion I have long held—and. which I am 
sure is shared by anesthetists of repute—that the 
alleged toxicity or safety of any particular anesthetic 
drug or method is of less importance than the skill and 
experience of the anesthetist who administers it. In my 
own hands I find cyclopropane the most valuable agent 
for shocked patients, since it gives good relaxation (when 
this is required) without any anoxemia, it is non- 
irritating to mucous membranes, and promotes a quick 
recovery with a greatly reduced postoperative morbidity. 

In gaining experience of different methods of admini- 
stration the coöperation of surgical colleagues is essential 
for success, for apart from more scientific criteria the 
prejudices of each individual surgeon have to be satisfied. 
One surgeon may not be prepared to work under a system 
of anzsthesia, such as local or spinal, which may suit 
another admirably. My preference in favour of cyclo- 
propane may have been largely determined by the fact 
that I have had the opportunity to devote much time 
and thought to gaining experience with this drug and 
perfecting, so far as I am able, the technique of its 
administration. Yet it cannot be denied that, other 
things being equal, anesthetic drugs do differ in their 
toxicity. Chloroform is a general tissue poison, ether 
is highly irritating to lung tissue, while spinal, local, 
continuous pentothal and even nitrous oxide have their 
own limitations. 

Nevertheless, no drug or technique is of universal 
application, and the best results are often obtained if the 
skilled anesthetist is allowed to choose for each patient a 
method of administration in which he is expert. 


Emergency Base Hospital, Ilford. R. BLAIR GouLp. 


PSORIASIS AND RHEUMATOID ARTHRITIS 


SIR, —I am surprised Dr. Shackle ‘ could find no 
reference to the association in the literature either of 
rheumatism or skin conditions,” for the recognition of 
arthropathic psoriasis dates from the time of Alibert 
(1822). Bazin (1860) made a distinction between 
psoriasis arthritica and psoriasis herpetica. Since then 
the literature has become extensive. For example, 
Bourdillon (1888) wrote a thesis on ‘‘ Psoriasis et 
Arthropathies,’’ and Kutznitsky (1897), Adrian (1903), 
Menzen (1904), Waelsch (1910), and Brocq (1910) have 
discussed the syndrome. Garrod and Evans (Quart. J. 
Med. 1924, 17, 171) described three cases of it, referred 
briefly to the literature, and commented on .certain 
peculiar features of the arthritis as compared with non- 
psoriatic rheumatoid arthritis, such as the frequency of 
intermittent hydrarthrosis. More recently American 
writers in particular have emphasised these peculiarities, 
to my mind the most interesting one, to which I drew 
attention in my paper on ‘“‘ The Skin Manifestations of 
Rheumatism,” being the involvement and deformity of 
the terminal interphalangeal joints of the fingers and toes, 
together with severe psoriatic changes in the correspond- 
ing nails. 

With regard to the question of bacterial sensitisation 
in these cases, as I pointed out in the above paper, I 
believe this is causative in some but not in all. In one 
patient, whom I have had under observation for ten 
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years, there was no reasonable doubt that severe focal 
infection in several dead teeth was primarily responsible 
for both the psoriasis and the arthritis. But in the cases 
described by Garrod and Evans there was no evidence 
that focal infection played any rôle in the development 
or course of the syndrome, and this has been frequently 
my own experience. Another patient referred to in my 
paper was of interest in that the syndrome was appar- 
ently provoked by severe gout with.secondary osteo- 
arthritic changes in several joints. Her blood uric acid 
was 10:3 mg. per 100 c.cm. In both my patients the 
involvement of the terminal interphalangeal joints, with 
Sea daa of the corresponding nails, was a striking 
eatvure. 


Devonshire Place, W.1. 


MEDICAL PLANNING COMMISSION 


Sm,—Your leading article of Jan. 11 raises important 
objections to the origin and general conception of the 
B.M.A. Commission. As you say, there is a real danger 
that such ‘‘ gatherings tend to regard themselves as more 
representative then they are, and to produce a finished 
scheme as agreed by the profession when nine-tenths of 
it have had no chance to approve or disapprove.” The 


“H. W. BARBER. 


secrecy which has surrounded the present movement- 


gives point to your observation. The first reference to 
it in a medical paper was I believe in a letter from me in 
your issue of Nov. 23 (p. 666), when I was blamed for 
giving away a movement which it was desired should 
remain unrevealed. The studied suppression in the 
British Medical Journal of any*%reference to the not 
unimportant movement it was conducting ‘‘ off stage ”’ 
is significant of its desire to avoid the publicity which 
you rightly urge should characterise its future moves. 
The reference of the commission, as officially expounded, 
obviously might include the whole position of medical 
practice, medical education, and the future of voluntary 
hospitals. These are matters which deeply interest and 
materially concern the general public as well as the pro- 
fession. Sixteen years’ continuous membership of the 
House of Commons have impressed upon me the con- 
viction that that assembly, widely accepted as giving a 
reliable cross-section of public opinion, has little respect 
and still less affection for the B.M.A. To entrust to the 
B.M.A. the dominant rôle in determining the future of 
medicine is to court the derision and the failure which 
followed its. earlier scheme for the Emergency Medical 
Service. The new commission will be as surely dominated 
by the B.M.A. as is the Central Medical War Committee, 
which differs in little else than name from the Central 
Emergency Committee of the B.M.A. from which it 
grew ; indeed, the Central Medical War Committee bears 
a strong family likeness to the B.M.A. Commission as 
now planned. I have sufficient familiarity with political 
societies, in which category the B.M.A. avowedly takes 
its place, to know that a small homogeneous executive 
enjoying continuity of membership and geographical 
cohesion will always control policy in competition with 
an unwieldy heterogeneous widely scattered body of 
seventy members, of which, as you point out, about a 
third are B.M.A. representatives, and the addition of 
outsiders with no bond of common interest cannot result 
in any serious deflection of predetermined B.M.A. plans. 
May I submit the following considerations :— | 


(1) The younger members of the profession are mostly at 
the moment immersed in the war effort, and cannot partici- 
pate even if invited (which so few have been) in the work of 
the commission which affects their future more particularly. 

(2) Non-medical bodies—e.g., universities, hospital boards 
of management, local authorities, and the vast congeries of 
working-class organisations interested in the future of medical 
services—should be in a position to express their wishes as to 
the organisation of post-war medicine in all its aspects. 

(3) The economic developments which inevitably will result 
from the war must materially affect programmes of reform. 
Decisions and even recommendations recorded during the war 
are surely premature. 


It would be wiser, I submit, to plan a commission with 
much wider authority and commanding more general 
national acceptance than a single strongly prejudiced 
medical body can hope to receive. It is these considera- 
tions that have prompted me to put down a question on 


the Order Paper of the House of Commons in the follow- 
ing terms :— l 

“ To ask the Prime Minister whether his attention has been 
drawn to the formation by the British Medical Association of 
a Medical Planning Commission to consider problems of 
reconstruction and reorganisation in the field of medicine in 
the post-war era, a reference which obviously includes questions 
on medical practice, medical education, and the position of the 
voluntary hospitals, and whether in view of the complexity of 
these problems and the importance to the public as well as to 
the medical profession of such reorganisation, he will consider 
the desirability of appointing a Royal Commission to conduct 
this inquiry with the ultimate purpose of appointing an 
independent Government commission to regulate this reor- 
ganisation, instead of entrusting this reform to only one body 
(and not the most representative or most authoritative . of 
several medical bodies) whose recommendations could not 
command the general assent which would be accorded to a 
Government inquiry.” 


Wimpole Street, W.1. E. GRAHAM-LITTLE. 


AGAINST THE THREADWORM 


Srr,—With reference to your excellent and cautiously 
worded leader (Jan. 4, p. 16) on the action of pheno- 
thiazine as a remedy against threadworm infection, I 
would point out that in two of the cases ghee in my 
paper all the customary remedies—including quassia, 
santonin, beta-naphthol and hexylresorcinol—had pre- 


- viously been tried out in vain. 


^ 


Harley Street, W.1. PHILIP MANSON-BAHR. 


REGISTRY OF LYMPH-NODES 


Srr,—The need for a registry of lymph-nodes called for 
in your leader of Jan. 11 has already been satisfied, and 
the collation is being done by Dr. Robb-Smith at Oxford. 


Westminster Hospital, S.W.1. MAGNUS HAINES. 


DRY DRESSINGS 


A MILITARY correspondent writes: Lest your readers 
may be led into thinking that the Army is persisting in 
the use of an obsolete method of dressing wounds in the 
first instance, may I hasten to assure Major Porter that, 
although the present pattern of first field-dressing is 
enclosed in an inner wrapper of waterproofed material, 
this is intended solely to prevent damage to the dressing 
by damp, and is discarded along with the outer wrapper 
of cloth when the dressing is taken into use. Although 
the he he is thrown away, it can hardly be said to be 
wasted. 


Infectious Disease in England and Wales 
DURING THE WEEK ENDED DEC. 14, 1940 


Notifications.—The following cases of infectious disease 
were notified during the week: smallpox, 0; scarlet 
fever, 1546; whooping-cough, 2505; diphtheria, 1392 ; 


enteric fever, 19; measles (excluding rubella), 15,278; . 


pneumonia (primary or influenzal), 866 ; _puerperal 
pyrexia, 112; cerebrospinal fever, 169 ; poliomyelitis, 
10; polio-encephalitis, 1; encephalitis lethargica, 1 ; 
dysentery, 78; ophthalmia neonatorum, 76. No case 
of cholera, plague or typhus fever was notified during 
the week. 

The number of civilian and service sick in the Infectious Hospitals 
of the London County Council on Dec. 20 was 2080, including : 
scarlet fever, 282 ; diphtheria, 322 ; measles, 846 ; whooping-cough, 
91; enteritis, 25; chicken-pox, 189; erysipelas, 44; mumps, 28 ; 
Poliomyelitis, 1; dysentery, 9 ; cerebrospinal fever, 58 ; puerperal 
sepsis, 5; enteric fevers, 
(non-infectious), 94 ; not yet diagnosed, 112. | 

Deaths.—In 126 great towns there was no death from 
smallpox, enteric fever or scarlet feyer, 10 (0) from 
whooping-cough, 12 (0) from measles, 53 (2) from 
diphtheria, 40 (0) from diarrhoea and enteritis under 2 
years, and 33 (8) from influenza. The figures in paren- 
theses are those for London itself. 

Fatal cases of diphtheria were scattered over 33 great towns, 
Liverpool reporting 4, Leeds and Swindon each 3. There were 5 
deaths attributed to influenza at Birmingham. Liverpool reported 
4 deaths from measles, and Manchester 6 from diarrhea. 

The number of stillbirths notified during the week was 
187 (corresponding to a rate of 41 per thousand total 
births), including 12 in London. 


2; german measles, 2; other diseases - 
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WAR AND WATER 


W£ATER-BORNE disease has often in the past done more 
to decide the issue of wars, and certainly to settle the 
fate of cities, than force of arms. The advance of 
military hygiene and the protection against typhoid 
given by inoculation greatly reduced the risks of water- 
borne epidemics in the campaigns of the present century, 
but in this war, in which aerial attack on cities is playing 
& predominant part, the danger has returned ; for though 
the water-supplies of towns are almost proof against 
contamination in peace-time,in war they are highly 
vulnerable in their weakest spot—the system of pipes by 
which the water is distributed. The risk of poisoning 
the main supplies directly by chemical or bacteriological 
agents used by the enemy is negligible, but he could 
achieve the same object indirectly by breaking the mains 
and so permitting the water to become contaminated if 
we were not aware of this danger and ready to deal with 
it. Lieut.-Colonel E. F. W. Mackenzie, director of water 
` examination to the Metropolitan Water Board, has lately 
described ! the interferences with Water mains which have 
occurred in the battle of London, and the means adopted 
to minimise their dangers. He is not directly concerned 
with the engineering problems of fractured or destroyed 
mains, or with the inconveniences of lack of water- 
supply, but with the greater danger of the supply when 
restored being infected with the parasites of epidemic 
diseases. In cities this danger is great, for the soil in 
which the pipes are laid is foul and owing to the presence 
of carriers must be persistently infected with the agents 
which cause water-borne disease. As the pipes which 
convey water are usually near those which convey 
sewage and both are apt to be opened by the same 
explosive bomb, direct connexion between them may be 
established with resulting heavy contamination of the 
water. The high pressure in the mains deters entry of 
other matter into them while the system is sound, but 
on fracture this pressure falis, repair requires the flow 
to be stopped and the repair itself must be effected in 
contaminated surroundings, so the flow when restored is 
bound to be foul unless adequate means are taken to 
ensure that it is not. In the fractures which occur in 
_ ordinary circumstances it is not difficult to assure that 
the flow when restored is pure, but in those due to bombs 
the explosion may force foul matter into the main for a 
great distance. Colonel Mackenzi> relates that in one 
instance debris was found in the upstream end of a main 
600 ft. from the point of injury, and in another a mass 
of clay weighing a hundredweight was forced 100 ft. up 
an 18-in. main. As he says, these effectively dispose of 
any belief that pollution is prevented from entering a 
main by the water pressure existing therein. 

After several trials, a technique of chlorination was 
adopted which is giving adequate results. Mobile chlori- 
nators have been designed consisting of trailers each 
carrying six chlorine cylinders, a pump driven by a 
petrol engine, suction and delivery hose and a work 
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bench. Drivers and vehicles are reserved for towing the - 


trailers—thus a chlorinator is not put out of action by a 


breakdown of the towing car, it can always be hitched - 


to another one. These chlorinators have been operating 
for many weeks now; they spend much of their time in 
standing by, but this cannot be helped if delay in getting 
the mains into action is to be avoided. It was thought 
at first that in mains not obviously polluted with sewage 
l part per million of chlorine with one hour of contact 
would be effective, but it soon became clear that sewage 
pollution was not easy to detect on sight, and the dose 
was raised to 10 p.p.m. in every case. The aim is to 
distribute heavily chlorinated water throughout the 
whole section of the fractured main which has been 
isolated. Stabilised bleach is introduced into small 
mains in quantities sufficient to give the proper concen- 
tration of chlorine in the estimated capacity of the main, 
and the chlorinated water is forced back through the 
repair by manipulation of valves and hydrants. The 
_ chlorinated water is afterwards washed out. Large 

mains are charged with pure chlorine from the cylinders, 


1. Published simultaneously in Water and Water Engineering and 
Med. Off. Nov. 30, 1940. 
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introduced at the point at which the main is recharged 
after repair. The main is allowed to stand fully charged 
with chlorinated water for 15 minutes. The chlorinated 
water is not as a rule allowed to pass into supply ; the 
high concentration of chlorine makes it desirable to 
empty the main and recharge it first. But if for some 
reason it is impossible to empty the main the dose of 
chlorine should not be reduced. People realise that a 
taste of chlorine means that the water is safe, and are 
not likely to complain about it. Moreover, by dropping 
a small crystal of hypo into the kettle or water jug they 
can get rid of the taste. In 100 ml. samples drawn from 
small and large mains treated by these methods no 
coliform bacilli have been found. Samples drawn at random 
throughout the area of supply have also proved negative. 
Chlorination of large mains is carried out by supervisors 
acting under the orders of the director of water examina- 
tion. The areas are divided into districts, to each of 
which a supervisor is appointed, and he has two mobile 
chlorinators and a towing car at his disposal. Each 
chlorinator has its own attendant. The supervisor can 
take one chlorinator to a main, make arrangements for 
chlorination and leave the attendant to carry them out ; 
he can then return in the towing car to collect the second 
chlorinator and start it on another main; leaving this, 
he returns to the first main in the towing car and per- 
forms the necessary tests. Information is recorded in a 
card index in the director’s office. 


From the Annual Reports 


SHOREDITCH 


Dr. E. H. R. Smithard says that his report for Shore- 
ditch is curtailed to the point where it ceases to have 
much value, and as it was written in early October 
it is distinctly gloomy and anxious. Yet it records a 
year of remarkable healthiness and not a little progress. 
Since the quinquennium 1893-97 the population of 
Shoreditch has fallen from 121,749 to 77,280; its 
annual births from 4266 to 1113, and its deaths from 
2744 to 942. The fall in population, entirely due to 
emigration, is greatly to the benefit of Shoreditch, of 
London, and of the whole country, for Shoreditch is not 
a population unit but a densely overcrowded district of 
the Metropolis which in the course of development of the 
capital had sunk from a delectable residential estate for 
the merchants of London to what really must be con- 
sidered either an actual or potential slum. That the 
health of Shoreditch has benefited greatly by depopula- 
tion is obvious. In the last years of the nineteenth 
century its infantile mortality was 196. Forty years 
later it had sunk to 64 and in 1939 reached the very low 
level of 31. Its birth-rate declined from 35-0 to 14-4 
and its death-rate from 22-5 to 11-4 in 1938, though in 
1939 it rose again to 12:9. In 1939 its maternal 
mortality, which with that of the other East End 
boroughs had been low for many years, sank to 1-84. 
The only unfavourable feature of 1939 was a@ rise in 
tuberculosis mortality to 1-1 per 1000 population. 

In 1939 Shoreditch secured after some opposition a 
convalescent home for children aged 2-5 at Mayfield 
near Tunbridge Wells. Dr. Smithard says this is a corner 
of the triangle for the care of infants, the other corners 
being a dietetic ward at the Model Welfare Centre and a 
day nursery, both of which are held up by the war. As 
evacuation of children from Shoreditch has been exten- 
sive and should be complete, nothing is lost by holding 
up infant welfare work during the war, on condition that 
when peace is in sight there will be no delay in getting 
things going before the evacuated population returns. 


CHELMSFORD 


Dr. J. Mervyn Thomas, who was appointed M.O.H. for 
Chelmsford in December, 1939, on the resignation of 
Dr. Andrew Dick, reports that the town has grown 
considerably in recent years, its present population being 
32,390 whereas at the census of 1931 it was 26,537. In 
1939 the infantile mortality was 16:6 and maternal 
mortality nil. Of the 305 deaths which occurred in that 
year, 110 were in persons over 75 years of age, and 173, 
or more than half, in persons over 65. Yet the deaths 
from cancer were only 25, giving the exceptionally low 
mortality-rate of 0:77 per 1000 population. There were 
no deaths from diphtheria, and poliomyelitis, from which 
Chelmsford suffered severely in 1938, was absent in 19398. 
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KILMARNOCK. 


Two points of social interest in Dr. Bryce R. Nisbet’s 
report for the burgh of Kilmarnock are that the corpora- 
tion owns several reservoirs but not their gathering 
grounds; and the corporation now owns 30% of the 
houses in the burgh. The average daily consumption of 
milk per person was 0:4 pint. The population in mid- 
1939 was 40,417. There were 488 deaths, of which 55 
were due to cancer, giving a rate of 1-36, or nearly double 
that of Chelmsford. The tuberculosis mortality was 
0:57, which is very low, as the average for the large 
burghs was 0:87. An investigation into the reason of 
absence of children from the primary schools revealed 
that the four most frequent causes were coughs and colds, 
3751 days; tonsillitis, 1560 days; scarlet fever, 1046 
days ; and impetigo, 1017 days. Scarlet fever was well 
below the average of recent years. 


From the School Reports 
CHORLEY 


Dr. Eric C. Downer, recently appointed M.O.H. for 
Tipton and formerly of Chorley, presented to the educa- 
tion committee of the latter borough a report of a second 
survey of the nutrition of the children attending elemen- 
tary schools. Between his first survey made in the 
late winter of 1939-40 and his second in the autumn 
there was a noticeable deterioration, attributed in 
part to war conditions and in part to the aftermath of 
an epidemic of measles which occurred in the summer 
months. Arranged in the four categories of the Board of 
Education’s classification, there was no change in the 
percentage of those assigned to groups A and D, but the 
percentage of B (normal nutrition) was 73-8 in the first 
survey and 63-3 in the second, and of C (subnormal 
nutrition) 19-4 in the first and 29-8 in the second. Dr. 
Downer recognises six groups of causes of malnutrition 
and gives the numbers of children in which each of these 
has operated. As in many cases of malnutrition more 
than one group of causes is involved the total number in 
these groups does not correspond with that of the 
children inspected. In the second survey 695 mal- 
nourished children were detected, of which 569 were fully 
examined. Of these 397 suffered from present or 
transient ill health. In 72 malnutrition was attributed 
solely to the sequelz of measles and in twice that number 
measles was a contributory cause. Actual shortage of 
food was held accountable for 39 cases ; improper feeding 
to be wholly or partly responsible for 110, and errors of 
hygiene and environment for 263. Of the children found 
malnourished in the first survey about half had recovered 
in the interval between the surveys. 


NOTTINGHAMSHIRE 


Dr. Christopher Tibbits gives the analysis of the 

nutritional state of the Nottinghamshire children routine- 
inspected in 1939 as A, 7:06%; B, 84:72%; C, 8:12%; 
D, 0-08%. These are lower for A, C and D but higher 
for B than the averages for the whole country. The 
dividing line between the groups is arbitrary and depends 
much on individual interpretation, which is most varied 
as regards A and least as regards D. Many doubt the 
validity of group A, holding that children assigned to 
this category are either those nourished to their full 
potential—in other words, the only children who are 
fully healthy in this respect—or children the subjects of 
abnormal endocrine balance, who in reality are diseased 
and badly nourished. There is little variation of opinion 
as to which children should be assigned to group D, 
which includes the comparatively few children who are 
starved and a much greater number suffering from serious 
disease. The important line of demarcation is that 
between B and C, which obviously should be the norm, 
but this at present is undefinable. 
. Nottinghamshire school medical service suffered 
severely in 1939 from depletion of its staff by resignations 
and sickness of school medical officers. This was not 
connected with the war as it occurred before war was 
expected. It was found impossible to secure suitable 
candidates under the terms of the B.M.A. scale to fill the 
vacant posts, so it was decided to renominate the posts 
as assistant county medical officers with the appropriate 
higher salaries (£600 rising to £700). 
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GORDON ALAN MACDONA LINTOTT 
M.D. LOND., M.R.C.P.; MAJOR R.A.M.C. 


Gordon Lintott was the second son of Mr. Harold 
Lintott of Horsham. He was born in June, 1908, 
educated at Felsted School, and entered Guy’s Hospital 
in 1925. He qualified in 1931, completed his London 
M.B. in 1932, and obtained the M.R.C.P. in April, 1934, 
and the M.D. in Dec:mber, _. 

1936. Even as a ward-clerk he 
stood out as being exception- 
ally keen and able. He was 
appointed house-physician to 
Dr. Ryle in 1932 and became 
demonstrator of physiology 
and pathology the same year. 
In July, 1933, he was medical 
registrar and in 1935 clinical 
tutor in charge of the prelim- 
inary clinical period class. He 
held this appointment until, 
after spending some months 
studying gastroscopy in Ger- 
many under Henning and 
visiting clinics in America, 
he was elected assistant 

physician to Guy’s in July, 1939. From 1935 he was on 
the staff of the Asthma Research Clinic and from 1936 to 
1938 was physician to the massage and electro-thera- 
peutic department. ` 

It was Lintott’s ambition from the outbreak of war 
to serve in the Army, but it was not until March, 1940, 
that he was allowed to resign from the E.M.S. and join 
the R.A.M.C. He was appointed medical specialist to 
the 23rd General Hospital and was later transferred to 
the 27th General Hospital, with which he went overseas 
in August. He was glad to be again actively employed 
in the care of patients and in lecturing both on board 
and after his arrival in the Middle East. He was taken 
ill with severe dysentery on Nov. 7 and was admitted to 
the 19th General Hospital, where he remained under, 
the care of an old friend and Guy’s colleague until his 
death on Dec. 23. . . 

Lintott was interested in every branch of medicine. 
He published original observations on regional ileitis, 
the factors involved in the varying incidence of cancer 
of the stomach in different social classes and in different 
countries, the epigastric murmur occasionally heard in 
cases of portal obstruction, and the treatment of rhin- 
orrhea. But his most important contributions to medical 
science were the results of his gastroscopic investiga- 


tions. He was the first British physician to learn to 


use the modern flexible gastroscope. He soon became 
an expert, and he wrote several papers on the appearance 
of the gastric mucous membrane in various pathological 
conditions. He also studied the action of drugs on the 
gastric mucosa, and discovered that aspirin produces a 
local hemorrhagic reaction, especially in. predisposed 
individuals, in whom it may result in actual hematems: sis. 

He was much interested in water-divining or dowsing, 
and in 1933 he published in the Guy’s Gazette an account 
of some ingenious observations on the subject which, 
encouraged by the late M. S. Pembrey, he carried out in 
an atmosphere of the profoundest scepticism -under 
experimental conditions in the physiological department 
as well as in the open air in Sussex. At Guy’s an appara- 
tus was constructed by means of which water could be 
run in a pipe beneath a platform without the knowledge 
of the observer.. He found that a small percentage of 
people, when provided with a twig of privet, reacted 
directly their feet came over running water. There was 
an immediate upward movement of the twig, the result 
of increased tension of the muscles of the forearm. 
Mistakes were very rarely made, and the position of a 
hidden pipe in the laboratory or a drain or spring in the 
field was always accurately located. The response was 
not obtained if the muscles of the legs were completely 
relaxed or the feet were placed on a smooth surface such 
as glass or polished metal, though the interposition of 
such substances or of air between the water and the 
dowser did not interfere with it. Lintott clearly proved 
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that water-divining is a genuine subconscious faculty, 
which depends on the reception by the muscles of the 
legs of a stimulus produced by running water and ex- 
presses itself in a change of tone in the muscles of the 


arms. 

His chief hobby was riding. He was a true horse lover 
and a very fine horseman. In order not to miss his early 
morning ride he almost always spent the night at Hor- 
sham, even when hard at work all day at the hospital. 
He hunted regularly from childhood with the Crawley 
and Horsham hounds, where his cheery disposition and 
sportsmanship endeared him to all members of the hunt. 
He won several point-to-point races, the last being at 
Eridge a few months before the outbreak of war. 
= Lintott was a born teacher. His classes for pre- 

liminary clinica] studies were extremely popular, and his 
ward-rounds and outpatient clinics were appreciated 
by both junior and senior students. He was an excellent 
clinician and gave promise of. becoming a really great 
physician. He had a charm of manner which made him 
universally popular, and nobody could be in his presence 
for even a short time without feeling that Guy’s had 
indeed been fortunate in the latest addition to its staff. 
It is tragic that a man of such outstanding character and 
attainments should die at the early age of 31 after only 
a few months’ service as assistant physician to the 
hospital. i A. F. H. 


A. H. D. writes: My grief at the loss of Alan Lintott 
will be shared by his colleagues at Guy’s and all the 
students who owe so much to his inspired teaching. 
In spite of his invariable early-morning ride he yet 
arrived at Guy’s from the country before most of us, and 
throughout the day showed his tireless energy in his 
teaching and clinical work. He had a charm of manner 
and a fine sense of humour rarely found in men of hbis 


attainments, and with it all so genial a spirit that he. 


never failed to gain the true affection of those with whom 
he came in contact. His home life was equally attractive, 
Or love and devotion to his parents was a delight to 
witness. 


ARCHIBALD WATSON 
M.D. PARIS AND GÖTTINGEN, F.R.C.S., L.S.A. 


SOME men bear strikingly the stamp of a period not 
their own. Professor Watson, who died on Thursday 
Island last year at the age of 91, would have been more 
at home among Elizabethans than among men of his own 
day. 


He had none of the staid and formal quality of the 
traditional professor; he 
was a lovely conversational- 
ist, a man with a river of 
talk and a vivid lecturer who 
illustrated his points on the 
blackboard with 
rapid drawings. When he 
lectured on surgical ana- 
tomy he used the experiences 
of himself and others as 
illustrations and praised or 
damned as he thought the 
work deserved. He had a 
sense of the dramatic and 
could make his points so 
that they were never for- 
gotten. His eccentricities 
are among the legends of 
Australia. He had sailed 
i tbe southern seas ‘ and 
studied the ways of the fish; he spoke many tongues. 
He was much older than the usual run of students when 
he came to Europe to begin his medical studies. He 
worked in Germany, France and London and took his 
M.D. of Paris and Göttingen and his F.R.C.S. of England. 
For a time he was a demonstrator of anatomy at Charing 
Cross Hospital medical school and afterwards went back 
to Australia. When Sir Thomas Elder endowed a 
medical school at Adelaide University, Watson was 
appointed professor of anatomy and held the chair from 
1884 to 1919. During the South African War he was 
consulting surgeon to the Natal field force, and he served 
in Egypt during the war of 1914-18. He was a skilful, 
conservative surgeon, who detested unnecessary umbila- 
tion of tissues. The anatomical planes of the body 
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fascinated him, and he studied bloodless approaches to 
the viscera. His reputation as a surgical anatomist was 
world-wide, but he wrote little. Outside his work he had 
extensive interests and the devouring industry which is 
said to be a part of genius. He never married. When 
he became emeritus professor on retirement his friends 
and pupils subscribed for the fine portrait by McInnes 
reproduced here. 


WILLIAM ARTHUR SPONG 
M.B. DUBL., L.M. ; LIEUT.-COLONEL R.A.M.C. 


Colonel Spong was born at Toxteth Park, Lancs, in 
1883 and graduated from Trinity College, Dublin, in 1907. 
Shortly afterwards he joined the R.A.M.C. and when the 
last war broke out he held the 
rank of captain. For a time 
he was employed on embarka- 
tion and distribution duties in 
Karachi and during his long 
term of service in India he 
was brought to the notice of 
the Government of India for 
. his services. At the begin- 
ning of 1926 he was appointed 
deputy assistant director gen- 
eral at the War Office and in 
1931 he was promoted lheut.- 
colonel. Two years later he 
retired and set up in practice 
at Sutton Benger in Wiltshire. 
As a busy country doctor 


perhaps he worked as hard as ever, but he and his patients 


liked each other. He was also a keen shot and angler 
and opportunities for his favourite sports were at hand. 
When war broke out again he joined up at once and was 
appointed officer commanding the military hospital 
where he died after a short illness on Dec. 22. 


DUNCAN MACKENZIE 
M.B. EDIN., D.P.H. ; LIEUTENANT, R.A.M.C. 


Lieutenant Duncan Mackenzie was accidentally killed 
by a fall from a train near Larbert on Nov. 6 while going 
on leave to his home in Suther- ; 
land. He was the son of ae 
Captain and Mrs. Mackenzie 
of Stoer, Lairg, Sutherland, 
and was 29. Hewaseducated — 
at Golspie and at Edinburgh , 
University where he gradu- . 
ated in medicine in 1935, . 
taking his D.P.H. four years | 
later. After a period in 
practice in Stockton-on-Tees 
he held house-appointments 
in the Victoria Hospital, 
Worksop, and the Royal 
Victoria Hospital, Edinburgh, 
and in 1939 became assistant 
in the Edinburgh Fever 
Hospital. He joined the 
R.A.M.C. in March, 1940, and was attached to the 204th 
Field Ambulance. 
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‘... Itissatisfactory to note that the Ministry recognise 
that amongst the many women who are desirous of helping 
in industry there will be found some capable of benefiting 
from intensive training and thereafter of undertaking skilled 
work. The Ministry of Labour’s plans deserve fuller attention, 
but the more striking points must be noted. There is a 
standard scale of allowances which applies wherever training 
is given. It has also been oflicially recognised that women 
as well as men have dependants and the allowances for 
dependants are the same in both cases, Where convenient 
men and women will be trained side by side on identical pro- 
cesses. There is no upper age limit, but trainees must be 
able to stand the strain of war-time conditions. Later selected 
women will receive training in the more skilled work, for the 
edict has gone forth that every man and woman must be used 
to the utmost degree of their skill. Fuller details can be 
obtained from Employment Exchanges and Technical 
Colloges.”—Miss CaroLINnE HASLETT, C.B.E., in a paper on 
“ Women in Industry ” read before the Society of Arts on 
Jan. 15. 
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Notes, Comments and Abstracts 


POSTWAR HOSPITAL POLICY 


THE Nuffield Provincial Hospitals Trust was founded 
in December, 1939, and at the end of its first year the 
chairman has reported to the Minister of Health that the 
central regionalisation council of the trust has been 
formed, that a medical advisory council has been 
established under the chairmanship of Sir Farquhar 
Buzzard and that an advisory committee has been set up 


for Scotland under Mr. Tom Johnston as chairman, with . 


a medical advisory committee under Sir John Fraser. 
Discussions on arrangements for regionalisation of 
hospital services have taken place in many provincial 
centres with representatives of the public-health 
authorities and of voluntary hospitals. In some of these 
centres plans for the formation of regional councils are 
already completed or are well advanced, and it is hoped 
to set them in motion in many others at an early date. 
The trustees expect to be able to consider the question of 
financial grants to regional councils from the income of 
the trust shortly. 

In acknowledging the report Mr. Malcolm MacDonald 
writes : “‘ The question of postwar hospital policy is one 
of major importance, and I am sure that the trust is 
right in attempting, even during the heat and labour of 
the present struggle, to focus discussion by bringing 
together in its regional councils representatives of the 
various interests concerned. ... I think you are right 
in concentrating on two points. Whatever may be the 
proper ultimate hospital service, we should build up from 
existing organisations, and the first is, therefore, to find 
the right relation between the local authorities on the 
one hand and the voluntary hospitals on the other. 
Both have played a great part in our hospital system in 
the past and will, I am convinced, make essential 
contributions to the future.... Secondly, I am convinced 
that the problem is one that must be examined on a basis 
wider than that of existing local-government areas and 
that some form of regional unit will be necessary in 
designing a system which will make the best use of our 
existing hospital accommodation and will avoid duplica- 
tion and waste in making good any deficiencies.” 


SUNDAY SLEUTHING 


In “All Is Vanity ” (Longmans, 7s. 6d.) Miss Josephine 
Bell returns to detection,.and everyone will be pleased 
that Dr. Wintringham has another case of murder to 
diagnose. This time he gets a lot of help from Ted, a 
shrewd young cockney, and his tandem partner, Elsie, 
who one Sunday morning are separated by a puncture 
_ from the rest of their cycling club on the way to East- 
bourne. In the shortest of time they have not only 
mended the puncture but also unearthed a corpse and 
some promising clues. The corpse they share with the 
police but they are more reticent about the clues. 
They made their find as trespassers in the grounds of the 
snobbish household where the Wintringhams are 
reluctantly lunching, and by virtue of their status as body- 
finders Ted and Elsie join the party. Though Miss Bell 
never loses sight of her murderer she takes the oppor- 


tunity to lace the chase with a little acceptable social © 


satire, and by the end of the book we feel with Ted and 
Elsie that we have spent an unusual and stimulating 
Sunday. 7 

A RUSSIAN SURGEON 


George Sava, of mixed Russian and Bulgarian stock, 
was born and bred in Tsarist Russia. At the age of 8 
he left home and took the golden road to Samarkand, 
there to become heir to a wealthy but childless uncle to 
whom he grew greatly attached. Later, he was sent to 
Kronstadt to be trained as an officer in the Imperial 
Navy. But the war and the Red Revolution changed 
all that and by the age of 36 he had become a London 
surgeon. His practice, now interrupted by military 
service, seems to have covered a wide field, for it included 
plastic and cerebral (as well as abdominal) operations, 
midwifery, and the diagnosis of ‘‘ tired heart” in 
ballerinas. In ‘‘ Twice the Clock Round ” (London: 
Faber and Faber. Pp. 280. 8s. 6d.) he has used the hours 
of the day and night as chapter titles—convenient pegs 


on which to hang his thoughts and reminiscences, pro- 
fessional and otherwise. The result is an entertaining, 
if not particularly profound, book written in a pleasantly 
prattling and ingenuous style. 


BLOOD-TRANSFUSION EQUIPMENT.—The mobile blood- 
transfusion unit 1 presented by the Australian Red Cross 
Society to the 2nd A.I.F. is equipped with Soluvac 
collecting flasks, manufactured by Elliotts and Australian 
Pty. Ltd., of 20-22, O’Connell Street, Sydney, N.S.W. 
This firm also supplies sealed sterile flasks containing 
fluids for intravenous infusion, and a different type of 
apparatus for civil blood-transfusion, specially suited to 
the needs of the general practitioner. 


CarRBACT.—Messrs. Wilcox, Jozeau and Co. have 
issued a highly adsorptive tablet with antiseptic and 
mildly laxative properties for use in cases of bacterial or 
chemical intoxication, dyspepsia, gastro-enteritis and 
kindred ailments. These carbact tablets each contain 
activated charcoal gr. 3, bismuth tribromphenate gr. 1}, 
dry extract of rhubarb gr. 3, and excipient to gr. 74. 


VARISTAB is a stable aqueous 5% solution of ethanol- 
amine oleate with 25% glycerin and 0:3% tricresol for- 
the injection treatment of varicose veins. It is prepared. 


‘by Boots: Pure Drug Company (Nottingham) and is 


supplied in 5 c.cm. ampoules and 30 c.cm. rubber- 
capped vials. = | 


A New Vacuum GAuGE.—Those whose lot it is to 
measure high vacuums in the course of the daily round 
will be interested in a new inexpensive vacuum gauge 
which covers a serviceable range of low pressures (10- 
0-01 mm. Hg) and is at the same time easy to operate. 
Messrs. W. Edwards & Co. of London have recently 
perfected their new Vacustat which they claim shows 
improvement in mechanical design on the foreign models. 
It is a modification of the McLeod gauge, but though 
similar in principle differs from it in construction and 
method of use. It measures only 9 in. in height and is 
readily portable. - 


H. R. Napp (London) inform us that they are now 
manufacturing Sanocrysin in England, and as the stocks 
of the formerly imported article are exhausted they will 
distribute the British-made product under the name of 
Novacrysin (intravenous) and Oleo-Novacrysin (intra- | 
muscular). 


Births, Marriages and Deaths 


BIRTHS 


CLARK.—On Jan. 10, at Northowram, the wife of Major T. Lindsay 
Clark, R.A.M.C.—a son. 

Evans.—On Jan. 8, at Chelford, Cheshire, the wife of Dr. E. S. 
Evans—a son. ; . 

Kipp.—On Jan. 11, at Rugby, the wife of Dr. Patrick Kidd—a 


daughter. 
MARRIAGES 


ADLER—MORTIMER WoOLF.—On Jan. 8 Paul Sabel Adler, M.R.C.S., 
Lieutenant R.A.M.C., to Margaret Phæœbe. Woolf. 

FINN—-WORKMAN.—On Jan. 11, at Helensburgh, Andrew Bartley 
Rigden Finn, M.B., Surgeon Lieutenant, R.N.V.R., to Marion 
Elise Workman. : 

HARVEY—FINZEL.—On Jan. 4, at Bristol, Geoffrey Hammond 
Harvey, M.B., to Madeleine Isobel Finzel. 

LIVINGSTONE-LEARMONTH—MORTON.—On Jan. 10, at Dalmeny 
Church, Basil Lockhart Livingstone-Learmonth, M.B., to 
Mary Stevenson Morton. 


DEATHS 


BREWER.—On Jan. 2, at Kingskerswell, Devon, Alexander Hamp- 
ton Brewer, M.R.C.S. : 
GouLp-Hurst.—In January, through enemy action, Stuart Victor 

C.S., his wife and theirson John. 


; ear. 
KILLICK.—On Jan. 6, at Williton, Somerset, Charles Rowe Killick, 
M.B. Lond., F.R.M.S. : 

McKatiu.—On Jan. 10, at Glasgow, Robert Buchanan Forbes 
McKail, M.B., D.P.M., late medical superintendent of Brockhall 
Certified Institution for Mental Defectives, Langho, Lancashire. 

ROBERTSON.—On Jan. 7, in London, Thomas Robert Robertson, 

.B. Edin., late Colonial Medical Service. 

Roy.—By enemy action, Alexander Roy, M.B. Aberd., aged 43. 

Swan.—On Jan. 6, Andrew Tynan Swan, M.B. R.U.L, of 
Corringham Road, N.W., aged 62. 

TILLEY.—On Jan. 6, at Weybridge, Herbert Tilley, M.D. Lond., 

<- E.R.C.S., aged 74. 


mc a ŮĖ— 


1. See Lancet, 1940, 2, 154. 
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Royal College of Surgeons of. England 


At a meeting of the council held on Jan. 9 with Sir Hugh 
Lett, the president, in the chair, Surgeon Rear-Admiral G. 
Gordon-Taylor was appointed Bradshaw lecturer, and Mr. 
L. R. Braithwaite Moynihan lecturer for 1941. Dr. Gilbert 
Orme was reappointed as the representative of the college on 
the council of the Queen’s Institute of District Nursing. The 
Hallett prize adjudged on the result of the recent primary 
fellowship examination’ was awarded to J. D. T. Jones of 
Durham University. 

The posts of the three house-surgeons at the Palmerston 
North Hospital, New Zealand, were recognised for the six 
months’ surgical practice required of candidates for the final 
examination for the fellowship. 

Diplomas in psychological medicine were granted jointly 
with the Royal College of Physicians to Margaret M. Methven, 
G. C. Rae and B. A. M. Williamson. 

Dr. R. E. Smith will deliver his Hunterian lecture on the 
undescended testifle at 3 p.m. at 1, Wimpole Street, W.1, 
on Thursday, Jan. 23 and not on Jan. 24. 


Further Extension of the Medical Register 


An emergency order dated Sept. 14 (see Lancet, 1940, 2, 398) © 


enabled the General Medical Council. to register Canadian 
and U.S.A. doctors for the duration of the war. A second 
order now extends this permission to doctors qualified to 
practise in any part of the British Empire, in the countries of 
our European allies, or in Germany or Italy. Under the 
second order the doctor must be selected either for a medical 
commission in one of the fighting forces or for employment in a 
hospital, institution, or service, not involving attendance in 
the patient’s own home. The Central Medical War Com- 
mittees for England and Wales and for Scotland are compiling 
a list of doctors qualified for registration under the orders. 
Any of these doctors may make provisional application for 
registration to the G.M.C. to avoid delay when he is selected 
for employment. 


~ 


At the annual meeting of the Ling Physical Education 
Association on Jan. 8 Mr. R. E. Roper demonstrated his 
posture-recording apparatus which he said not only showed 
the patient exactly where the defects in his posture lie but 
. could also be used in training students in observation. Miss 
P. C. Colson, one of the members of the Government direc- 
torate of physical recreation, afterwards appealed for support 
for their work. She denied that they wished to form any 
organisation parallel to the Hitler youth or that they wished 
to sweep away existing voluntary organisations. The true 
aims of the directorate were to help to stimulate enthusiasm 
among young people and to make wider provision for the 
' 14-20 age-group. They did not want a feverish drive for 
fitness for fitness sake but rather the attainment of balance. 
The directorate held that physical recreation was part of a 
comprehensive scheme of health education. Miss Colson 
emphasised that if the Fisher Act could be brought into force 
the provision of day-continuation schools would do much to 
ensure the welfare of these young people. 


Sir Ernest Graham-Little has been unanimously re-elected 
chairman of the council for external students of the University 
of London for the year 1940-41. 


The deaths of Lieutenant L. H. Macdonald, M.B. Birm., 
R.A.M.C.; T/Major W. T. M. Moar, M.R.C.S., R.A.M.C. ; 
Lieutenant Dan Bradbury, M.B. Sheff., R.A.M.C., have been 
announced in recent casualty lists. 


On Tuesday, March 11 at 2.30 r.m., Mr. C. F. A. Pantin, 
F.R.S., reader in invertebrate zoology in the University of 
Cambridge, will give a paper on the origin of life to the Royal 
Institution, 21, Albemarle Street, London, W.1. 


The Association of Architects, Surveyors and Technical 
Assistants and the National A.R.P. Coédrdinating Committee 
are holding a conference on air-raid precautions. Councillors 
and administrative officers in the London area are invited to 
the Islington Central Library, 68, Holloway Road, N.7, on 
Feb. 2 at 10 a.m. The subjects for discussion will include 
air-raid shélters; medical aspects; care of those bombed 
out; and administration. 


-The American Social Hygiene Association has awarded the 
Snow medal for 1941 to Mrs. Neville-Rolfe, secretary-general 
of the British Social Hygiene Council. 
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Appointments 


DAVEY, J. B., M.B. Lond., D.T.M.: senior M.O., Tanganyika . 
Territory. 

EDEN, KENNETH, M.S. Lond., F.R.C.S. 
University College Hospital, London. 

FERGUSON, T. T., L.R.C.P.E.: deputy medical superintendent at 
Lennox Castle Institution. 

HUTCHISON, ALEXANDER, M n < ASE; F.R.F.P.S., D.P.H. 


M.O. for a Sa ond rw 

MASINA, A. H., M.B R.C.P. : R.M.O. and asst. pathologist 
at Bradford Royall infirmary. 

MCGLASHAN, FRANCE M.B. Aberd.: temp. asst. M.O. at 
Brockhall Certified miai Langho, Nr. Blackburn. 

PAST EY oe A M.B. Belf., D.T.M. & H., D.P.H. : temp. asst. M.O. 
or Dorset. i 
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DOWN 


1. Responds by kicking over 2. Certainly not an early bird 
the traces (6). to imitate (7). 

5. Add even one ion and you 3. There is a young horse in 
get a shelter problem (6). this lump of matter (4). 

9. Found in every corpuscle, 4. Saint in aspic ? (7). 
and polymorphs make much 5. The link between lobes (7). 
of it (3) 6. Presentations not always 

11. Phagedena jis spreading ta tae ). 


bit of a lawsuit in the 
partpiace of Hippocrates 


(7). : 

This bothers the anesthetist 
in cases of chest injury (6). 
Add it to this and the 
Muela: becomes inflamed 


round half Europe (7). 7. A 
12. This piece of ward equip- 
ment is a ’bus (7). 
13. Surgical detector (Two 8. 
words, 1, 3). 
14. If you have this it may this 10. 
your dentist (5). 
15. Inflamed ? So it is (4). 


18. Apices to a T (7). 


(6) 
16. A floppy state of things (5). 
20. Bring a little science to his 17. 


Little light can be thrown 


manuscript if you want the on this phobia—it is too 
breaks (7). ainful (5). 
22. Whatever does this is seldom 19. Havelock cays wrote vol- 


caught bending (7). 

25. Is this another German 21. 
invasion ? (7). 

28. ee makes jt very soothing 22. 


umes on 
This union Doas nobody 


( 
F ollows custom and—cut jt 


( out ! (6). 

29. A good egg—but only a 23. It leaps—if its anagram will 
little one (5). let it (7). 

30. Follow it by all means, but 24. *“ La République n'a pas 
you may get fooled near the besoin de ’ (7). 


top (4). 25. An unhappy return (7). 
33. Amoet nine after tho soap 26. 


(7). 

34. The man who dictates to the `27. 
editor (7). 

35. You probably find it tedious 31. 
to write this, even when you 32. 
leave the vowels out (3). 

36. Suppurates—but only if it 
gets a head (6). 

37. 10 c¢.c.—and out goes she (6). 


She has a complex, nowa- 
days ne 

Accused : of erythrodontia 
and erytbro-onychia (6). 

U for a unit of weight (4). 
Righteous spirit? Only if 
rectified (4). 


Sir Henry Head has left the greater part of his estate of 
£144,000 to the Royal Socicty for the advancement in England 
of the science of medicine. 
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(From the Army Blood-transfusion Service) 


SINCE this investigation began we have treated over 
100 cases of primary or secondary shock. The present 
report, which concerns 24 cases of secondary shock that 
were selected for systematic study, provides data suffici- 
ent to justify tentative conclusions that can be tested by 
other observers with more material at their disposal. 


The findings support the opinion and recommendations - 


expressed in the current M.R.C. memorandum (1940). 


-CASE-RECORDS 


Case 1.—Male, aged 60. Seen 24 hours after injury. 
Right leg completely destroyed from 2 in. below knee and 
small hole in abdominal wall, though splinter had not entered 
peritoneal cavity. Tourniquet had been applied 15 min. after 
injury and morphia gr. } given 15 min. later. Mentally dull 
but rational, no pain; no thirst, pallor + +, cyanosis of lips and 
fingers -+--+-, no sweating, very cold. Hb finger 100%, vein 
104%, hematocrit 40%. Pulse impalpable, B.P. not recordable. 

After I pint plasma in 15 min. P. 108, B.P. 40/?. After 
2nd pint plasma in 15 min. P. 110, B.P. 60/40, Hb finger 70%, 
vein 60%, hematocrit 25-59%. After 3rd pint plasma in 12 min. 
P. 160, B.P. 80/50. After 4th pint plasma in 23 min. P. 120, 
B.P. 105/55, Hb finger 47%, vein 45%, hematocrit 19%. 
Had by now greatly improved in colour; pain in legs and 
abdomen. Had to wait for admission to theatre on account 
of congestion, during which time B.P. fell to 80/50 and 1 pint 
blood administered. Left theatre with B.P. 100/70. Ampu- 
tation of leg through upper third of thigh, abdominal. wall 
opened and f.b. removed. Anesthetic G.O.E. After 24 
hours condition excellent ; P. 78, B.P. 115/70, Hb finger 52%. 


CasE 2.—Male, aged 26. Seen 3 hours after injury. Wound 
in left loin 8 in. in diameter; multiple superficial wounds, 
abdominal wound, small wound right shoulder. Morphia gr. $ 
40 min. after injury. Warmed with electric blanket for 45 
min. before transfusion. Mentally clear and rational, pain 
slight, thirst + +, pallor + +, cyanosis slight, no sweating, 


- hands very cold. P. 86, B.P. 50/30. 


After 1 pint blood in 20 min. P. 92, B.P. 70/60. After 2nd pint 
blood in 20 min. P. 94, B.P. 80/75. After 3rd pint blood in 20. 
min. P. 100, B.P. 95/75, colour greatly improved, operation 
started: débridement, intestinal resection. At end of 
operation P. 90, B.P. 90/70. After 24 hours P. 100, B.P. 
110/80 ; general condition good. 


CasE 3.—Male, aged 24. Seen 34 hours after injury. 
Multiple small injuries of back, legs and arms, gaping hole in 
right buttock 9 in. in diameter, buttock almost completely 
removed, perforating wound left wrist joint. Morphia gr. }° 
1} hours after injury. Warmed with electric blanket for 1} 
hours before transfusion. Mentally clear, pain + +, thirst +, 
pallor + +, cyanosis + +, sweating slight, T. 95° F., P. 82, 
B.P. 40/30, Hb ear 120%, vein 100%, hæmatocrit 43%. 

After 1l pint plasma in 20 min. P. 100, B.P. 70/40. After 
2nd pint plasma in 20 min. P. 120, B.P. 80/45. After 3rd pint 
plasma in 20 min. P. 128, B.P. 100/55, Hb, ear 80%. Greatly 
improved but pallor still extreme; 1 pint blood given in 
30 min. P. 120, B.P. 100/60. Started bleeding from buttock ; 
1 pint blood given in 30 min. During operation of débride- 
ment at which much bleeding 2 further pints blood adminis- 
tered, each in 15 min. Anesthetic G.O.E. After operation 
P. 110, B.P. 112/70. After 24 hours general candition good ; 
P. 120, B.P. 115/80, Hb 78%. 


Case 4.—Male, aged 20. Seen 4 hours after injury. 
Multiple wounds and compound fracture of both legs. Mentally 
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clear, not in great pain, thirst + +, pallor ++, cyanosis of 
nails, no sweating, complained of cold. Pulse impalpable, 
B.P. 60/30. Morphia administered. 

After 2 pints blood each taking 10 min. P. 120, B.P. 115/65. 
Great improvement in general: condition, cyanosis disap- 
peared ; treated by warming and 1 pint blood by drip until 
turn came for theatre. During operation received 1 more pint 
blood and left theatre with P. 118, B.P. 90/50. 

Case 5.—Male. Seen 2 hours after injury. Severe scalp 
wounds, one ear off, extensive laceration left arm and probably 
intrathoracic injury. Mentally clear, colour ashen grey, 
complained of painful breathing; P. 155, B.P. 70. Warmed 
and morphia gr. + administered. | 

After 4 bottles plasma in an hour P. 120, B.P. 120/70. 

Case 6.—Male, aged 23. Seen 43 hours after injury. 
Simple fracture left femur, compound fracture right femur, 
fracture left clavicle, left Colles’s fracture, abrasions head. 
Morphia gr. 4 given. Mentally clear, pain + --, thirst + +, 
colour normal, sweating nil, not cold. B.P. 75/60, P. 120. 

After l pint plasma in 8 min. P. 104, B.P. 105/80. After 
2nd pint plasma in 10 min. P. 92, B.P. 120/90. ` Anaesthetic 
begun. Had 3rd pint plasma by drip occupying 45 min. At 
end of operation P. 132, B.P. 145/50. Patient collapsed and 
died shortly afterwards. Was found to have multiple injuries, 
including fractured base, blood in c.s.f., fracture ribs,. small 
tears in liver and spleen, hemorrhage into right suprarenal. 

CasE 7.—Male, aged 30. Seen 24 hours after injury. Very 
large wound in back, involving right kidney. Had received 
morphia gr. + 2 hours after injury. Apathetic, pain + +, 
thirst ++, pallor + ++, sweating slight, cyanosis slight, 
cold, shivering. Pulse uncountable, B.P, 95/60, Hb vein 
120%, hematocrit 43%. 

After 1 pint plasma in 5 min. P. 150, B.P. 100/65. After 
2nd pint plasma in 10 min. P. 120, B.P. 105/70, Hb vein 94%, 
hematocrit 33%. After 3rd pint plasma in 30 min. P. 146, 
B.P. 110/80, Hb vein 74%, hematocrit 26%. Sent for operation 
of débridement and ligature during which received 1 pint blood ; 
2 more pints blood given next day. After 48 hours condition 
fairly good; P. 120, B.P. 110/80, but passing much blood in 
urine. Died 3 days later. 

Case 8.—Male, aged 29. Seen 2 hours after injury. 
Shrapnel wounds both legs, compound comminuted fractures 
right and left tibia and fibula, machine-gun bullet wound in 
left loin, not penetrating abdomen. Tourniquets applied to 
both thighs; given morphia gr. } an hour after injury and 
again an hour later. Put to bed with foot raised and warmed. 
Mentally clear, pain +, thirst +, pallor +, cyanosis of nails, 
sweating + +, cold, pulse impalpable, B.P. 60/40. 

One hour later, after l pint plasma in 10 min. pulse flickering, 
B.P.70/?. After 2nd pint plasma in 15 min. P. 120, B.P. 90/55. 
After 3rd pint plasma in 50 min. P. 110, B.P. 115/75. Taken 
to operating-theatre and on table for 2 hours, during which 
fourth pint of plasma administered by drip. Condition rapidly 
deteriorated when injured limbs were manipulated. Died 
few hours afterwards. 

Case 9.—Male, aged 16. Seen 14 hours after injury. 
Compound fracture right thigh, much laceration and pulping 
of bone, and compound fracture lowest third left leg, much 
laceration and pulping of bone ; gross swelling of both limbs 
above site of injury. Morphia gr. 4 45 min. after injury. 
Mentally clear, pain + -+ when moved, thirst + +, pallor + +, 
cyanosis of lips +, sweating slight, cold. P. 112, B.P. 80/55, 
Hb finger 90%, ear 95%. 

After 1 pint plasma in 12 min. P. 108, B.P. 95/70. After 
2nd pint plasma in 20 min. P. 108, B.P. 95/70. After 3rd pint 
plasma in 45 min. P. 108, B.P. 110/75. Taken to-operating- 
theatre for double amputation, during which I pint blood 
given in 28 min. and I‘ pint plasma as drip. Left theatre with 
P. 104, B.P. 120/70. Uninterrupted recovery. 


Case 10.—Male, aged 26. Seen 2} hours after being hit 
on back by lump of rock ; very large bruise left kidney region, 
with great swelling left flank, and ? left pneumothorax. 
Given morphia gr. } an hour after injury. Mentally clear, pain 
in chest +, thirst +, no pallor, cyanosis +, sweating slight, 
temperature normal, P. 130, B.P. 70/55, Hb vein 979%, hæma- 
tocrit 37%. 

After 1 pint’plasma in 15 min. P. 108, B.P. 100/50, Hb vein 
84%, hematocrit 33-5%. After 1 pint blood in 3 hours B.P. 
125. 

After 24 hours condition satisfactory. 


D 
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Case 1l.—Male, aged 28. Seen 2$ hours after injury ; 
compound fracture right femur, tibia and fibula, and fracture 
dislocation right carpus and metacarpus. No tourniquet. 
Morphia gr. } given. Mentally clear, no pain, thirst +, 
pallor -, no cyanosis, sweating -+-, temperature normal, P. ?, 
B.P. 70/50. 

After 1 pint blood B.P. 90/50. While 4 pints plasma were 
given in 1 hour 20 min. there was progressive improvement, 
resulting in B.P. 115 though bleeding continued. Excision 
of wounds and reduction of fractures begun. Left theatre 
with B.P. 110. 

CasE 12.—Female, aged 50. Seen 3 hours after injury ; 
deep wound right leg, smashed right and left feet (hanging 
by threads) with tourniquets still applied. Morphia gr. } had 
been given 30 min. after injury and repeated 2} hours later. 
Mentally clear, no pain, thirst +, pallor +, cyanosis +, no 
sweating, temperature normal, B.P. 95/65, P. 58, Hb finger 
95%. | 

After 1 pint plasma in 20 min. P. 80, B.P. 110/80. After 
2nd pint plasma in 40 min. P. 76, B.P. 118/85, Hb finger 74%. 
During this 40 min. consumed 2 cups sweet tea; colour 
greatly improved. Taken to operating-theatre for amputa- 
tion and débridement. 

After 24 hours condition good; P. 80, B.P. 115/80. Six 
weeks later B.P. when iying in bed 160/120. 

CasE 13.—Male, aged 30. Seen 2 hours after injury ; simple 
comminuted fractures of left femur, left tibia and fibula, and 
at lower ends of right tibia and fibula. Morphia gr. $ given 
an hour after injury and warmed up, but condition deteri- 
orated. ‘Tourniquet not applied until 14 hours after injury. 
Delirious, pain ~- +, pallor + + +, cyanosis +, sweating +, 
cold, P. 140, B.P. 60/30. 

After 1 pint plasma in 20 min. P. 110, B.P. 80/50. After 
2nd ‘pint plasma in 20 min. P. 100, B.P. 100/60. Condition 
improved, pallor less. Mentally normai. After 1 pint blood 
in 50 min. P. 130, B.P. 110/70. Taken to eperating-theatre 
for amputations; anasthetic G.O.E., during operation given 
1 pint blood in 60 min. Left theatre with P. 120, B.P. 110/70. 
After 48 hours condition satisfactory ; P. 92, B.P. 150/90. 


- Case 14,—Female, aged 48. Seen 5} hours after injury ; 
wound of right lower axillary region superficial to base of 
pleural cavity and right lobe of liver. Given morphia gr. ł 
an hour after injury and warmed for 3 hours before transfusion. 
Mentally rational, no pain or thirst, pallor +, cyanosis +, 
sweating +, cold, pulse impalpable, B.P. unrecordable. 

After 2 pints plasma and 1 pint blood in 40 min. colour 
improved but still pulseless. After 1 pint plasma in 56 min. 
pulse flickering, B.P. unrecordable but hands becoming pink. 
After 1 pint plasma in 45 min. pulse and B.P. improved 
progressively: P. 144, 132, 132; B.P. 80/40, 120/60, 120/60. 
At this stage was fit for surgical exploration, but this was not 
performed. Patient died during next 24 hours from hemor- 
rhage, autopsy showed bomb fragment buried in lacerated liver. 

Case 15.—Male, aged 56. 
fractured transverse processes of the lumbar vertebre, 5 
fractured ribs, fractured right clavicle and rigidity of abdomen 
suggesting hzmoperitoneum. 
warmed for 3 hours after injury. Mentally confused, pain 
-+ +, no thirst, pallor +, no cyanosis, sweating +, warm, 
P. 104, B.P. 50/35, Hb finger 110%, ear 110%, vein 108%, 
heematocrit 46%. 

After 1 pint plasma in 17 min. P. 92, B.P. 70/50. After 
2nd pint plasma in 8 min. P. 100, B.P. 85/55, Hb finger 85%, 
vein 82%, hematocrit 36%. After 3rd pint plasma in 16 min. 
P. 104, B.P. 105/65, Hb finger 80%, vein 75%, heematocrit 
33%. -Much improved, colour better, B.P. at two-hourly 
intervals through night fluctuated from 95 to 110. 

After 24 hours condition good; P. 96, B.P. 105/65. 


Case 16.—Male, aged 64. Seen 2 hours after injury ; 
compound fracture left femur, simple fracture left humerus, 
2 fractured ribs, and the following subsequently discovered at 
‘ autopsy : retroperitoneal hemorrhage, small cerebral hæmor- 
rhage, left and right hzemothorax, small wound in spleen. 
Mentally normal, pain moderate, thirst slight, pallor +, 
cyanosis slight, sweating +, cold, P. 92, B.P. 50/?, Hb finger 
94%, ear 96%, vein 106%, haematocrit 44%. 

- After 1 pint plasma in 10 min. P. 96, B.P. 56/?. After 
2nd pint plasma in 10min. P. 112, B.P. 72/50. After 3rd pint 
plasma in 15 min. P. 112, B.P. 84/50. After 4th pint plasma in 
15 min. P. 92, B.P. 100/65, Hb finger 80%, ear 84%, vein 
72%, hematocrit 31%. After 5th pint-plasma in 40 min. P. 100, 
B.P. 95/60, Hb finger 62%, vein 64%, hematocrit 26%. 
Taken to operating-theatre for débridement thigh and 


Seen 44 hours after injury ; . 


Given morphia gr. ł} and - 


extension, colour good. Left operating-theatre with P. 112, 
B.P. 100/50, having had 6th pint plasma in 65 min. Died 
24 days later. | 


Case 17.—Male, aged 22. Seen 5 hours after bomb wound 
causing mangling of left foot; tourniquet applied. Pallor 
+-+, sweating +, P. 110, B.P. 85/70. 

After 1 pint blood in 15 min. P. 96, B.P. 100/65. Take 
to operating-theatre with further pint of blood being adminis- 
tered by drip. Uneventful recovery. 


Casg 18.—Male, aged 18. Seen 3} hours after injury ; 
compound fractures right humerus, right leg, severe lacerations 
left leg, multiple wounds especially round right shoulder. 
Morphia gr. ¢ given 14 hours after injury and warmed with 
blankets. Drowsy, pain slight, thirst + +, pallor +, cyanosis 
+, no sweating, cold, pulse impalpable, B.P. 50/35, Hb ear 
92%, vein 89%. 

After 1 pint plasma in 10 min. P. 108, B.P. 80/46. After 
2nd pint plasma in 40 min. P. 110, B.P. 95/60. After 3rd pint 
plasma in 30 min. P. 130, B.P. 115/70, Hb vein 55%. Taken 
to operating-theatre with 1 pint blood by drip; extensive 
débridement lasting 14 hours accompanied by much bleeding. 
Died 6 hours after admission. 


Case 19.—Female, aged 19. Seen 3 hours after injury ; 
severe crush of both legs almost severing legs below knees, 
3 puncture wounds of abdomen subsequently found to have 
penetrated cecum, 1 puncture wound left thorax. Morphia 
gr. + given and tourniquets applied to both thighs 30 min. 
after injury. Morphia gr. 4 given 2 hours after injury. 
Mentally clear, pain severe, thirst +-+, pallor +, cyanosis +, 
sweating +, very cold, pulse impalpable, B.P. unrecordablie. 

After 1 pint plasma in 10 mm. P. impalpable, B.P. 40/un- 
recordable. After 3 more pints plasma in 60 min. P. 144. After 
l pint blood in 45 min. P. 140, B.P. 98/unrecordable,: Delay 
in transfer to theatre and in operation ; .condition deteriorated 
although drip of blood running ; blood administered in theatre 
but died 8 hours later. ; 


Case 20.—Female, aged 38. Seen 8 hours after injury ; 
multiple abrasions and large lacerated wound of face tearing 
both lips and whole of right side of cheek. Morphia gr. } 
given 6 hours after injury. Mentally clear, pain + +, thirst 
++, pallor +, cyanosis slight, no sweating, extremities cold, 
pulse uncountable, B.P. 90/60. No improvement with 
conservative measures. 

After l pint plasma in 20 min. P. 124, B.P. 120/60. Another 
pint blood administered during operation for cleaning face, 
débridement and suture of left side of mouth. General 
condition 2 days later excellent. 


CasE 21.—Male, aged 28. Seen 1} hours after injury ; 
blast effects to lungs, ruptured small intestine, extraperitoneal 
rupture of bladder, fractured pelvis, torn mesenteric vessels. 
Morphia gr. ł given 1 hour after injury. Just conscious, 
pain ++, thirst ++, pallor + +, cyanosis +--+, sweating 
moderate, stone cold, pulse impalpable, B.P. 50/? 

After I pint blood in 7 min. P. 140, B.P. 60/2 After 2nd pint 
blood in 15 min. P. 110, B.P. 80/?. After 2 pints plasma in 
52 min. P. 88, B.P. 110/70. During operation 2 pmts blood 
administered slowly. Survived 24 hours. 


Case 22.—Female, aged 20. Seen 1} hours after injury ; 
compound fracture left femur, extreme laceration left leg, 
wound right knee and left elbow, multiple small wounds and 
fractured pelvis due to splinter discovered at operation. 
Morphia gr. $+ given $ hour after injury. Mentally clear, 
pain +, thirst +-+, pallor +, cyanosis slight, sweating +-+, 
very cold, P. 70, B.P. 55/?. 

After l pint plasma in 25 min. B.P. 80/?. After 2nd pint 
plasma in 50 min. P. 110, B.P. 50/?. After 3rd pint plasma 
in 20 min. P. 110, B.P. 70/40. After 4th pint plasma in 35 
min. B.P. 85/40. After 1 pint blood in 60 min. P. 133, B.P. 
100/60. Takon to operating-theatre where 2} pints blood 
given. Died during operation. 

Case 23.—Male, aged 52. Seen 3 hours after injury ; 
fractured right femur, scalp wounds, severe bruising of back. 
Morphia gr. } given 4 hour after injury. Mentally slow, pain, 
thirst and pallor slight, cyanosis +, sweating +, very cold. 
P. 86, B.P. 60/40. 

After 2 pints plasma in 20 min. P. 88, B.P. 145/80. Opera- 
tion, pin through tibia ; 72 hours later B.P. 160/76. 


Case 24.—Male, aged 25. Soen 3 hours after injury ; 
compound fracture right tibia and fibula, puncture wounds 
both lower limbs, 3 puncture wounds shoulder, puncture: 
wound right chest. Morphia gr. $ given 4 hour after injury. 
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Mentally clear, pain --, thirst +--+, cyanosis slight, no 
sweating, cold, P. 144, B.P. 70/50. 

After 1 pint plasma in 10 min. P. 140, B.P. 85/65. After 
2nd pint plasma in 20 min. B.P. 100/70. After l pint blood in 
30 min. P. 100, B.P. 105/80. A further pint blood adminis- 
tered as slow drip during operation. Died 5 hours later, 
probably from bilateral haemothorax. | 


PRIMARY AND SECONDARY SHOCK 


Primary shock due to psychogenic and neurogenic 
influences is common among air-raid casualties which 
reach hospital soon after their injury. Most are at least 
frightened and shaken. These, from primary shock 
alone, may exhibit pallor, sweating, feeble pulse and 
low -blood-pressure or even be unconscious. Differentia- 
tion of primary from secondary shock is easy with 
extremes of injury, when the wounding is of such severity 
that immediate transfusion is obviously required and 
delay would be dangerous, or when there are no wounds 
and transfusion would be both unnecessary and foolish. 
But in intermediate cases differentiation is only possible 
by allowing a period of observation; the degree to 
which rest in the recumbent head-low position combined 
with warmth and morphia produces improvement will 
depend on how far the symptoms are due to primary 
shock. If at the end of an hour the blood-pressure is 
still below 100 mm. Hg some degree of secondary shock 
is probable and transfusion should be done before an 
anzesthetic is given. But if within the hour the blood- 
pressure rises and stays above 100 mm. Hg it may be 
assumed, even though a normal figure has not been 
completely reached, that the shock was mainly primary 
and that transfusion is not necessary for resuscitation, 
though it may well be required during operation. The 
blood-pressure should be taken every 15 min. so that 
patients who are losing way may be transfused without 
delay. In order to carry out this work satisfactorily a 
special resuscitation ward must be established between 
the reception point and the operating-theatre. Al the 
24 cases here described had either wounds so severe as 
to brook no delay in instituting transfusion or a blood- 
pressure which failed to recover to 100 mm. Hg with 
rest, warmth and morphia. 


ASSESSMENT OF SEVERITY - 


In general we have found that the blood-pressure is 
the most reliable measurable factor for assessing the 
severity of secondary shock and that other clinical 
manifestations are variable and not quantitative. 

The pulse-rate has not always been as rapid as it is 
generally assumed to be in severe secondary shock nor 
does it regularly rise in proportion as the blood-pressure 
falls. Thus 5 cases (2, 3, 15, 16, 22) had rates of 86, 82, 
104, 92, 70 with systolic blood-pressures of 55 mm. Hg 
or less, and one (12), who proved in a follow-up to be a 
- hypertensive, had a pulse-rate of 58 with a systolic 
pressure of 95 mm. In the remainder the pulse-rate 
ranged from 110 to 155 and did not appear to bear any 
constant relation to the blood-pressure. The response 
of the pulse-rate to transfusion was even more irregular, 
in strong contrast to the response of the blood-pressure. 

The mental state in 17 cases was clear and rational. 
This point which is of great practical importance—that 
the mental state is no index of the severity of shock— 
was repeatedly stressed by observers in the war 1914-18, 
who found that in the absence of head injury a clear 
normal mind was usual in secondary shock even within 
a few minutes of death. : 

As to pain, all of our 24 patients had had morphia ; 
pain is recorded as absent in 4, slight or moderate in 8 
and severe in 11, and was not recorded in 1. 

Colour-changes are common but in no way quantita- 
tive; 22 out of 24 patients showed obvious pallor and 
most had also cyanosis of the lips and nails. Extreme 
pallor in association with a relatively high blood-pressure 
suggests intense compensatory vasoconstriction. 

The general temperature of all severe cases is invariably 
subnormal and the extremities feel cold. This feature, how- 
ever, depends greatly on the atmospheric conditions, the 
exposure during transit and the efficiency of the methods 
for warming. Sweating was present in 15 cases but the 
amount was by no means related to the degree of shock. 

The records of blood-pressure are shown in table I. 
With two exceptions (7, 12) the most severely wounded 
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had the lowest blood-pressures. The two exceptions are 
instructive. Case 12 was found in a follow-up to be a 
hypertensive having a blood-pressure of 160/120 when 
lying in bed; her initial blood-pressure of 95 mm. was 
therefore a relatively large fall from normal. Case 7, 
though severely wounded and exsanguinated, neverthe 
less appeared to be capable of maintaining his blood- 
pressure at 95 mm. Hg by intense vasoconstriction. Our 
experience of over 100 cases shows that this feature is a 
real entity especially in young subjects seen soon after 
wounding. The phenomenon is suggested by an intense 
pallor in association with an unexpectedly high blood- 
pressure. In the particular case here recorded this view 
is supported by the response to transfusion, in that 3 pints 
caused a rise of only 15 mm. in blood-pressure though 
it much improved the man’s general condition. Apart 
from these two cases there has been a remarkable correla- 
tion between the reduction in blood-volume and the fall 
in blood-pressure while restoration of blood-volume by 
transfusion has been found to be associated with a 
proportional recovery in blood-pressure (tables I and 11). 


TREATMENT AND ASSESSMENT OF RECOVERY 


It is generally accepted that the symptoms of secondary 
shock are caused largely by gross reduction in blood- 
volume which leads to an inefficient circulation, later to 
irreversible tissue-cell changes owing to malnutrition, and > 
finally to circulatory failure. The obvious treatment is 
to restore blood-volume. Information is required as to 
the best fluid for this purpose, when to transfuse, in 
what amount and at what rate. From the physiological 
aspect whole blood is needed by those whose reduction 
in blood-volume is due mainly to whole-blood loss, and 
this is usually the case with those who are neither burned 
nor crushed and who are seen soon after wounding 
before complex hematological: changes have occurred. 
We have analysed our cases in relation to fluid, time, 
amount and rate but have used more plasma than blood 
with a view to obtaining information as to its efficiency 
as a volume-restoring fluid. 

It has already been indicated that transfusion without 
delay should be carried out on those with serious wounds 
and a dangerously low blood-pressure, on those whose 
blood-pressure does not recover to 100 mm. Hg within an 
hour of routine resuscitation and on those whose blood- 
pressure, observed at 15-min. intervals, continues to 
decline during the resuscitation hour. Blood-pressure 
readings have been taken during the course of transfusion 
after every 540 c.cm. of blood or plasma transfused. 
Table I sets out the observed results and a detailed 
analysis shows that a rise of 10-20 mm. H¢ is obtained 
after each 540 c.cm. transfused, the average figure for 
the series for each successive bottle up to five being 
19-1, 11 6, 16 4,18 3 and 16-7 mm. This table in conjunc- 
tion with table Irr suggests that in order to obtain a 
systolic blood-pressure of 100 mm. Hg or over it was 
necessary to transfuse not less than 50% of the calculated 
blood-loss, which may amount to 1000-3500 c.cm. in 
severe cases of secondary shock. Coincident with this 
improvement in blood-pressure there was a striking 
amelioration of other symptoms. The behaviour of the 
pulse emphasised the unreliability of this factor for assess- 
ing improvement. In a series of observations of pulse- 
rate before and after each 540 c.cm. bottle it was found 
that after twenty-one bottles the rate fell, after twenty it 
rose and after four it remained unchanged. Transfusion 
seemed to produce a fall of rate in those in whom it was 
initially rapid and vice versa. The general response to 
transfusion, and particularly in the blood-pressure, which 
appears to rise quantitatively with the amount trans- 
fused, has been a constant feature of our cases. 

The value of blood-pressure determination has been 
emphasised by observations on cases in whom there has 
been no external evidence of severe loss of blood but 
detailed investigation has shown that such loss has taken - 
place. Case 16 illustrates this point. The external 
injuries in this man of 64 were a simple fracture of one 
arm, two fractured ribs and a compound fracture of the 
femur with a small wound. Five 540 c.cm. bottles were 
required during the resuscitation period and one more 
during operation to raise the blood-pressure to 100/55. 
This patient died 24 days later from’ postoperative 
bronchopneumonia. At autopsy it was found that the 
estimated loss to the citculation could be accounted for 
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TABLE I—RELATION BETWEEN RECOVERY OF BLOOD-PRESSURE 
AND VOLUME TRANSFUSED 


© A, |a 

o > : 2 
Zol 3$ 9 B.P. after pints As 

D $ ot w 
24| 42| 3 oe 

© 2 E 1 2 3 4 5 g 
1160| Un Un 40/Un 60/40 80/50 | 105/55 Se 65 
2126| 8 50/30 | 70/60* 80/75*| 95/75* ae ex 60 
3/24) 82 | 40/30) 70/40 80/45 |100/55 Bl. ba 60 
4/20; Un | 60/30} N.R.*| 115/65* sa beg as 20 
5| 2 | 155 | 70/Un| N.R. N.R. N.R. | 120/70 si 60 
6| 23; 120 | 75/60 | 105/80 | 120/90 ee = sg 18 
7130| Un | 95/60 | 100/65 | 105/70 | 110/80 sie he 45 
8/29) Un | 60/4 70/Un 90/55 {115/75 ou Sa 75 
- 9/16] 112 | 80/5 95/70 95/70 |110/75 Bis S 77 
1026] 130 | 70/55 | 100/50 |125/N.R.* di 195 
11/28) Un | 70/50 | 90/50* Bl. Sd eg 
12150 58 | 95/65 1110/80 | 120/85 Ss ete oh 60 
13/30} 140 | 60/30 | 80/50 | 100/60 ce 7 oa 40 
1448| Un | Un N.R. N.R.* | N.R. | 80/40 120/60 |140 
15156 104 | 50/35 | 70/50 85/55 |105/65 evs me 4i 
16/64] 92 |50/Un! 55/Un 70/50 85/50 ee 95/60 | 90 
17/22) 110 | 85/70 | 100/65* a eis ay 15 
1818| Un | 50/35 | 80/45 95/60 |115/70 Ja sa 80 
19:19) Un Un 40/Un N.R. N.R. | N.R. | 98/?* |115 
2038| Un | 90/60 | 120/60 ays ni Gd Sa 20 
21128] Un 0/? 60/?* 80/?* N.R. |110/70 A 74 
22 | 20 70 | 55/? 80/? 50/? 70/40 | 85/40) 100/60*| 190 
231521 86 160/40; N.R. | 145/80 pee we is 20 
24/25] 144 | 70/50] 85/65 100/70 |105/80%| .. a ‘60 

Un = Unrecordable. N.R. = Not recorded. 


Bl. = Bleeding. P.B. = Probably bleeding. 


All transfusions were of citrated plasma except those marked * 
where citrated blood was given. 


as follows: swelling of arm and thigh 1200-1500 c.cm., 
hzmothorax 200 c.cm., hzemoperitoneum 250 c.cm., 
retroperitoneal hemorrhage 800 c.cm., external Joss at 
time of injury ?, total 2600 c.cm.-+. In all cases seen 
by us it has appeared that the loss of blood-volume can 
be accounted for by external loss and by extravasation 
into the injured area. In no case has there been any 
evidence to suggest loss of plasma in regions remote 
from a seat of injury. 

The volumes transfused (tables I and II) concern the 
amount necessary to relieve secondary shock prior to 
operation. It must be remembered that delay in opera- 
tion after resuscitation may be associated with detericra- 
tion in general condition first from continued blood-loss 
and secondly from excretion of the citrate portion of 
the transfused plasma or blood. MResuscitated patients 
should be regularly observed, and if necessary transfusion 
should be continued during the period of delay. Further- 
more, most cases suffer hemorrhage at operation. No 
less than 15 of our 24 cases required transfusion during 
the operation itself. 

In general we have concluded that the amount to be 
transfused should be governed by the blood-pressure 
response, on which a watch should be kept during any 
delay as well as during operation. As to rate we have 
formed the opinion that the first two 540 c.cm. bottles 
should be administered rapidly, each bottle occupying 
about 15 min. Further amounts, except when the 
blood-pressure is dangerously low (75 mm. or less), should 
be given at a slower rate and be governed by clinical 
judgment. Transfusion with a blood-pressure in the 
region of 100 mm. Hg should be continued as a drip, 
allowing a rate of one bottle in 3—4 hours. This last 
procedure is a good safety measure to tide over any 
delay in operation, while the transfusion, administered 
by cannula, can accompany the patient to the theatre 
and then be speeded up if there is any sudden hemor- 
rhage or rapid deterioration in general condition. 


HEMATOLOGICAL ASPECT 


Of our 24 cases, 9 have been investigated hamato- 
logically, some more completely than others ; 8 have been 
sufficiently examined for the serial hæmoglobin or 
hematocrit determinations to permit of calculation of 
the blood-volume at the beginning of treatment by the 


method described by Bushby, Kekwick and Whitby 


(1940). When the blood-volume is known a shrewd 
estimate of the blood-loss can be made by assuming an 
approximate normal blood-volume of 5} litres for a man 
and 5 litres for a woman. Table 11 shows that it is possible 
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to sustain an acute loss of as much as 34 litres of blood 
and yet survive provided that reasonable restoration of 
blood-volume is carried out quickly and adequately. 
There can be little doubt that if these cases had suffered 
the delay in treatment which is almost inevitable with 
battle casualties most of them would never have reached 
a dressing station alive. The series provides examples 
of both the accuracy and the fallacy of the method for 
estimating blood-volume. As to accuracy, case 15 was 
examined by consecutive hematocrit measurements of 
venous blood and estimations of the hemoglobin content 


of capillary blood ; the blood-volumes calculated from 


these different angles were close—3:9, 4:0, 3-8, 4-1 litres 
respectively. Fallacy is well shown by case 16 where an 
autopsy two days later made it clear that he was actively 
bleeding at the time of investigation. Continuance of 
bleeding renders the calculation inaccurate, biasing the 
result towards underestimate of blood-loss in direct pro- 
portion to the amount of bleeding. From the clinical aspect 
there can be no doubt that continuance of bleeding is the 
comunonest cause of failure to affect a rise in blood-pressure 
despite adequate transfusion. Table 1 sets out the 
calculated blood-loss, the total and protein fluid restored 
to the circulation, and the effect of this on the blood- 
pressure. The results show that when the calculated 
blood-loss is restored to the extent of 50% or more the 
effect on the blood-pressure is usually satisfactory. These 
hematological results therefore confirm the accepted 
clinical belief that transfusion should continue until 
blood-pressure has been satisfactorily restored. Butthey 
also provide a valuable check on clinical impression. For 
example, case 16 shows that when the calculated blood- 
loss is disproportionately small in relation to the amount 
of fluid necessary to restore blood-pressure, continuous 
unrevealed bleeding should be suspected. There are also 
other, perhaps uncommon, causes of a sustained low 
blood-pressure in a wounded man besides reduced blood- 
volume. The simple hematological check combined with 
good clinical judgment can prevent such cases from having 
a gross excess of fluid transfused in an effort to restore 
blood-pressure, so avoiding the danger of pulmonary 
oedema. 

Table II analyses the fluid administered in terms of its 
protein content—that is, of that portion of the fluid 
which will remain in the circulation, in contrast to the 
crystalloid portions which are invariably excreted fairly 
quickly. The results show the effect on blood-pressure 
up to the end of the resuscitation period. The importance 
of maintaining the good effect during the operation period 
has already been stressed. For this permanent result 
only the protein fraction can be considered effective. 


TABLE II—HZMATOLOGICAL FINDINGS AND RELATION OF 
CALCULATED BLOOD-LOSS AND INTRAVENOUS FLUID 
REPLACEMENT TO BLOOD-PRESSURE BEFORE AND AFTER 
RESUSCITATIVE (BUT NOT OPERATIVE) TREATMENT 
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1 |104|100| .. | 24 | 3500 | 2160 | 1540 |Un/Un 105/58 62 
3 |.. | .. |120| 34 | 2250 | 1620 | 1155 | 40/30 | 100/55! 72 
7 |120] .. | .. | 24 | 2000 | 1620 | 1155 | 95/60 | 110/80] 80 
9 es 90 95 13 ee ee oe Ld ee ee 
10 | 97] .. 22 | 1100 | 1120 | 825 | 70/55 1251, 100 
12 |.. | 95|.. | 3 | 1200 | 1080 | 770 | 95/65 | 120/85; 90 
15 |108;110|110| 4% | 1600 | 1620 | 1155 | 50/35 | 105/65| 100 
16 |106| 94; 96) 2 500* 2700 | 1925 | 50/Un| 95/60/2540 
18 | 98| .. | 92] 3% | 3000 | 1620 | 1155 | 50/35 115/70 54 


* Probably bleeding. Un = Unrecordable. N.R. = Not recorded. 


Hence it is essential that the transfused protein fraction 
should be not less than 50% of the fluid lost and preferably 
more, bearing in mind that with Army Blood-transfusion 
Service plasma of every 7 pints transfused 2 are lost as 
crystalloids. The experimental results of Magladery, 
Solandt and Best (1940) showed that a protein replace- 
ment of at least 40% was required when treating hemor- 
rhagic shock with serum.. 
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The results shown in table 11 provide some suggestive 
facts concerning the phenomenon of hsemoconcentration. 
There is in the first place no glaring evidence that this 
is at all marked in cases not suffering from burns or crush 
injuries who are seen within 4$ hours of wounding, in 
that in 7 out of 9 cases neither the capillary nor venous 
hemoglobin before beginning treatment has been above 
110% (range 94—110% ) though in 2 cases the hæmoglobin 
has reached 120%. Likewise there is no obvious evidence 
of hemodilution, or, in 4 cases, of any gross discrepancy 
between venous and capillary hemoglobin values. This 
is not to say that hzemoconcentration may not be found 
in more advanced cases, in whom there is a longer period 
between wounding and observation, but it seems that 
the cardinal symptoms of shock can be present without 
much hzemoconcentration. The point can only be decided 
with certainty by serial observations of hemoglobin or 
hematocrit or both before treatment is begun. 


MISCELLANEOUS OBSERVATIONS 


Plasma.—The citrate plasma transfused (165 pints) to 
the cases recorded here as well as in our whole series has 
been from 10 to 56 days old. The maximum given to any 
one case has been six 540 c.cm. bottles. There have 
been rigors in 3 cases but we have noted that almost all 
seriously battered and frightened casualties show some 
degree of shivering even before resuscitation has begun. 
Investigation of these cases has shown no evidence that 
the rigors were due to old plasma, opalescent plasma, 
plasma with clots or refiltered plasma. 

Blood or plasma.—Both fluids appear to be equally 


efficient for restoring blood-volume, in agreement with the ' 


experimental results of Buttle, Kekwick and Schweitzer 
(1940). Of the 24 cases, 14 were treated with plasma 
alone, 4 with blood alone and 6 with plasma and blood 
during the resuscitation period. More plasma than blood 
was used mainly for the purpose of collecting data, but 
we have formed the opinion that when the amount of 
transfused fluid needed reaches three 540 c.cm. bottles 
or more at least one bottle in three should be blood. 
Alkalosis.—It is well known that shocked patients 
may show a varying degree of acidosis. It is sometimes 
asked whether the amount of sodium citrate given in a 
large transfusion may not cause alkalosis. The CO,- 
combining power of the blood was determined in case 16 
only ; this patient received in 3 hours six bottles of 
plasma containing approximately 28 grammes of sodium 
citrate. The first determination was made after 18-19 g. 
had been given and was 35 volumes %. After 28 g. the 
CO,-combining power was 53 volumes %, and early the 
following day 62 volumes %. In this case a large amount 
of citrate given relatively quickly did little more than 
aid in the correction of an acidosis, which was probably 
much severer than the first of our readings indicates, and 
it seems unlikely that sufficient citrate to be dangerous 
could be given in the form of stored blood or plasma. 


DISCUSSION 


In our experience the wounds in air-raid casualties 
have been multiple and severe. So much so that had 
it not been for the promptitude with which they have 
been treated most of the patients recorded here would 
have died. Only the less severe cases would drift slowly 
into the condition of shock which is found in battle 
casualties. Hence these preliminary results do not 
necessarily contradict observations made during the war 
1914-18. With these severe injuries the onset of symp- 
toms of shock appears to be rapid and the cardinal sign 
of the condition, a sustained and progressive lowering 
of the blood-pressure, is well established within a few 
hours. Lowered blood-pressure as well as some of the 
other features of secondary shock (sweating, thirst, 
pallor) are also found in primary shock. 
seems wise to differentiate primary from secondary by 
allowing a period of observation, during which rest in the 
recumbent head-low position is combined with warmth 
and morphia, before resorting to transfusions, unless the 
nature of the wounds makes it obvious that the patient 
must have suffered the reduction in blood-volume which 
is the cause of the cardinal sign of secondary shock. 
This small series emphasises that, in the earlier phases, 
a blood-pressure reading is the only reliable measurable 
observation and that pulse-rate does not always rise as 
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blood-pressure falls. Pulse-rate may be dangerously 
misleading. 

Our results justify the conclusion that reduction in 
blood-volume demands a reasonably quantitative re- 
placement of protein fluid if a permanent improvement 
in condition is to be obtained and maintained through a 
perhaps severe operation. In some cases the amount of 
fluid required is almost unbelievably large but with each 
successive pint transfused there should be an appreciable 
rise in blood-pressure of 10-20 mm. Hg. If this does 


_ not occur continued bleeding should be suspected. Never- 


theless, over-enthusiasm for quantitative replacement has 
its dangers. An overfilled circulation is almost as great. 
a menace as one which is dangerously emptied. When 
hematological tests can be performed these supply a 
valuable check on the blood-pressure’ readings which 
should, whenever possible, never be omitted. In the 
absence of blood-pressure readings attention should be 
paid to the volume of the pulse rather than to the rate. 
Our impression is that 2 pints can be administered quickly 
without risk to a case of secondary shock with a blood- 
pressure below 100 mm. Hg. If this produces the antici- 
pated rise in blood-pressure more can be administered with 
safety, though if the clinical condition has equally im- 
proved the rate of administration can be judiciously slowed. 
Butifthereis noimprovementin blood-pressure with 2 pints 
quickly administered, and continued bleeding is neither. 
obvious nor likely, a short time should be allowed for 
warmth and fluid by mouth to bring about that later 
improvement in blood-pressure which a number of cases 
appear capable of effecting. This is a better practice 
than continuing with a large rapid transfusion which 
carries with it a danger of pulmonary cedema if the cir- 
culation is overfilled. The rate of administration after 
the first 2 pints requires sound clinical judgment. But 
whenever there is clear evidence of gross loss of blood 
an approximately quantitative replacement should be 
aimed at. 


SUMMARY 


In observing 24 cases of secondary shock a sustained 
and serious fall in blood-pressure, in spite of simple 
resuscitation procedures, has been found to be the one 
reliable clinically measurable criterion of the severity of 
the condition. The pulse-rate is unreliable. 

Simple haematological investigations combined with 
plasma transfusion provide a helpful check on deductions 
made from blood-pressure readings with regard to the 
amount of fluid that needs to be transfused. 

As a rough rulearise of 10-20 mm. Hg can beanticipated 
from every 540 c.cm. transfused, provided that bleeding 


has ceased and that no other causes of loss of circulatory 


fluid are operating. 

Plasma and blood are equally effective for restoring 
blood-volume. With large transfusions 1 pint in 3 may, 
with advantage, be blood. 

An approximately quantitative replacement of lost 
fluid is required. At least half of this should be protein 
fluid, otherwise the restoration of blood-pressure will be 
only temporary and an operation will not be well borne. 

Transfusion should continue during any delay before 
operation as well as during operation, especially if more 
blood is likely to be lost at that time. 


The observations reported here have been carried out by 
two teams consisting of a clinical observer, who recorded 
blood-pressure, pulse-rate and other clinical facts, a hema- 
tologist, a “‘ transfuser ’’ and one or two V.A.D. nurses. These 
have devoted their whole time to recording results unhampered 
by other work. Even with this generous allotment of per- 
sonnel it has not been possible for any team to deal with more 
than 3 or 4 cases in a period of six hours. We are grateful 
for the assistance of Captains J. E. Vaughan-Jones, S. Glaser 
and H. Ellis, Lieutenants H. W. Bailie, J. Dean, W. Wynne- 
Willson, Ethel Whitby, Faith Poles and Joyce Morgan, 
Q.M.S. Bushby and Staff-Sergeant R. Blake, all of the 
R.A.M.C.; and for the facilities afforded by the staffs of the 
Bristol Royal Infirmary and Southmead Hospital. 
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SULPHATHIAZOLE IN CEREBROSPINAL 
FEVER 


By H. StanLtEy Banks, M.D. Glasg., D.P.H. 


MEDICAL SUPERINTENDENT, PARK HOSPITAL, L.C.C. 


INTEREST in sulphathiazole (2-p-amino-benzene-sul- 
phonamide-thiazole), M. & B. 760, Thiazamide or Ciba 
3714, since January, 1940, has been chiefly focused on its 
action in staphylococcal and more recently in pneumo- 
-coccal infections. Gsell (1940) reported favourably on 
the treatment of pneumococcal, gonococcal, coliform 
and meningococcal infections with this drug, and 
described 7 cases of cerebrospinal fever, all of which 
recovered. Since then, apart from a brief reference of 
my own to 15 cases (Banks 1940a), I have been able to 
trace only three articles on the use of sulphathiazole in 
cerebrospinal fever, all in Hungarian journals, and have 
been unable to obtain translations. In America there 
is a disposition to view with disfavour the employment 
of sulphathiazole in meningitis because it achieves only 
a low concentration in the cerebrospinal fluid. Accord- 
ing to Rammelkamp (1940) ‘‘sulphathiazole diffuses 
irregularly into the cerebrospinal fluid and therefore has 
not been used in meningitis.” Carey (1940) goes so far 
as to state that “it should not be used in meningitis, as 
its concentration in the spinal fluid reaches only from 10 
to 30% of that in other body fluids.” I hope to show, 
however, that this conclusion is contradicted, at least for 
meningococcal meningitis, by the success obtained in 
practice, although I admit that Carey’s, premises are 
substantially correct. 


Sulphathiazole treatment was adopted at the Park 
Hospital in May, 1940, and used exclusively during the 
post-epidemic period, May 15—Dec. 27, 1940. The cases, 
on the whole, were intermediate in severity between 
those of the epidemic period (January—May, 1940) and 
those of the two previous seasons of sporadic incidence, 
1937-38 and 1938-39, when other sulphonamide drugs 
were used. Of the 96 cases treated with sulphathiazole 
17 were classified as mild, 50 as moderate, 26 as severe 
and 3 as very severe. Exactly a third (32 cases) had 
petechial or purpuric rashes. It was difficult to make 
an accurate clinical assessment of severity, owing to 
the exceedingly rapid improvement effected even in the 
most severe cases by sulphathiazole, especially by an 
intravenous injection. For the same reason the meningo- 
coccus could not’be demonstrated in a considerable 


TABLE I— RESULTS OF CHEMOTHERAPY IN PREVIOUS ‘SERIES 


1937-28 * | 1938-39 sae Viv a 

Age-group (sporadic) (sporadic) (epidemic) 
(years) aes DC Nes eee tas _ 
Cases | Deaths | Cases | Deaths | Cases | Deaths 

Underi .. 10 | 1 10 1 13 6 

l-5 vi 10 2 22 1 32 3 

5-20 23 | 2 24 1 39 1 

20-40 .. 21 ' 4 19 0 38 1 

Over 40 .. t) 2 5 2 12 1 

Total = 70 11 80 5 134 12 

Case-fatality rate .. 157% 6:25% 9% 


* Serum and sulphanilamide. 
t Sulphanilamide or sulphapyridine, or both. 


proportion of cases. Many of the patients had had one 
or more doses of sulphapyridine in the general hospital 
from which they were transferred. Thus, though all 
were typical clinical cases and had turbid or purulent 
cerebrospinal fluid the meningococcus was seen or grown 
in 66 only; typing in 25 cases showed 17 of group I, 
5 group II and 3 inagglutinable. Of the whole series 
7 had had sulphapyridine treatment before admission for 
thirty-six hours or more; 4 of these were judged to be 
recovering on admission and were accordingly excluded 


and classed with the sulphapyridine series. The remain- 
ing 3 cases had a dosage of su phapyridine which is not 
unusually given but which 1 am now convinced is 
dangerously Jow—e.g., 6 g. daily for an adult, or 1 g. 
daily, for an infant of 10 months. Of these cases 2 still 
had meningococci in the C.S.F. after two and a half days 
of treatment, a thing which never occurred after sulpha- 
thiazole in standard dosage, and the third case had 
flakes of exudate still coming away through the lumbar- 
puncture needle. All 3 rapidly recovered on sulphathia- . 
zole and were therefore allocated to the sulphathiazole 
series. 

In 52 of the 96 cases one or more doses of sulpha- 
pyridine had been given before admission, and in 44 cases 
sulphathiazole was the only treatment. Serum had 
been given to 2 cases only before admission, and was 
without appreciable effect. Experience of this series has 
confirmed my opinion that there is no demonstrable 
advantage in combining serum with chemotherapy, pro- 
vided that the drug is given in adequate dosage and 
intravenously if necessary. The effect of adequate 
chemotherapy is usually demonstrable within twelve 
hours, while the effect of serum takes two or three days 
to show itself. 


TABLE II—SULPHATHIAZOLE SERIES, MAY—DECEMBER, 1940 


Age-group Sulphathiazole | | aera 


Deaths 
years | 
(years) Mainly Wholly | 
“ | auhen Boe ete 
Under 1 4 2 : 6 
1-5 T 13 20 
5-20 11 13 24 1 
20-40 20 y , 29 
40-50 5 4 ` 9 ' 
50-60 .. 3 3 6 = 
Over 60 .. 2 fs 2 ar 
— 52 44 96 | 2 


Results of treatment in three series of cases treated in 
this hospital since chemotherapy was introduced are 
given in table I (see Banks 1938, 1939, 1940b). The 
age-grouping is somewhat similar in both tables except 
that, in the sulphathiazole series (table 1) the proportion 
of infants is somewhat lower and of patients over forty 
somewhat higher. In 1937-38 treatment was by serum 
and sulphanilamide. In 1938-39 and in January—May, 
1940, treatment was by sulphanilamide or sulphapyridine 
or both drugs combined. Results in the present series 
of cases (table Ir) treated with sulphathiazole alone, or 
with a few preliminary doses of sulphapyridine, compare 
favourably with those of all three previous series. The 
case-fatality rate of 2-1% in the sulphathiazole series is 
actually the lowest yet obtained in this hospital. In 
assessing these figures some regard should be had to the 
relative mildness of post-epidemic as compared with 
epidemic cases and also to the fact that our technique 
has improved as experience of chemotherapy has 
matured. Sulphathiazole has not yet been tested under 
epidemic conditions. Nevertheless, it has already given 


‘satisfactory results in some very severe cases, such as 


cases 4 and 5 below. The single case in which it failed 
was a fulminating one with early and absolute coma 
similar to those which so often proved fatal during the 
epidemic period, when sulphapyridine was the drug 
employed. Taking all things into consideration, I regard 
sulphathiazole as the most satisfactory drug which I 
have so far used in meningococcal meningitis. 


DOSAGE AND TOXICITY 
I followed the dosage scheme which I originally 
adopted for sulphanilamide and later for sulphapyridine 
in the treatment of meningococcal meningitis. 


Age-group .. Under2 2-5 5-10 10-15 Over 15 
Daily dose (g.) .. 3 4} 6 T$ 9 


This scheme was maintained for an initial period of two 
to three days according to severity ; then two-thirds of 
the dose was given for two days and finally one-third for 
a further two days. The period of administration is six 
to seven days and the total amount of the drug given is 
40-50 g. for an adult. The drug is given four-hourly 
during the initial period and thereafter four- or six- 
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hourly according to convenience. The first or “loading ” 
dose is } g. higher than the average dose for a child 
(except an infant under six months) and }3 g. higher for 
an adult. In all severe cases, especially those in coma, 
those who cannot or will not swallow, and those who are 
vomiting, the drug should be given intravenously for 
one or two doses, and thereafter by mouth or stomach- 
tube. The 5% sodium solution may be given intra- 
muscularly if intravenous injection is impracticable. 
Intrathecal injection should never be given ; the solution 
is dangerously irritating. A dose of 20 c.cm. (1 g.) of 
the sodium solution given intravenously is usually 
sufficient for an adult; 40 c.cm. may be given in a very 
severe case. For a young child or infant 10 c.cm. ($ g.) 
suffices. The external jugular vein is a convenient site 
for injection in infants. 

Such dosage of sulphathiazole has so far proved to be 
almost entirely non-toxic, and this is the great advantage 
of the drug over sulphapyridine. Nausea, vomiting 
and consequently dehydration were rare; only 7 cases 
vomited twice or more. A single intravenous injection 
of sodium sulphathiazole seemed to stop the vomiting 
strikingly in 2 children ;. in another case an enema had 
the desired effect. There was neither mental depression 
nor disorientation such as are common with sulphapyri- 
dine, and cyanosis was absent or slight. Drug rash, 
drug fever, erythema nodosum and hematuria (all of 
which are said to be fairly common with sulphathiazole) 
were not encountered in this series, possibly owing to 
the relatively short periods of treatment. Slight leuco- 
penia occurred in 1 case, a boy aged three years who 
received 24 g. of sulphathiazole in seven days ; his white 
cells numbered 4600, with 70% polymorphs on tbe 
seventh day of treatment ; the drug was stopped imme- 
diately and the next day the white cells were 5500 and 
thereafter steadily increased. This relative non-toxicity 
of sulphathiazole justifies the high initial dosage of 3 g. 
daily for infants and 9 g. daily for adults. I believe that 
dosage of any of the three sulphonamide drugs should 
never be lower than this in meningitis. 

Sulphapyridine is still often given in what might be 
called the ‘‘ pneumonia dosage ’’—6 g. daily (after the 
two preliminary ‘“‘ loading doses ”) in adults, and about 
1 g. daily in infants. I quote 2 examples which serve to 
indicate that these amounts are inadequate and therefore 
may be dangerous in meningitis. 


CASE 1.—A woman of 54 was admitted to a general hospital 
semi-comatose, with petechial rash on body and limbs, neck 
rigidity, pharyngitis and bronchitis. The C.S.F. was purulent 
and contained meningococci. She was treated with 20 c.cm. 
Soluseptasine intravenously, followed by sulphapyridine 6 g. 
daily for two and a half days, when she was transferred to the 
Park Hospital. She was still semi-comatose, with neck 
rigidity and a petechial rash ; the C.S.F. contained over 5000 
cells per c.mm. and still showed meningococci in films, 
although they did not grow on culture. She was put on 
sulphathiazole 9 g. daily. In 48 hours the C.S.F. contained 
355 cells per c.mm. (mononuclears 60%) and no organisms, and 
she was rational and comparatively well. During ten days 
she. received 15 g. of sulphapyridine and 43 g. of sulphathia- 
zole. Eleven days after the drug was stopped she relapsed ; 
meningeal signs reappeared and the C.S.F. was again turbid, 
with over 1000 cells per c.mm. but no organisms demonstrated. 
She was put on a second course of sulphathiazole, beginning 
with 12 g. in the first twenty-four hours, followed by 9 g. in 
the next three days; the dosage was then gradually reduced. 
During the relapse she had 64 g. sulphathiazole in eight and 
a half days, at the end of which period blood-counts were 
normal. She made a complete and rapid recovery from the 
relapse. 


This was the only relapse in the whole series and I 
consider it to be associated with the low dosage (6 g.) of 
sulphapyridine in the first two and a half days. 


CasE 2.—A boy aged 10 months was admitted to a general 
hospital with the diagnosis of pneumonia. Sulphapyridine 
1 g. was given thrice daily for two and a half days. Increasing 
neck rigidity, irritability and tense fontanelle ; lumbar punc- 
ture then yielded a turbid C.S.F. still containing meningococci. 
He was transferred to the Park Hospital where 1 g. of sulpha- 
thiazole was given as a loading dose, followed by 3 g. daily 
for three days ; the dose was then gradually reduced. Within 
three days all neck rigidity had disappeared and recovery was 
rapid. He was discharged after seventeen days. 


I do not know why infants and young children require 
an amount of the drug two or three times as high in pro- 
portion to body-weight as that which is appropriate for 
adults. I do know, however, that they tolerate it and 
that any less amount may be dangerous. These were 
the only 2 cases in the series in which meningococci were 
demonstrated as long as two and a half days after chemo- 
therapy began, and I think that the dosage of sulpha- 
pyridine was dangerously low. 


` 


` COMPLICATIONS 


Paresis of the right sixth cranial nerve developed in 
5 cases, of the left in 1, of both sixth nerves in 1 and of 
the right seventh in 2. These pareses all cleared up in 
periods ranging from a few days to three months. The 
serious lesion of the eighth nerve which results in 
absolute deafness is noted under ‘“‘ sequelæ.” Arthritis or 
bursitis occurred in 8 cases, involving variously the 
fingers, wrist, elbow, shoulder and knee-joints. The 
synovial fluid was often turbid but the joints cleared up 
in a few weeks or less. Glycosuria was present for two 
days after admission in one case, a woman of fifty, and 
there was no ketosis. Shallow sprawling vesicles and 
ulcers in the purpuric areas of the rash were noted in 
3 cases, and were probably meningococcal in origin. 
No organisms were isolated from these ulcers or from 
joint exudates, probably owing to the effect of the drug. 
In one case there was a relapse of the meningitis. 

There were only 2 deaths in the whole series. The 
first was a fulminating case in a man of forty-five who 
was found in absolute coma and died within twenty-one 
hours of admission. He had a total of 64 g. of sulpha- 
thiazole. The other patient (case 3) died six hours after 
admission—before sulphathiazole could be effective. 


Case 3.—A soldier aged 19 was admitted on the second day 
of disease complaining of intense headache and pains in limbs. 
There was a profuse petechial rash on trunk and limbs, con- 
siderable neck rigidity and some head retraction. He was 
restless and irritable when disturbed, and drowsy, but not 
comatose. The C.S.F. was slightly turbid, under pressure 
and contained meningococci. He was difficult to manage at 
lumbar puncture and was therefore given morphine gr. $ and 
hyoscine gr. 7}, hypodermically. Four hours later he was 
still rather restless, the pulse was good, respirations not 
shallow, but the pupils were contracted; he was swallow- 
ing drinks quite well. Two hours later he was found by the 
nurse pulseless and moribund and with pupils widely dilated. 
He died five minutes later, six hours after admission. Treat- 
ment was by sulphathiazole 2 g. by mouth on admission 
and 1} g. four hours later, a total of 3$ g. At autopsy there 
was moderate congestion of the meningeal vessels and some 
sero-fibrinous exudate about the optic chiasma and in the 
sulci. 


This death was unexpected. He was a healthy young 
man and with only a moderately severe attack of 
meningitis which we had expected to cure rapidly by 
chemotherapy. An experience of two or three similar cases 
suggests that the morphine and hyoscine was an indirect 
cause of this death, although there was no actual evidence 
of morphine poisoning. In acute meningitis hypodermic 
morphine is best restricted to gr. 4 at any one dose. 


SEQUELZ . 

The only sequela of practical importance was deafness. 
This is a nerve deafness, often absolute, permanent and 
bilateral, and it is now a serious public-health problem 
and calls for special measures of aftercare. -In 2 cases 
the deafness was fortunately partial and cleared up in a 
few days. No less than 5 patients developed absolute 
or nearly absolute deafness; in 4 it was bilateral and 
1 unilateral. The ages were 3, 4, 6, 32 and 54 years 
respectively. In at least 2 cases a vestibular lesion 
causing difficulty in balancing was present in addition, 
but this cleared up or was compensated almost completely 
after several weeks. The deafness in 2 cases was noted 
on the day before admission to hospital, and. in the other 
3 cases, all young children, it was probably present on 
admission. In only one case was any sulphonamide 
drug given, and then only g. 4, before signs of deafness 
appeared. Deafness in meningitis thus appears in the 
early acute stage, is not due to the drug and was appar- 
ently cured in only 2 cases out of 7. The apparent 
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increase in deafness following cerebrospinal fever in the 
last few years is probably a result of the high proportion 
of recoveries now being obtained by chemotherapy. A 
follow-up scheme should now be instituted to ensure for 
the affected children facilities for special education and 
training, and for the adults training in lip-reading. 


CONCENTRATION OF SULPHATHIAZOLE IN BLOOD AND C.S.F. 


It is apparent from these results that sulphathiazole is 
an effective drug in cerebrospinal fever, yet the concen- 
tration of the drug in the C.S.F. is much lower for a given 
dose than that of sulphanilamide and somewhat lower 
than that of sulphapyridine. Even in the blood-stream, 
concentrations higher than 6 or 7 mg. per 100 c.cm. 
are rarely obtained owing to the rapidity of absorp- 
tion and excretion. The concentration curve in the 
C.S.F. does not follow that in the blood, but flattens out 
as the blood-concentration rises, so that it seldom rises 
above 1:5 mg. per 100 c.cm. Only in one patient, a lad 
of eighteen, was the concentration in the C.S.F. as high 
as 3-1 mg. When the concentration in the blood is at 
its highest the value in the C.S.F. is only about 15% of 
that in the blood. In the early and late stages of the 
period of administration, however, the concentration in 
the C.S.F. may reach as high as 40% of that in the blood. 
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The graph given here is a composite one representing a 
simultaneous blood and C.S.F. estimation in 8 different 
patients of widely different ages and at different times 
after the beginning of treatment. Care has been taken 
to eliminate any cases in which the previous administra- 
tion of sulphapyridine might invalidate the result. The 
ages of the 8 patients represented in the successive esti- 
mations were 15, 50, 15, 54, 8, 3, 19 and 35. 

Table 1n gives the concentrations in the C.S.F. of 15 
other cases in different age-groups. All cases represented 
in the graph and table were treated according to the 
standard dosage scheme, with its much higher dosage in 
proportion to body-weight at the younger ages. Never- 
theless this factor appears to have had little influence on 
the concentrations in the C.S.F. In the 15 cases the 
average concentrations in the C.S.F. after the beginning 
of treatment were : at 18 hours 0-8 mg. ; at 36—40 hours 
1:05 mg. ; at 48-60 hours 1:29 mg. ; at 96 hours or later 
0-5 mg. per 100 c.cm. 


TABLE III—CONCENTRATION OF SULPHATHIAZOLE IN C.S.F. IN 
MG. PER 100 o.cM. 


Age-group Hours after treatment began— 


Cases 
(years) 18 36-40 | 48-60 96 + 
1-3 4 05 = 1-6 0-6 
1-0 0-5 
6-7 2 im a = 0-6 
0-3 
17-19 2 == 0:83 = 0-5 
21 1 = 2-0 1:7 tr 
28-41 6 0-9 0-7 1-1 
0-9 0-78 fare 
0:85 
Average 15 cases Ea 0:8 1-05 1-29 0:5 


Every one of the cases represented in the graph and 
table recovered rapidly. Accordingly it appears that 
relatively low concentrations in the C.S.F., varying from 
0-8 to 1-3 mg. per 100 c.cm. in the first three days, are 
effective. It would be unwise, however, to use these 
data to justify any reduction in the dosage during the 
initial period. 


COURSE OF THE DISEASE WITH SULPHATHIAZOLE 


Except for 2 or 3 very severe cases recovery was rapid. 
Patients were comfortable and rational within twenty- 
four hours, and children were often found sitting up in 
bed within this period. After the first lumbar puncture 
in many cases the C.S.F. was not examined again, since 
experience has shown lumbar puncture to be unnecessary 
for treatment, except in rare instances where slow pulse 
or respirations or great restlessness and headache indicate 
high pressure in the fluid. However, 46 specimens of 


‘C.S.F. were examined within forty-eight hours after the 


diagnostic lumbar puncture had shown meningacocci to 
be present. Of these, 5 specimens were taken within 
twelve hours, all of which were free from organisms ; 
23 were taken from twelve to twenty-four hours after 
diagnostic puncture, and of these only 6 showed meningo- 
cocci in films, with no growth on culture ; 11 specimens 
were taken between thirty-six and forty-eight hours after 
diagnostic puncture and all except one were not only free 
from organisms but showed a great reduction in the cell- 
count and a considerable percentage of mononuclears 
already present. This suggests that bacteriostasis was 
effected within twenty-four hours; that, in the great 
majority, phagocytosis of free organisms had also taken 
place within this period; and that within forty-eight 
hours the process of absorption of the exudate was well 
advanced. 

The following are examples of very severe cases success- 
fully treated with sulphathiazole. 


CaSsE 4.—A male infant of four months had been vaccinated 
a fortnight before admission and had been nightly to a public 
shelter. Severe illness began forty-eight hours before 
admission. On admission, on Dec. 3, 1940, the infant was 
suffering from both severe meningococcal meningitis and 
acute pneumonia. He was cyanosed, the ale nasi were mov- 
ing freely and respirations were rapid and grunting. The 
temperature was 96° F. on admission (a collapse temperature 
which later rose to 101°F.), pulse-rate about 160, almost 
uncountable, and respirations 70. Sticky rales all over chest 
and over the right lower lobe dullness to percussion and coarse 
moist råles. The skin showed a few petechial spots on trunk 
and thighs. The neck was rigid. Lumbar puncture pro- 
duced a few c.cm. of creamy purulent fluid, containing 53,800 
cells per c.mm. and meningococci in films and culture (group 
1). His condition was desperate and he was given at once 
10 c.cm. (05 g.) of the solution of sodium sulphathiazole 
into the jugular vein and put into an oxygen tent, whence he 
was removed for feeding every two hours. One tablet of the 
drug (05 g.) was given by mouth four-hourly for four days 
and then gradually reduced. Improvement was very gradual. 
He remained in the oxygen tent for seven days. His tempera- 
ture settled to normal in ten days. Pulse-rate remained about 
160 and respirations 70 for four days and then gradually 
slowed. His chest was clear of gross signs within four days 
but some bronchitis remained for two weeks. On Dec. 16 
a blood-count showed secondary ansemia, Hb. 62%, and a 
leucocytosis of 15,100, with 559% polymorphs. His anemia 
was treated and he was soon quite well. It was not possible 
to determine the infecting organism of the pneumonia. 
Sulphathiazole was evidently effective, however, against both 
meningeal and pulmonary infections in an infant whose 
condition on admission was well-nigh desperate. 


Case 6.—A girl of 15 had about twelve hours’ malaise before 
the onset of intense headache and vomiting. Four hours 
later she was delirious and comatose, the coma rapidly 
becoming absolute. Sho was admitted to a general hospital 
at one of the most intense periods of the bombing of London, 
and received at once 1 g. of sulphapyridine intramuscularly, 
but received no further drug treatment until she was trans- 
ferred to Park Hospital twenty-seven hours later, on Sept. 25. 
She was then in absolute coma and totally unable to swallow ; 
mouth and tongue were dry and dirty ; skin dry ; dehydrated ; 
neck rigid but otherwise general flaccidity. Abdominal 
reflexes absent. Left sixth cranial nerve paresis. The 
C.S.F. was very purulent and contained meningococci of 
group I in films and culture. Immediate treatment was 2 g. 
sulphathiazole (40 c.cm. of 5% sodium solution) intravenously 
followed in two hours by 1:5 g. by mouth and then 1:5 g. 
four-hourly. Fluids and drug were given freely by stomach- 
tube and continuous drip rectal saline was also given. Next 
day she was still in absolute coma and unable to swallow ; 
moist sounds at the bases of lungs; C.S.F. ‘contained 17,000 
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cells but no organisms. Coma still absolute on Sept. 27; she 
was unable to swallow but was now beginning to show a 
slight response to stimuli; loose cough present; fluids and 
drug had been given by tube for forty-eight hours. Next 
day there was definite improvement ; she did not speak but 
was able to swallow ; 
severe on the left ; blurring of the margins of optic discs and 
slight papilledema. On Oct. 3 C.S.F. contained 24 cells per 
cmm. and no organisms. Next day papilledema had dis- 
appeared. Thereafter her progress was rapid. She was 
discharged well except for left internal squint on Nov. 4. 


Convalescence was so rapid that almost all patients 
except those with arthritis or deafness were discharged 
within three weeks of admission, some in just over two 
weeks. On discharge it was noted that the tendon 
reflexes, particularly knee- and ankle-jerks, were as a rule 
still exaggerated, and the €.S.F. might contain up to 
10 or 15 lymphocytes per c.mm. There were no clinical 
disabilities, except in the complicated cases. These 
occasionally showed slight residual paresis of the sixth 
and seventh nerves, some joint stiffness in certain cases 
of arthritis, and the deafness already referred to. 

The management of cases on sulphathiazole treatment 
is relatively easy owing to the comparative absence of 
toxic effects. Vomiting produced by sulpbapyridine was 
generally checked when the drug was changed to sulpha- 
thiazole. If vomiting does occur the tablets should be 
repeated, and if it persists the sodium solution should be 
injected intravenously in place of treatment by mouth. 
One or more intravenous injections should also be given 
to every severe case. 


PROGNOSIS 


Tables I and u show that the age-groups with the worst 
prognosis are still under a year and over forty, though 
this feature is not nearly so clear-cut as in the days of 
serum therapy. When chemotherapy is adequately 
applied the determining’ factor in prognosis appears to 
be the fulminating type with or without adrenal 
heemorrhage. This may occur at all ages but is probably 
most frequent in infancy, as was actually seen during 
the 1940 epidemic. In elderly subjects a secondary 
factor of some importance in prognosis is intercurrent 
organic disease. The prognosis in elderly subjects, how- 
ever, is now immensely improved. Of 29 cases over 
forty treated during 1940 there were only 2 deaths, one 
a fulminating case and the other due to hypostatic 
pneumonia in a man aged seventy-four. 


SUMMARY 


In the post-epidemic period of 1940, 96 consecutive 
cases of cerebrospinal fever were treated with 2 deaths. 
In 52 cases sulphathiazole was used after one or more 
preliminary doses of sulphapyridine, and in 44 cases 
sulphathiazole was used alone. The fatality-rate of 
cases treated mainly or wholly with sulphathiazole 
was 2:1%, which compares favourably with previous 
series treated with serum and sulphanilamide and with 
sulphanilamide or sulphapyridine alone or combined. 

Sulphathiazole, though not yet tested in epidemic 
conditions, has rapidly cured some very acute cases. 
The evidence so far suggests that it is at least equal in 
potency to sulphapyridine in meningococcal disease. 
There is evidence that, with adequate dosage, bacterio- 
stasis is complete and phagocytosis advanced within 
twelve to twenty-four hours. 

Concentration in the C.S.F. varies from about 15 to 
40% of that in the blood, and rarely is greater than 1-5 
mg. per 100 c.cm. even on high dosage. 

The comparative rarity of nausea, vomiting and 
dehydration, and the absence of depression and mental 
confusion, make the treatment with sulphathiazole more 
pleasant, and the management of the case easier than 
with sulphapyridine. Other toxic effects are also rare. 
High dosage is well tolerated. 

One or two intravenous injections of the 5% sodium 
solution are recommended in all severe cases and where 
vomiting persists. 


I have to thank Messrs. May and Baker for supplies of 
tablets of Thiazamide and of ampoules of the 5% sodium 
solution of M. & B. 760, and Messrs. Ciba for supplies of 
tablets of Ciba 3714 and relevant foreign literature. Thanks 
are also due to the medical superintendents of the L.C.C. 


left and right sixth nerve paresis, more ~ 


general hospitals for their coöperation in transferring cases 
promptly ; and to many members of my medical and nursing 
staff for their assistance. The pathological and biochemical 
work was done at the Southern Group Laboratory by Dr. 
J. E. McCartney and Dr. E. M. Young. The medical officer 
of health of the London County Council has kindly granted 
permission for the publication of this paper, for which the 
council accepts no responsibility. 
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(From an E.M.S. neurological unit) 


SINCE the beginning of the war over 1500 cases of 
neurosis or psychosis in members of the armed forces 
have been treated in this hospital and the more important 
conclusions drawn from this experience may be of use to 
those dealing with similar problems.} 

The cases have ranged from the extremely chronic to 
the most acute. In the early months of the war they 
consisted largely of men who, had all the facts been 
known, would never have been regarded as fit for military 
service—mental defectives, epileptics and the chronically 
anxious or hysterical—who had broken down at once 
under the stress of active-service conditions and removal 
from home. They included a large number of the 
constitutionally abnormal, but most of them were not 
openly concerned to make the most of their symptoms. 
With the onset of violent fighting and at the evacuation 
from Dunkirk different types of case began to appear— 
acute anxiety or exhaustion syndromes in men of com- 
paratively normal personality, who had not broken down 
until placed under considerable strain. In these the 
prospects of treatment were good, and most of them 
could be returned to the Army in capacities where the 
strain was not likely to reach the same level again. Since 


then cases of a third type have appeared in men who 


have broken down under aerial bombardment in this 
country. The strain experienced has never reached the 
intensity endured in the Dunkirk episode, and it is not 
surprising to find that these patients are of feebler 
stamina, and that the constitutional element was once 
again well to the fore. What has been surprising, 
however, is that hysterical mechanisms have been much 
more superficial in many of them, and in a few have 
almost reached the level of open malingering ; to others 
even the most cautious psychiatrist might be tempted to 
apply the term ‘ scrimshanker.”’ It may be that these 
men, breaking down at a later stage in the war, and being 
less obviously unfit for service, feel that they must bolster 
up their illness with adventitious aid ; or rather, perhaps, 
evade further unpleasant necessity by refusing to 
consider the possibility of natural recovery. 


THE AIM OF TREATMENT 


With the neurotic war casualty, to a much greaterextent 
than with the private patient of peace-time, treatment 
has to be limited by practical possibilities. We hold, 
contrary to some, that it is impossible by psychotherapy 
to reconstitute the make-up of the personality ; that 
the neurotic cannot be freed of his neurotic tendencies. 
In any case, radical psychotherapy is out of the question 
in war conditions, if only because of the time required. 


1. Apart from a proportion of very acute cases, our material closely 
resembles both diagnostically and prognostically the Naval 
material analysed by Desmond Curran and W. P. Mallinson 
(Lancet, 1940, 2, 738). 
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Treatment has three practical goals: to deal with the 
symptoms and to bring about a return to the condition 
before the breakdown; to re-adapt the patient to a 
socially valuable life; and so to arrange his future that 
strains that are for him intolerable will not have to be 
endured again. If this can be done within the framework 
of Army life, so much the better ; if not there must be an 
effective re-adaptation for civilian life. The Army is not 
organised to provide a shelter for neurotics, and neurotic 
casualties throw more grit into the machinery than a 
corresponding number of organic casualties. It is no 
good sending back into the Army, merely because he is 
symptom-free, a man who is liable to break down under 
small strain. It is necessary, by accurate history-taking 
and a quantitative as well as qualitative diagnosis, to 
make an assessment of the personality and of the strains 
that it is and is not able to support. Judgment is more 
likely to err towards optimism than in the opposite 
direction, for there is a natural bias against invaliding 
any man unless it is absolutely necessary. Each one of 
us has seen return cases of men who had been sent out fit 
for home service and had unexpectedly proved unfit even 
for that. They had gone to their units, had spent weeks 
on light duty or no duty at all, no-one knowing what to 


.do with them, and had caused great trouble and difficulty 


before they were finally returned to hospital, disgruntled 
and resentful. The longer a neurotic reaction is allowed 
to persist, the more difficult it is to deal with ; among the 
neurotically predisposed, emotional attitudes such as 
disgruntlement, panic, or scrimshanking are highly 
infectious. Every consideration urges, therefore, that if 
treatment is to be effective it must be quick, and limited 
to an aim that is quickly obtainable. 


PSYCHOTHERAPY 


‘Psychotherapists will agree that the most important 
factor for the success of treatment is a real desire on the 
patient’s part to get well, even when that involves a degree 
of sacrifice and a painful self-realisation. The reward isa 
greater freedom from hampering difficulties, a greater 
capacity for enjoyment, and a knowledge and acceptance of 
those fundamental circumstances which are incapable of 
change. The military case, however, differs from that of 
peace-time in that treatment encounters the same 
difficulties but does not offer the same reward ; and that 
illness can secure a fundamental change in life, which is 
not otherwise to be obtained. The soldier is uprooted 


_ from an environment to which after years of painful 


endeavour he has made some sort of adjustment, even if 
a neurotic one; he is forced through a military mill 


- and subjected to previously unimagined strains. Then, 


when illness comes, it may be weeks or months before 

even the possibility of treatment is reached. By the 

time he reaches the psychiatrist he is a man with a 

grievance, sullen or apathetic. And all the reward that 

is offered for cure is, to his mind, the privilege of returning 

ne ae scene of his failure in the knowledge that he has 
ed. 

Treatment, then, is faced with unusual difficulties, and 
must be pragmatic. In late and less favourable cases it 
is wise to limit its aim to getting the patient well enough 
to return to his job as a civilian. The patient is best told 
that he will be recommended for discharge; and an 
attempt is made to show him that his grievances are under- 
stood, and to remedy any sense of failure or worthlessness 
he may have acquired. He needs to be assured that he 
can serve his country equally well as a civilian; and there 
are few who are not eager to accept this point of view. 
Most of those who have broken down after little or no 
strictly military stress have to be so treated ; and so have 
veterans of the last war, of whom significantly many 
have a history of previous ‘‘ shell-shock.’”’ There is more 
hope for those whose breakdown has been precipitated 
by promotion or by the conflict over putting in for it; 
but care must be exercised here, as a seemingly situational 
neurosis may be firmly rooted in the personality. 


AMNESIAS 


In the acute war neuroses there is a considerable 
tendency to spontaneous recovery. But even if acute 
symptoms abate, an effort should be made to clear up 
amnesias and to let the patient re-experience the violent 
emotions that battle scenes have aroused. This process 
—abreaction—has a prophylactic as well as an inmediate 
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therapeutic effect. It may be induced by various means, 
according to taste and experience. The slow intravenous 
administration of a suitable narcotic (such as sodium 
amytal gr. 5-74) is quick, effective, and of particular 
use to those unversed in hypnotic and analytic tech- 
niques. Before it is begun a good rapport must be 
established and coöperation gained. The patient should 
be told that certain painful memories are buried in his 
mind and are responsible for his symptoms, and that he 
will get better when they are dealt with. The anamnesis 
under the drug may be sudden and violent; in which 
case it is essential to give the patient time to weather 
the emotional storm, and to help him by an attitude of 
understanding and detachment. At other times it may 
be necessary to use firm and persistent questioning to 
overcome resistance. Sometimes actual memories are 
falsified by or mixed with fantasies ; this may be made 
use of in subsequent interviews, in giving the patient 
insight into the deeper causes of his anxiety. Other 
varieties of behaviour under narcosis have been observed. 
Tremors, stammers and other conversion symptoms 
usually disappear under the drug; and an attempt 
should be made by suitable suggestion, and by continuing 
the interview until the patient is fully conscious, to pro- 
long the improvement into the waking state. Though 
much may be done in one session, it is nearly always 
necessary to cover the ground again, exploring deeper 
into obscure episodes, laying bare amnesias previously 
unsuspected, relating specific anxieties to the forgotten ~ 
events, and familiarising the patient with the emotions 
he has suppressed. 

The psychopathology of war neuroses is more complex 
than has been described by some writers who gained their 
experience in the last war. Apart from the nature of the 
precipitating agent, the. structure of the cases seen so far, 
especially late cases with much anxiety and depression, 
has resembled that of the occupation and post-traumatic 
neuroses of peace. Differences are shown in the striking 
regressions that often follow being oneself, or seeing — 
others, blown up, and in the temporary disturbance to the 
sense of reality caused by the bizarre effects of high 
explosive. The most fantastic dreams are suddenly 
realised, as though by magic, in actual life; and the 
mind regresses to primitive mechanisms appropriate to 
the time of life when such fantasies seemed real. The 
experiences of war provide a stimulus to aggressive and 
sadistic impulses, with the consequence that guilt and its 
associated depressive affect are very common ; or projec- 
tion mechanisms may come into play, the man believing 
that every ’plane is coming specially to punish him. The 
therapeutic aim is then to make him aware of latent 
hostilities, to give him an opportunity of expressing them 
in a reasonable way, and to increase his confidence in his 


` powers of control. 


HOSTILITY 
Special problems are offered by the patients who 
show a marked hostility during treatment in hospital. 
The aggressive reaction may be that of a con- 


stitutionally unstable personality to an unfamiliar 
environment. These men have been social misfits all 


their lives, and their neurosis is the expression of failure 
to adapt to the Army; their asocial activities in hospital 
are usually childish; they defy discipline, or break 
bounds without reasonable gain—behaviour which is 
difficult to deal with, and has a bad effect on others of 
better personality. As the prospect of a useful Army 
career is usually minimal, it is well to secure their dis- 
charge at the earliest possible moment, and to give them 
priority when it comes to boarding. Aggressive reactions 
with a paranoid tendency are also seen in men of com- 
paratively good personality with acute anxiety states, 
usually during recovery from the acute stage of the 
illness. The phenomenon is part of the illness, and is to 
be treated as such. In many of our cases it could be 
regarded as an over-compensation for loss of self-esteem, 
as the meaning of the illness became clear. 

Cases complicated by an organic factor offer special 
problems. Neurosis commonly follows a post-concussive 
state, and it is important to decide how far the influence 
of the injury extends. It is harmful to keep patients 
in bed for more than two or three weeks in an attempt 
to prevent post-concussive headaches ; the subsequent 
illness is more prolonged. It is well to acknowledge that 
headaches do occur after concussion, but to make little 
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of them; anxiety symptoms, however, should not be 
shelved. The chief danger is that the patient will side- 
step his problems and use an organically determined 
symptom to evade further responsibility. Where 
hysterical mechanisms come into play and replace 
anxiety, the illness is likely to become progressively more 
difficult to treat. 
PHYSICAL TREATMENT 


Drug therapy of the acute neuroses has been dealt with 
in a previous communication.? Since that report we have 
had to treat a considerable number of cases which had 
been acute and have now become chronic. Treatment of 
an acute neurosis is almost as urgent as that of the acute 
abdomen. Whether treated in hospital or not, these 
chronic cases had received no adequate sedation in the 
acute phase and they had been returned to duty too soon. 
Conversion symptoms had been allowed to persist, and 
large periods of amnesia had been left untouched. By 
the time they arrived for treatment here the neurotic 
reaction had become fixed and prospects of return to full 
duty were almost hopeless. It is of the utmost import- 
ance that the acute neurotic should receive effective 
first-aid as soon as he is seen. 

Apart from the treatment of acute panic reactions, 
physical and biochemical methods have their place in 
speeding up recovery in the later stages. As always, 
the success to be expected depends on the previous 
personality, and good results cannot be expected from 
poor material. In addition to sleep therapy, a modified 
form of insulin treatment is useful in some cases for 
breaking down the vicious circle of anxiety and loss of 
weight. Increasing doses of insulin are given in the 
mornings, up to a maximum insufficient to produce coma 
or hypoglycemic excitemert, followed three hours later 
by 12 oz. of potatoes or 7 oz. of sugar. The treatment 
is without any of the risks associated with insulin 
coma, and generally produces a rapid gain in weight 
and improvement in physical condition. Furthermore, 
the insulin often exercises a sedative effect, which 
may last for the whole period between administration and 
interruption. . 

Full psychological recovery is rare without the restora- 
tion of good physical health. The mere appearance of 
physical fitness is often deceptive, and on inquiry remark- 
able changes in physique will often be found, including 
loss of weight up to 2 or 3 stone. In all forms of drug 
therapy the aim should be, by a large intake of fluid and 
food, not only to abolish the anxiety but also to remedy 
the metabolic disturbances due to, and conducing to, 
its continuation. Only when his normal physique is 
restored is the patient fully accessible to psychotherapy 
and rehabilitation. 


OCCUPATIONAL THERAPY 


The occupational technique worked out at this hospital 
has been described by Cameron.? Occupation is even 
more valuable for the sub-chronic than for the acute 
neurotic, and for a stabilised return to a normal working 
civil life it is almost indispensable. Its value as a 
distraction from neurotic preoccupations can be used 
even during the operation of stress. Our patients were 
much better when kept at work during air-raids than 
when allowed to congregate in cover-points and places 
. of greater security. When allowed to seek the greatest 
available security the men became preoccupied solely 
with the desire of finding a Utopia where they would feel 
safe, and from spending nights in open trenches the more 
panicky took to breaking bounds in order to sleep in 
public shelters. Such breakdown of control has its 
penalty in heightened anxiety; and the remedy is to deal 
by sedation with the subjective fears which, rather than 
the real dangers, are the effective noxus. 


MEDICAL BOARDING 


The problems of necessity for boarding and proper 
boarding category should be faced as early as possible, for 
they inevitably influence the line that treatment itself will 
take. If invaliding is indicated, the desire of the patient 
to evade further military service can be used to aid 
recovery rather than to perpetuate illness; he can be 
told, for instance, that he will be recommended for 
discharge, but only when he has recovered from his 


2. Sargant, W. and Slater, E. Lancet, 1910, 2, 1. 
3. Cameron, K. Ibid, p. 659. 
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symptoms. A healthy civilian is-of more value to the 
country than a sick soldier. Problems of boarding have 
been more difficult of late ; for now the position of the 
man boarded “C ” is not much easier than that of one 
still marked “ A.”4 We have found that men passed 
suitable for service not involving strain have been sent 
to guard points subjected to heavy bombing, which has 
promptly precipitated a new breakdown. | Suitable 
employment within the Army framework is difficult to 
find, even for the neurotic of fairly good personality ; 
and mistakes are costly. These tragedies would be 
fewer if the vocational recommendations of the psychia- 
trist had any force. l 

We do not believe that invaliding out, if done carefully, 
will greatly add to the number of neurotic casualties, or 
that there is any risk of an epidemic of neuroses. Cer- 
tainly the prompt removal of the constitutionally unfit 
from the Army aids its efficiency and obviates much 
chronic invalidism. Since there are at present no 
pensions for war neurosis, it- is important that the 
neurotic should be re-adapted to a working life before the 
question of pension arises ; and, owing to conditions in 
the labour market, this is much easier now than it will be 
when peace comes. After this war the country must not 
be burdened with the large numbers of pensioners that 
crowded psychiatric clinics and Government hospitals 
for many years after the last war, who are, indeed, still 
with us. A proper settling of the questions of attri- 
butability is still awaited; but when the time for this 
arrives it is to be hoped that the authorities will not lose 
sight of the malignant influence that the award of a 
premium for illness exercises on the neurotically pre- 
disposed. 

SUMMARY 

The principal conclusions derived from the investigation 
of a large number of military neurotic casualties are :— 

1. The nature of the material admitted to hospital 
varies with the progress of the war, and with the different 
types of strain that war from time to time imposes. 
Similar variations can be expected in the future. 

2. At times, large numbers of cases will be seen 
in which there is a semi-deliberate magnification of 
symptoms. , 

3. Treatment has to be adapted to what is possible in 
a short space of time. It should not be aimed too high. 

4. Psychotherapy is faced with unusual difficulties in 

war-service cases. Both from the structural and 
therapeutic points of view they closely resemble, with 
specific differences, unsettled compensation cases of 
peace-time. Quick abreactive techniques have a special 
value. Special problems are offered by cases with 
aggressive tendencies, and those arising after head 
injury. 
5. Medical first-aid is of the utmost importance. 
Physical methods of treatment are very useful, and 
should have as a principal aim restoration of normal 
metabolism. 

6. Occupational therapy is also valuable, even more 
for chronic than for acute cases. 

7. Over-optimism is to be avoided, and too much 
resistance should not be offered to invaliding the patient. 
The constitutionally unfit must be weeded out of the 
Army ; and for his own sake the unfit soldier should be 
returned to civilian life fit for work as early as possible. 


4. Roughly speaking, categorisation as ‘ A“ signifies that the 
soldier is fit for all duties, as “ B ” that. he is fit for all duties 
within limits (e.g., that he should not be submitted to great 
strain and exposure), and as “ C ” that he is fit for bome service 
only. 


The Minister of Health on Jan. 17 in a broadcast appeal to 
nurses said that now during the coldest winter months was 
the time for those who have had training and experience in 
fever and tuberculosis nursing to give their special help to the 
nation. We needed fever-fighters as well as fire-fighters. 
Nurses who were employed in any branch of the public-health 
services should stay where they were, but fever nurses who 
were employed in some other form of nursing should speak 
to their matron and write to him at the ministry or to the 
Secretary of State for Scotland at St. Andrews House, 
Edinburgh. Members of the Civil Nursing Reserve who were 
unemployed at the moment would be temporarily released from 
their obligations if they were needed in the epidemic season. 


~ 
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A PNEUMOCOCCUS WHICH REQUIRED 
. CO, FOR ITS GROWTH 


By ALEXANDER FLEMING, M.B. Lond., F.R.C.S. 


PROFESSOR OF BACTERIOLOGY IN THE UNIVERSITY OF LONDON 
AT ST. MARY’S HOSPITAL 


AT this season many bacteriological examinations are 
being made in connexion with respiratory catarrhs, 
and in the light of the experience here detailed it seems 
possible that certain important organisms may be 
completely missed by ordinary methods of culture. 

A laboratory worker contracted a “cold.” The 
original clear discharge from the nose had by the fourth 
day become very profuse and mucopurulent. A casual 
examination of a gram-stained film of this discharge 
showed many capsulated diplococci, but cultures made 
on blood agar and on boiled blood agar gave a pure growth 
of Bacillus influenze (Pfeiffer). The next day a fresh 
sample of mucopus was examined microscopically with 
greater care, and in addition to capsulated gram-positive 
diplococci many small gram-negative bacilli resembling 
B. influenze were observed. Cultures on blood and 
boiled blood agar again gave pure growths of B. in- 
fluenze. These examinations were repeated on the next 
two days with exactly the same results. 

The position, therefore, was that in the nasal pus there 
was a heavy infection of what appeared to be a pneumo- 
coccus, which had on four separate occasions refused to 
grow on a culture medium which should have been suit- 
able (5% horse-blood agar). At this stage I remembered 
having been informed by Dr. Gleeson White at a demon- 
stration given at a laboratory meeting of the pathological 
section of the Royal Society of Medicine that some pneu- 
mococci required for their growth an atmosphere contain- 
ing an increased amount of CO,. I therefore planted the 
nasal pus on two blood plates, one of which was incubated 
in the ordinary way,and the other in an atmosphere 
containing roughly 10% of CO,. The plate incubated 
without CO, again gave a pure culture of B. influenze, 
whereas on the plate grown with CO, there were in 
addition numerous large mucoid colonies of pneumo- 
coccus which proved to be of type 111. The same pro- 
cedure was repeated five times during the next week, 
always with the same result. These results clearly show 
that there are pneumococci which’do not appear in 
culture on blood agar unless an increased amount of CO, 
is present in the atmosphere. i 


The method used for growing the organism in CO, was very 
simple. The container was a, metal can with a “ push-in ” 
lid wide enough to hold the culture plates, and with a total 
capacity of about 2 litres. The inoculated plates were placed 
in the can, CO, was run in from a Kipp’s apparatus, and the 
lid firmly replaced, but not sealed in any way. On difforent 
. occasions amounts of CO, from about 100 c.cm. to 300 c.cm. 
were added, and with all there was the same copious growth 
of the pneumococcus. There is, therefore, considerable 
latitude in the amount of CO, which may be added. 

The pneumococcus was subcultured daily on blood-agar 
slopes which wore incubated in air and in air plus CO,. For 
the first three days there was no growth without increased CO, 
in the atmosphere. The fourth subculture grew (badly) in 
air, the fifth better, and the sixth grew equally with and with- 
out added CO,. The first four of these subcultures were, of 
necessity, made from the culture grown in CO,. The remain- 
ing ones were made from the cultures obtained in ordinary air. 

The colonies obtained in CO, from the original muco-pus did 
not differ in any perceptible way from ordinary type-I 
pneumococcus colonies. When the organism was acclimatised 
after six subcultures the colonies in ordinary air were perfectly 
normal type-rrr colonies. 


This series of observations is striking in that on ten 
separate occasions the pneumococcus which could be seen 
in nasal pus failed to grow on blood agar when incubated 
in the ordinary way, but grew well when CO, was added 
in every one of six trials. In clinical bacteriology it is 
the custom to examine filtns of nasal secretion or sputum 
when such are sent to the laboratory, and thus the 
cultural results are checked. It is not, however, so 
common for postnasal or throat swabs to be examined 
microscopically. and if this is not done there may be a 
pneumococcus (or other organism) which will not grow 


except when CO, is added, and such an organism would 
be completely missed, even if it were the most important 
part of the infection. 

A number of postnasal swabs have been cultured on 
blood-agar plates with and without added CO,, and in no 
case was an organism found which grew less luxuriantly 
in an atmosphere of 5-10% of CO,. It might, therefore, 
be &n advantage to incubate all cultures from the 
respiratory tract in this way. The technique is easy and 
does not involve any serious expenditure. All that is 
wanted is a reservoir of CO, (a Kipp’s apparatus, or a 
cylinder of the gas) and a metal can of suitable size 
(such cans are used as containers of children’s foods and 
other things). The CO, reservoir can even be done away 
with by adopting the procedure described by Gladstone 
and Fildes ! (1940). 

The observation that some pneumococci will not grow 
unless CQ, is added is not new. I have already men- 
tioned that Dr. Gleeson White made a similar observa- 
tion, and Khairat? found in blood-cultures certain 
organisms, including one pneumococcus, which grew 
badly or not all unless with added CO,. In spite of this 
it docs not seem to be generally known among bacterio- 
logists that these cultural requirements exist. 


CONCLUSIONS 

The lessons to be learnt from this case are : 

1. The simple microscopical examination of infected 
material should not be omitted. If the nasal mucopus 
from the case cited had not been examined microscopic- 
ally it is likely that the profuse pure culture of 
B. influenze would have satisfied most bacteriologists 
that there was a simple B. influenze infection, but the 
examination of a gram-stained film made it at once 
obvious that the culture gave a misleading picture. 

2. Even on what is regarded as a suitable culture 
medium a common organism may fail to develop unless 
CO, is added to the atmosphere. 


-Medical Societies 


ROYAL SOCIETY OF MEDICINE 


AT the joint meeting of the sections of Surgery and 
Pathology on Jan. 8, with Mr. J. B. HUNTER in the chair, 
a discussion on the 


Problem of Blast Injuries 


was opened by Prof. S. ZUCKERMAN, who gave an 
account of experimental work carried out by members 
of the Department of Human Anatomy, Oxford, for the 
Research and Experiments Department of the Ministry 
of Home Security. It has become recognised, he said, 
especially since the Spanish war, that the blast of high 
explosives can kill or injure people without causing 
external injuries; in such cases the most prominent 
internal lesions are hemorrhages in the lungs. Similar 
pulmonary lesions, and hemorrhages in parts. of the 
central nervous system and in some abdominal organs. 
have been observed during the 1914-18 war in experi- 
mental animals that have been exposed to blast. To 
understand how these lesions occur it is necessary to 
know something about the nature of blast. When a 
high explosive detonates a relatively small amount. of 
solid becomes converted almost instantaneously into a 
very large volume of gases which by their expansion 
produce a blast wave in the surrounding air. The wave 
is a single pulse of increased pressure followed by a 
phase of suction, and it moves very rapidly, falling, in 
the case of a medium-sized bomb, to the velocity of 


. sound (1120 ft. per sec.) at about 200 ft. from the 


explosion. The total duration of the whole wave at any 
given point is brief, the pressure component close to a 
charge seldom lasting more than 5 millisec., and the 
suction component about 30 millisec. (The maximum 
pressure of the wave is highest in the region of the | 
explosion, but it rapidly falls, especially at first, the 
further the wave moves. Thus excess pressure in the 
neighbourhood of a heavy explosion may be as much as 
150 Ib. per sq. in., whereas 50 ft. from the bomb the 
excess pressure may be no more than 5 lb. Experiments 


1. Gladstone, G. P. and Fildes, P. Prit. J. erp. Path, 1940, 21, 161. 
2. Khairat, O. J. Path. Bact. 1940, 50; 491. 
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on various species of laboratory animal have shown that 
different animals vary in their susceptibility to blast, 
and that animals exposed close to an explosion suffer 
more than those further away. Small mammals like 
rabbits are usually killed instantaneously at excess 
pressures greater than 50 Ib. per sq. in. At higher 
pressures Close to the explosion they would be blown to 
pieces, while at slightly lower pressures they survive for a 
brief period, their symptoms during the interval they 
live after exposure usually including dyspnea and 
tachypneea. Blood-stained froth is also occasionally 
present in the upper respiratory passages of such 
animals, while knee-jerks, corneal and pupillary reflexes 
are normal immediately after an explosion. Animals 
exposed to slightly lower pressures do not die, and 
externally appear to be unaffected by the explosion. 
Internally, however. they exhibit changes in thoracic, 
and occasionally abdominal organs. “At. still lower 
pressures (€.g., excess pressures “of 5 Ib. per sq. in.) 
animals are affected neither externally nor internally. 
The most outstanding lesions are heemorrhages, vary- 
ing in extent, on the surface and in the substance of the 
lungs. When animals have been exposed to minor 
degrees of pressure lesions are slight, whereas the lungs 
of animals exposed to high pressures may be one mass of 
hæmorrhage. Lacerations are also found. The lesions 
are detectable radiologitally, and they clear up fairly 
rapidly. Hæmorrhagic lesions are also occasionally 
observed in the thymus, in the pericardium and epicar- 
dium. In about 40% of cases in which pulmonary 
hæmorrhages occur, hæmorrhagic lesions are also found 
in abdominal organs. The most susceptible abdominal 
organ is the large intestine. Hæmorrhages (and 
occasionally lacerations) have also been observed in the 
small intestine and stomach, the liver, the spleen, the 
kidney, the adrenals, the bladder and the uterus, while 


retroperitoneal as well as intraperitoneal hemorrhage 


may sometimes be present. In the head hemorrhages 
have been observed in the fascial planes of the orbital 
cavity, and at high pressures the ear-drums may be 
ruptured. The central nervous system appears to be 
affected only at relatively very high pressures. No 
lesions have been observed in the brains of monkeys, 
which, however, show hemorrhages around the spinal 
roots, especially in the thoracic region. A zone of 
œdema around the central canal is also -.generally 
observed in monkeys exposed to high blast pressures. 
In rabbits the nervous system appears to be more 
sensitive than in monkeys, and, apart from spinal-cord 
changes, pial and ventricular hemorrhages have occasion- 
ally been observed on and in the brain of these animals. 

Experiment has shown that the pulmonary and 
abdominal lesions are due to the impact on the body wall 
of the pressure component of the blast wave. Thus 
animals exposed to explosions so that one side shields 
the other receive lesions only on the side facing the 
explosion ; while animals whose body walls are clothed 
in a sufficient thickness of sponge rubber are far less 
injured internally than are controls. The unilateral 
disposition of the lesions according to the circumstances 
of exposure argues against any theory which postulates 
that the lesions are due to some general effect—for 
example, to pressure changes occurring by way of the 
upper respiratory tract. Observation has also shown 


that fat emboli are not present in the lungs of animals . 


killed by blast, and that the lesions cannot ‘be attributed 
to back pressure in the pulmonary circuit, even though 
such pressure does cause hzmorrhages which in some 
respects are similar to those caused by blast. The 
pulmonary and abdominal injuries due to blast may thus 
be compared with those which occur, without open 
wounds, as a result of severe falls or direct blows to the 
body wall. 

Turning to the clinical aspects, Professor Zuckerman 
pointed out that in air-raids people are exposed not only 
to the direct effects of blast but also to indirect effects 
such as viplent displacement, secondary missiles and 
falling masonry. A specially conducted casualty survey 
has shown that the direct effects of blast, such as have 
been observed experimentally. are experienced only 
close to an explosion, and it follows that relatively few 
people who have been injured in air-raids can have been 
exposed in circumstances where they would have 
received primary blastinjuries. Pulmonary hemorrhages 


cannot be regarded as an exclusive sign of primary 
blast injury, which can only be diagnosed when the full 
circumstances of injury are known. Cases that have 
been described as primary blast effects may indeed have 
been due to such secondary blast effects as violent falls 
or the impact of flying masonry. 

He gave examples of people who had been killed by the 
direct effects of blast, of people whose death was due 
either to a combination of primary and secondary 
effects, or to secondary effects alone, and of people who 
had received non-fatal internal injuries as a result of the 
impact ofa blast wave. Physical signs are not prominent 
in such cases, which are, however, detectable radiologi- 
cally. In making diagnoses of blast injuries, Professor 
Zuckerman suggested that attention should be paid to 
the condition of the ear-drums, which would probably 
be ruptured gt the higher blast pressures that cause lung 
injuries. 

Prof. GEOFFREY HADFIELD reported on 30 post- 
mortem examinations that had been carried out on 


-victims of air-raids. In some 8 of these there were no 


significant external injuries. and in 4 pulmonary 
hemorrhages were associated with a high degree of car- 
bon-monoxide saturation of the blood. Of the 30, 2 had 
died of compression asphyxia and 3 from asphyxia due 
to the inhalation of the dust of debris; 22 showed 
pulmonary hemorrhages, which were rarely marked on 
the surface, and which were sometimes extensive within 
the substance of the lungs. Rupture of alveolar walls 
was not a prominent microscopic finding, and as a rule 
alveoli filled with blood had intact walls. The primary 
lesion in these cases was, he felt, a widespread dilatation 
and congestion of the alveolar capillaries from which 
diapedesis probably occurred into the alveoli. His 
observations suggested that hemorrhagic lesions are 
usually more extensive in people who do not die 
immediately than in people who are killed ; and he felt 
that bleeding may continue into the lung for at least 48 
hours after exposure to blast, causing consolidation of 
large areas. Consolidation is often associated with 
leucocytic and monocytic infiltration. Professor Had- 
field pointed out that his remarks were founded on what 
he described as a very short experience, and in view of 
Professor Zuckerman’s observations about the similarity 
of internal injuries due to blast and those due to violent 
falls or the impact of falling or flying masonry, he did 
not claim that the cases he described were due to the 
direct effects of blast. There is little opportunity for 
obtaining suitable material for investigation, and it is 
therefore difficult to sort cases and disentangle the 
incident. The observation that bleeding into the lung 
may continue for days is, he felt, significant since it 
means that patients with symptoms suggestive of lung 
injury should be kept immobile and treated as for 
hemoptysis. 

Dr. J. N. O'REILLY described 3 non-fatal cases which 
he had treated, and emphasised that within a very short 
period they had become apparently ordinary clinical 
lobar pneumonia. In 5 other patients who were brought 
in from the same incident the appearances were those of 
an acute abdominal catastrophe. In 2 of them symptoms 
were sufficiently pronounced to justify surgical inter- 
vention, but nothing was found at operation except a 
few minute subserous hæmorrhages.: Dr. J. M. ALSTON 


- inquired whether animals which sai ved exposure to 


blast manifested signs of -pseudopneumonia similar to 
those described by Professor Hadfield in humans, and 
Dr. BERYL Barssy referred to 2 air-raid casualties whom 
she had treated and in whom internal injuries, including 
a spontaneous hemothorax, appeared to be due to blast. 

In replying, Professor ZUCKERMAN remarked that 
although hemorrhagic lesions in the lungs often appeared 
to be better demarcated in animals which survived than 
in animals immediately killed by blast there was_ no 
evidence that the bleeding continued in the sense of an 
extension of primary zones of hemorrhage. Consolida- 
tion of the lungs associated with leucocytic and monocytic 
infiltration had been observed in animals, and appeared 
to be similar to the changes described by Professor 


Hadfield. In conclusion, he re-emphasised the point, 
that without knowing in detail how a casualty had been 


injured in an air-raid it was impossible to decide whether 
lung damage was due to the primary or secondary effects 
of blast, or to a combination of both. 


~ 
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ASSOCIATION OF CLINICAL PATHOLOGISTS 
SCIENTIFIC MEETING WITH DEMONSTRATIONS 


AT the Sir William Dunn School of Pathology, Oxford, 
on Jan. 4, Prof. A. D. GARDNER demonstrated the 
diagnostic work—now centred at Oxford in the Emer- 
gency Public Health Laboratory Service—on specimens 
of sera received from patients thought to be suffering 
from infection with Leptospira icterohemorrhagie. 
Specimens of sera from the pre-jaundice stage were 
wanted. It might be possible, he suggested, to make an 
early diagnosis from the extreme weakness in the febrile 
stage, muscle pains, photophobia with red conjunctiva, 
and vomiting. The work of most of the patients 
hitherto examined exposed them to direct infection from 
rats—e.g., sewer men, canal hands, farm labourers and a 
pumper from air-raid shelters. 

Dr. JOAN TAYLOR demonstrated the identification of 
the various salmonellas by preliminary cultural tests 
followed by serological analysis with the standard 
specific and group-agglutinating sera. She would prefer 
to call these by their figure and letter constituents rather 
than the town or district of origin. She discussed slide 
and tube methods of titration of agglutinogens ; both, 
she said, were needed. Craigie’s use of a small inserted 
tube in a culture tube of ‘‘ sloppy agar ” often provided 
rapidly, from the top layer of the surrounding agar, 
culture of the most motile bacilli required for testing the 
flagellar H element. 

Dr. A. H. Ross-SmirH demonstrated the histology of 


lymph nodes. Glands from the inguinal region were 


REVIEWS OF BOOKS 
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often too fibrous while those from the upper cervical 
chain might show a confused picture owing to former 
inflammation from teeth and tonsillar lesions ; the best 
gland should be chosen by the clinical pathologist, 


‘generally one from the lower cervical chain or the axilla. 


The whole gland should be carefully excised and immedi- 
ately fixed. Section before fixation enabled the capsule 
to retract and so distort the finer details of structure 
sought by the pathologist in the follicles, sinuses or 
medulla of the gland. 

Dr. C. L. COPE resumed his work on pregnandiol (cf. 
LANCET, 1940, 2,158). The absence of pregnandiol in the 
urine after a threatened miscarriage, he said, enabled the 
gynecologist to assume with some confidence that the 
foetus was dead. 

Captain L. HANSEN described the estimation of the 
amounts of sulphanilamide, sulphapyridine or sulpha- 
thiazol present in the blood after their administration, 
either orally or parenterally. Difficulties arose because 
the same dose in different patients might yield different 
concentrations in the blood, or even in the same patient 
on different occasions. The conjugated acetylated forms- 
of the three substances were inactive. Even a trace of 
Novocain, accidentally admitted from the needle used to 
the specimen, might falsify the colorimetric determination. 
. After dinner at Oriel College a discussion took place on 
the regionalisation of hospitals in the future and its effect 
on clinical pathology. Much emphasis was laid on the 
direct relationship that should exist between the 
pathologist and the patient ; the sending of specimens 
by post and the resulting divorce of the pathologist from 
access to the patient was deplored. | 


Reviews of Books 


Surgery of Modern Warfare 

Part 2. Edited by Hamimton Barry, F.R.C.S. Edin- 

burgh: E. and S. Livingstone. Pp. 160. 12s. 6d. 

WITH the publication of part 2 “ Surgery of Modern 
Warfare ”’ gets fairly into its stride. The chapter on 
skin grafting is completed and there are full accounts of 
the war surgery of the chest, abdomen, genito-urinary 
system and arteries. The overlapping and contradictions 
which to some extent marred the value of part 1 are here 
nowhere in evidence. A battery of experts fire their 
salvos with precision and effect, and Mr. Hamilton Bailey 
is well justified in saying ‘‘ What they have to say must 
be authoritative.” For all that a contributor, however 
eminent, should spare us such expressions as ‘“‘ Pluri- 
visceral damage augments mortality; multiregional 
injury determines a heavier death-roll.’’ The chapter 
on wounds of the chest covers most of the ground in a 
short space. The genito-urinary system is discussed by 
four authors each of whom has given us a clear and con- 
cise account of the problems involved in this branch of 
surgery. The final chapters deal with the surgery of the 
arteries and include a discussion of the different types of 
tourniquet in common use. The two chapters on the 
surgical approach to the arteries are stimulating. The 
author of them has wisely assumed that the anatomist, 


-not God, decided that the third part of the axillary artery 


should become the brachial artery at the lower border 
of the teres major; and that to describe two methods 
of approach to this continuous structure is superfluous. 
Throughout, the essentially practical methods of Fiolle and 
Delmas have been preferred to the classical approaches 
described by most textbooks. Thus long skin incisions 
are advised; the free dissection of tendons and fascia 
with, if necessary, resection of bone gives the operator a 
chance to examine carefully the exact source of the bleed- 
ing and allows him to ligature only such vessels as require 
it, thus saving needless sacrifice of the blood-supply to a 
limb which might otherwise be in danger of gangrene. 
Duval’s approach to the first part of the anterior tibial 
artery and Sencert’s and Henry’s approaches to the first 
part of the subclavian artery are operations which 
should only be attempted by the expert working in a 
properly equipped theatre. The first may save a limb 
when the more simple ligature of the popliteal artery 
might cause gangrene. Ligature of the first part of the 
subclavian is a life-saving measure and these approaches 
should be mastered by the surgeon. By the perfection 
of such operations our results will improve. In the last 


chapter two problems worthy of further investigation are 
treated, perhaps a little too authoritatively, as settled. 
The first relates to simultaneous ligature of the vein when 
the main artery to a limb is ligatured, about which there 
are still differences of opinion. Secondly, it is advised 
that a limb in danger of gangrene should be kept at room 
temperature and not warmed, the argument being that 
by increasing the temperature of the limb the metabolism 
of the part is increased and this may be too much for a 
flagging circulation to control. The circulation is cer- 
tainly improved by warmth, however, and the question 
is whether this augmented circulation is in proportion to 
the increased metabolism, whether it is in excess of the 
demands or whether it falls short of the new metabolic 
requirements. Fresh investigation is necessary before 
this extremely important point can be decided. Finally, 
although many surgeons will not share Mr. Hamilton 
Bailey’s passion for maggots (a long chapter on which is 
included), most will understand his reasons for saying 
“I have learnt more in editing part 2 than by taking a 
postgraduate course visiting surgical clinics.” 


War Wounds and Injuries 

Edited by E. FLETCHER, M.B. Camb., M.R.C.P., physician 

in the E.M.S. and to Queen Mary’s Hospital for the East 

End; and R. W. Raven, F.R.C.S., surgeon in the E.M.S. 

and to outpatients at the French Hospital, London. 

London: Edward Arnold and Co. Pp. 255. 14s. 

THIS is a collection of articles on the surgery of wounds 
and injuries that have appeared in the Postgraduate 
Medical Journal during the first year of war. It is there- 
fore asymposium rather than a textbook, a series of essays 
rather than a comprehensive review. Some of the contri- 
butions are written for the young general surgeon, others 
are more suitable for the expert. The discussion on injuries 
of the eye and disturbances of vision which occupies sixty 
pages is of interest above all to the specialist. On the other 
hand, in the chapter on war injuries of the jaw and face Cole 
deals with principles rather than details, and gives an 
insight into the problems of these important injuries that 
is essential to the surgeon who may have to deal with them 
in the front line. The excellent group of papers on injuries 
of the chest by Roberts, Sellors, Price Thomas and 
Alexander should be very helpful to the young-warsurgeon, 
and the slight divergence of views on haemothorax does not 
detract from the value of the discussion as a whole. Other 
contributions of real practical importance, because of 
their sane outlook and their emphasis on principles, are 
those on amputations by Seymour Barling, on the surgery 
of deformities by MacMurray, and on injuries of the spine 
and spinal cord by Knight. 
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= TEACHING OF FIRST-AID 

WE are beginning to see that our teaching hospitals 
must become educational centres for everything con- 
cerned with the arf of healing. Evolution along those 
lines has developed considerably in the last fifty 
years: the dental school was attached to the medical 
school, the nursing, massage and radiographic schools 
developed in turn, but nowhere has there yet arisen 
the complete school of healing, where all, except a few 
seniors, are learning their jobs and passing on to take 
up posts in other institutions. A new stage in the 
evolution of a fully comprehensive school has been 
Teached at Queen’s Hospital, Birmingham, where a 
school for training industrial workers in first-aid is to 
be established as part of the Accident Hospital and 
Rehabilitation Centre, primarily to meet the needs 
of firms not large enough to have their own trained 
nurse -or doctor. Here trainees will live in the 


hospital for a fortnight and act as nursing orderlies. 


The need for such training centres, extended to meet 
the needs of first-aiders both inside and outside the 
factories, is evident, for though first-aid parties are 
doing and have done valuable work in air-raids it can 
scarcely be said that all is well with first-aid. Every 
doctor, of course, has his funny story of how the first- 
aider shouldered him out of the way ; but this would 
not matter if confidence and competence always went 
hand in hand. 

Training of first-aiders in England has been under- 
taken by the St. John Ambulance Association and the 
British Red Cross. The first is primarily a peace- 
time organisation, and the second, though designed for 
war, has been chiefly active in training volunteer 
nurses for hospitals. The textbooks of neither were 
designed to meet the type of problem presented by 
air-raids, and the only widely circulated book written 
to that specific end is the A.R.P. Handbook, No. 10.1 
The result is that training of first-aid parties to meet 
present .emergencies starts with an initial handicap 
of a syllabus and an examination unsuited to the needs 
of the moment. Medical lecturers are not devoid of 
blame. One at least read the book to the class with- 
out comment; another occupied half an hour of a 
four-hour course to wardens in explaining the 
psychological theory of shock ; and another, advising 
on treatment, startled his hearers by remarking “ Just 
Inject a little strychnine—you can’t go wrong.” Nor 
are these isolated instances. We can all recall 
lecturers, able clinicians, whose teaching ability was 
non-existent. 
ing is a job with a technique that can be acquired ; 
lecturers must realise this, and remember that the 
presentation of the facts is as important as the facts 
themselves. Those who have been teaching or 
examining first-aiders in recent months are well aware 
of the recurrent faults of candidates and of doctrine. 
The avidity with which tourniquets are applied, the 
unpadded splint hard on the malleolus, the single 
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(proprietary) disinfectant of which they have heard, 
the fumbling for pressure-points, the incompetent 
Schafer’s method—how familiar they are. Most 
dangerous of all, perhaps, is ignorance about shock. 
A correspondent writes: “‘ The first candidate who 
knows when shock appears and that its effects can be 
explained from the reduction of blood-volume wins a 
bottle of beer or a box of chocolates—but we have not 
had to present a prize in two years.” First-aid needs 
a background of sound first principles or it cannot be 
applied intelligently; and sometimes even the 
lecturer lacks the background. 

How the proper training and teachers are to be 
obtained is not easy to answer. An M.O.H. recently 
expressed the opinion? that it is desirable for all 
members of first-aid posts to be sent to casualty 
departments for training, and only those who can 
devote sufficient time to gaining this experience 
should be retained at the posts. On another page an 
account will be found of a scheme for a national school 
giving a fortnight’s intensive course in similar fashion 
to the A.R.P. schools. The proposal is attractive in 
many ways, but has the questionable purpose of 
training lay instructors. If the first-aid training now 
given by doctors is unsatisfactory, training given by 
lay instructors would scarcely be likely to improve on 
it. The scheme, however, deserves full publicity so 
that its strengths and weaknesses can be gauged. In 
sthe first place is a fortnight long enough to teach 
anyone anything in such a way that it will stick ? 
Those who have lectured to nurses know that it is not 
until the second year that facts learned in the first 
year become everyday equipment in the student’s 
mind. Only by working with new knowledge over a 
period of time can we convert it into a familiar tool. 
A fortnight’s course of the kind would be excellent for 
doctors about to teach first-aid, if they could be 
induced to take it. They would have both knowledge 
and experience already, and would need to be told 
only what was relevant to their purpose and how to. 
present it. But for lay first-aiders some longer 
preparation is surely necessary. Possibly the student 
could split his fortnight’s training, starting with a 
week of intensive study and practical experience, 
under supervision, in clinics and outpatient depart- 
ments; then returning to his own district for six 
months to attend routine night or week-end classes 
designed to stamp in his hastily acquired knowledge 
and technique ; and finally spending a second week 
at the school for revision and further practical 
experience. before sitting for his examination. Some 
such system would ensure a competent standard ; but 
first-aid is unsatisfactory at present because it is 
badly taught, and our first step must be to ensure 
that the teachers learn how and what to teach. 


MANAGEMENT OF SECONDARY SHOCK 


CURRENT opinion on the treatment of wound shock 
is expressed in the Medical Research Council memoran- 
dum which says that “the most important single 
requirement for arresting the progressive deterioration 
. .. is restoration of blood-volume.’’ This opinion is 
justified by the experience of the Army Blood- 
transfusion Service with air-raid casualties. But the 
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impressive observations recorded on p. 99 by Colonel 
Wuirsy and his associates in that service make it also 
clear that a low blood-volume cannot be restored by 
good intentions and a little fluid; the abolition of 
severe secondary shock often demands transfusion of 
almost unbelievably large amounts. In judging how 
much to give these workers have come to rely chiefly 
on the blood-pressure. They find that variation in 
the pulse-rate and the other clinical manifestations of 
secondary shock are fallacious guides, whereas 


recovery of blood-pressure runs parallel with recovery 


of blood-volume—a finding checked in some cases by 
the simple hematological method of blood-volume 
estimation first used by RoBERTSON and Bock‘ and 
lately exploited by officers of the Army Blood- 
transfusion Service. The necessity for such an 
objective measure of the patient’s needs arises partly 
from the possibility of giving too much rather than too 
little; for overloading of the circulation, with 
consequent pulmonary -cedema, is a grave danger 
where large quantities of fluid are being pushed into 
veins. As things stand, however, cases of shock run 
a far greater risk of death from insufficiency than from 
excess. It is evident that transfusion can save cases 
that are otherwise hopeless; and in future no-one 
will be able to say that this remedy has failed unless 
the adequacy of the transfusion has been demon- 
strated by blood-pressure records. 

In stating that transfusion can save lives we cannot 
pretend that the saving is wrought without much 
effort and planning in advance. The five pints of 
citrated plasma used in some of the Bristol cases to 
restore blood-volume before operation represent the 
contribution of fifteen voluntary donors, and no 
organisation short of the elaborate transfusion services 
that have now been established could hope to provide 
sufficient amounts of the appropriate fluid with the 
promptness essential for the successful treatment of 
those who are badly wounded. Secondly, even when 


_ the blood or plasma is readily at hand it cannot be 


used to full advantage unless there are good facilities. 
The vital work of resuscitation after injury demands 


' that between the reception-room and the operating- 


theatre there shall be distinct and ample intermediate 
accommodation where an experienced officer is able 
to direct a generous allotment of skilled help. Here 
the more conservative measures for overcoming 
primary shock will be systematically applied, and may 
indeed prove sufficient except when casualties 
obviously need transfusion at once. An initial delay 
is useful for differentiation between primary and 
secondary shock, while the patient will be able to bear 
the burden of secondary shock better if he is no longer 
suffering from primary shock in addition. But if 
warmth, rest with the head low and smallish doses of 
morphia do not raise the systolic pressure above 
100 mm. Hg within an hour, or if fifteen-minute 
readings show deterioration, transfusion will be 
wanted. When this decision has been taken and the 
transfusion has been given, and the blood-pressure and 
strength have risen enough to permit of operation, the 
patient may leave the resuscitation ward, but even 
now the need for watchfulness and action will by no 
means have passed. Blood-pressure that has been 
reasonably restored may fall again during the delay 
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sometimes inevitable before the surgeon can get to 
work, or through the action of the anesthetic, or as 
an effect of the operation itself. Apart from the 
possibility of renewed bleeding there is the certainty 
that the watery citrate solution used to prevent 
coagulation of the blood or plasma will be rapidly 
excreted from the circulation, and this fraction 
amounts to two-sevenths or more of the total volume 
administered. In view of this disposition to relapse 
the needle or cannula should not be removed from the 
vein and the patient should be accompanied to the 
operating-theatre by a slowly dripping bottle of blood 
whose transfusion can be accelerated at any moment 
if need arises. Ideally, a member of the resuscitation 
team, perhaps a senior medical student, should follow 
each patient from reception until operation is over. 
With a blood-pressure cuff in situ either this attendant 
or the anesthetist can ensure that the patient reaches 
his final ward in good condition. As to the choice of 
resuscitation fluid, the reports of the Army Blood- 
transfusion Service establish the safety of- citrated 
plasma, but their experience suggests that after every 
two pints of plasma it is best to introduce a pint of 
blood. Those who are accustomed to put their faith 
in dilute plasma mixtures or in normal saline should 
remember that the action of these solutions on blood- 
pressure is short lived. 

Anyone who has treated air-raid casualties will 
appreciate the difficulty of collecting data as compre- 
hensive as those presented in our columns this week. 
Amid the hubbub of the blitz the teams of the Army 
Blood-transfustion Service have managed to clear a ` 
metaphorical space for clinical research and have there 
given their minds coolly to the principles of treatment 
and the verification of those principles in practice. 
If these and similar studies can be pursued they should 
soon enable us to answer far more distinctly the vexed 
but fundamental question how far reduction in blood- 
volume is the basic cause of secondary shock and how 
far other factors contribute. The facts already 
obtained speak louder than words. 


INFLUENZAS A AND B 


SincE the successful inoculation of ferrets with a 
virus obtained from epidemic influenza patients in 
1933, most of the more widespread influenza outbreaks 
throughout the world have yielded a similar virus 
when it has been looked for. But there has been 
increasing evidence that, apart from sporadic cases and 
local outbreaks of clinical influenza, definite epidemics 
may occur in which this virus is absent or plays only 
a minor rôle. Workers at the National Institute for 
Medical Research and at the laboratories of the 
Rockefeller Foundation, New York, lately agreed ! 
to call the original agent “‘ influenza A virus,” and to 
keep a sharp look-out for yet undiscovered viruses 
B, C, and so on, or other agents which might be 
responsible for those outbreaks from which A is absent. 
They have not had long to wait. Francis? has 
described “a new type of virus from epidemic 
influenza ” which is designated ‘‘ influenza B virus.” 
This turned up in throat washings from patients with 
influenza near New York in February and March, 1940, 
and evidence was obtained that it was also concerned 
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in epidemic influenza in the south-eastern states at 
about the same time. 

Serological differences amongst influenza A viruses 
have been recorded by several workers but there is 
always an unmistakable antigenic overlap ; virus B 
on the contrary is serologically quite unrelated to A. 
It seems to be biologically similar in that it will infect 
ferrets and mice, but both the primary transfer from 
man to ferret and the subsequent infection of mice 
from ferrets are more difficult than with A; only one 
strain of B has in fact been securely established in 
ferrets and mice. Sera from patients convalescent 
from outbreaks of influenza B have shown a specific 
rise in neutralising antibodies against B and not 
against A. Existing evidence as to the prevalence 
of B is based thus far on serological evidence of this 
sort rather than on actual isolation of the virus. 
Franots deduces on this basis that an epidemic he 
studied in California in 1936% was probably caused 
by influenza virus B; and it appears also that the 
same virus was concerned in an outbreak in the 
West Indies last summer. 

This last finding raises a question of much epidemio- 
logical interest, for the West Indian outbreak was 
apparently due in the main to influenza A virus. 
This is not the first occasion on which different viruses 
have been isolated from one influenza outbreak. 
StuaRT-Harris and others‘ recovered several distinct 
serological strains of virus A from the epidemic in 
Britain of 1936-37, and similar findings are on record 
from North America and Australia. The 1939 out- 
break in this country was only to a. minor extent 
caused ® by virus A; possibly B was the chief villain 
in that year. It will doubtless be diligently sought 
for in this country. Difficulties encountered in 1939 
seemed to set back our hopes of finding a differentia- 
tion between epidemic influenza and “febrile 
catarrhs ” which should have both a clinical and an 
etiological basis. Now that influenza B is on the 
map we must recognise that the problem is even more 
complex than it looked a few years ago and must try 
not to lose patience with those who are trying to 
unravel the tangled skein. 


ARTERIO-VENOUS ANEURYSM 


WaR lends special interest to arterio-venous 
aneurysms, for most of them come from gunshot 
wounds. Two recent papers by observers who have 
disagreed before show that this condition is still 
imperfectly understood. Sir THomas Lewis ® reports 
observations on three men wounded in the last war. 
His paper is mainly concerned with the compensatory 
changes in the affected limb whereby its circulation 
is restored to normal or more than normal. Diminu- 
tion in vasomotor tone is found but does not account 
for the whole increase in blood flow, which Lewis is 
inclined to attribute to vascular growth in response 
to a local chemical stimulus. For the surgeon the 
‘point of immediate interest is that here are three 
cases all of some twenty years’ standing without any 
cardiac breakdown resulting from the fistula. One 
of them Lewis has reported before? and he estimated 
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' to half the cardiac output. 


that the leak from artery to vein in this case amounted 
It is true that these men 
are not free of symptoms but such as they have are 
not due to cardiac failure. Prof. EMILE HOLMAN, 
reporting nine cases in addition to twelve previously 
reported, deals with the problem from a surgical 
point of view. He maintains that the risk of cardiac 
failure as a result of the fistula may be determined 
by the behaviour of the blood-pressure and pulse on 
digital occlusion of the fistula, and he maintains that 
in a recent case an increase of pulse-rate and a fall of 
blood-pressure even if small indicates a large fistula 
which is almost certain to overtax the heart sooner 
or later. He records two cases with heart-failure 
relieved by operation, both of which had had a fistula 
for several years before developing cardiac symptoms. 
Two of his other cases were of several years’ duration 
without cardiac failure and the remainder were recent. 
LeEwiIs’s cases and some of HoLMAN’s show that it is 
not easy to foretell the effect of the fistula on the 
heart and the possibility of cardiac failure can hardly 
be regarded as an absolute indication for operation. 
With regard to the general effects of arterio-venous 
fistula HoLMAN says that the extent of the increase 


. in blood-pressure and fall in pulse-rate produced by 


digital occlusion of the fistula is commensurate with 
the extent of dilatation of the heart and vessels 
proximal to the fistula, being least when the fistula 
is of short duration and greatest in cases of long 
duration with cardiac dilatation. In several cases 
he observed that the fistula was associated with an 
increased blood-volume which returned to normal 
after the fistula had been closed by operation. 
Immediately after operation the same rise of blood- 
pressure and fall in pulse-rate occurred but these 
returned to normal with the elimination of the surplus 
blood-volume. LrEwis and Horman differ about 
venous pressure in these cases but they seem to 
agree that there is no rise in general venous pressure 
in the absence of cardiac failure. Eight of HoLman’s 
patients were treated. by ligation or excision of parts 
of the main vessels of a limb but in none was there 
any impairment of the vitality of the peripheral 
tissues. In all cases there had been developed an 
adequate collateral circulation, and, as LEwis’s 
observations show, in a long-standing case it is more 
than adequate. If surgery is decided on as soon as 
a diagnosis is made, time should be allowed for this 
collateral circulation to develop and in one of 
Hormax’s cases operation was deliberately delayed 
for this purpose. i 


Mrs. CRESWICK ATKINSON, a member of the Horder 
Committee and technical adviser to the Women’s 
Voluntary Services, has been appointed to undertake 
social welfare work for women and children using air- 
raid shelters in London. She will confine her work to 
shelters holding 500 or more; the needs in smaller 
shelters are thought to be different. The appointment 
is a full-time one. Mrs. Atkinson will be assisted by a 
band of workers who will advise and guide the mothers 
in the new welfare problems created by shelter life. She 
will work with Alderman Charles Key, M.P., the London 
regional commissioner for shelters. 


SINCE the publication of the last list of subscriptions 
to the Medical War Relief Fund £680 has been received, 
bringing the total to nearly £14,600. 
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RETIREMENT OF MR. R. H. CURTIS 

AN outstanding figure in the public administration of 
this country has reached the end of his official life. 
Mr. Curtis, barrister-at-law, chief officer of the mental 
_ hospital departments of the London County Council, has 
just retired under the age-limit after giving service for 
46 years, first under the Metropolitan Asylums Board, 
then under the Asylums Committee, and since 1916, when 
their functions were transferred to it, under the L.C.C. 
He will carry with him into retirement the good wishes 
and affection of all those who worked with him and whom. 
he imbued with his own zeal. He read widely and could 
argue medical points about the latest views on the treat- 
ment and care of mental patients with a wealth of 
knowledge which was often disconcerting. He took a 
special interest in the pioneer work done at the Maudsley 
Hospital and in the research laboratories of his depart- 
ment. He was proud of the two university chairs 
established at the hospital and the support accorded to 
it by the Rockefeller Foundation. His official reports 
revealed his mastery of the English language and dis- 
closed one of his hobbies which was the study of the 
meaning and derivation of words. During the long 
evenings his active brain will need some occupation, 
and we commend to his attention the writing of a 
history of the Maudsley Hospital to enlighten future 
historians about the origin of this remarkable experiment 
in mental treatment. 


PSYCHOLOGY AIDING INDUSTRY 

WHEN war broke out it seemed possible that the 
activities of the National Institute of Industrial Psycho- 
logy might have to be suspended but its work has 
gone on with a certain difference of objective. The 
need of the moment is not so much the heightening of 
craftmanship as the development of repetitive produc- 
tion. As a peripatetic correspondent pointed out in 
October (p. 499), craft cannot be acquired by drill but 
team-work reinforced by motion-study and the discovery 
‘of the simplest and easiest way of getting results may 
become a very effective method of mass-production. 
The demand for vocational guidance has not disappeared 
and an increasing number of industrial firms are turning 
to the institute for advice ; indeed, with a staff depleted 
by the claims of the fighting services the institute is 
finding difficulty in meeting all the requests for help 
which are reaching it. Butforthe most part the staff of 
the institute has been occupied in devising schemes for 
training operatives in engineering processes, electrical 
assembly work, power sewing machining and weaving ; 
by introducing such schemes into industries they 
have shown that it is possible to shorten the normal 
period of instruction and ensure greater dexterity. The 
training school is also used to separate those who are 
capable of doing skilled work from those who will be more 
successful in routine processes. In one firm, where 
careful hand-soldering of seams is required in the 
manufacture of air-tight shell fuse cases, the weekly 
output at the start was only 1000 good cases and several 
thousand rejects ; as skill improved an output of 10,000 
good cases a week was achieved, and it seemed likely that 
this was the maximum to be hoped for. When a system- 
atic training scheme was instituted, however, the rejects 
declined and the good cases rose to 20,000 a week. The 
institute has also been able to advise on hours of work, 
rest pauses, shifts, ventilation, lighting, light-traps, and 
the colour of interior paint. Help was given to the Joint 
War Organisation of the British Red Cross Society and 
the Order of St. John of Jerusalem at a depot where 
parcels were packed for prisoners of war. Simpler 
methods of packing and handling were advised, and 
improved equipment designed for a new depot. Work 
for education authorities has gone on; intelligence and 


PSYCHOLOGY AIDING INDUSTRY 


. [JAN. 25, 1941 


performance tests have been devised, and new group 
tests for constructional abilities are being tried out in 
schools. A vocational guidance experiment at Birming- 
ham by Mrs. E. P. Hunt and Mr. Percival Smith, with 
which the institute has been associated, shows that 
children who were given—and took—vocational advice 
were placed more advantageously in industry than those 
who did not follow the advice ; and also more favourably 
than a control group who were given no advice. 


‘CEREBRAL INFLUENZA ” 


G. N. Pattison! has described 20 consecutive cases of 
what he calls cerebral influenza simulating early cerebro- 
spinal meningitis arising in two nearby but entirely 
separate military units. The signs and symptoms were 
frontal headache, which was the most outstanding 
feature, sudden pyrexia with slow subsidence, malaise 
and general pains, an initial small petechial or scarlatini- 
form rash on head, neck and chest in 9 cases, photophobia 
in some cases, and neck rigidity slight in 6 men and 
definite in one who also had a positive Kernig’s sign. 
One man was slightly delirious. Lumbar puncture 
seems to have been done in one case only, and this 
yielded a clear fluid, not under pressure and containing 
no organisms. No involvement of the throat, nose and 
chest was observed. The duration of the illness is not 
stated, but it was short and recovery uneventful. Only 
about a third of the patients had chemotherapy -and 
these did not recover so rapidly as the others, who 
were treated with aspirin, quinine and Dover’s powder. 

It is a good thing to suspect cerebrospinal fever, and 
imperative to have a lumbar puncture done, in all febrile 
conditions which resemble it and are otherwise unex- 
plained. Points against the diagnosis of cerebrospinal 
fever in Pattison’s epidemic are the absence of vomiting, 
of irritability on being touched or moved, of drowsiness 
or prostration, of neck rigidity and Kernig’s sign in the 
majority, the character of the rash, the clear cerebro- 
spinal fluid and the recovery without special treatment. 
A scarlatiniform or small petechial rash on head, neck 
and chest does not suggest meningococcal so much as 
streptococcal activity. In meningococcal disease the 
rash may be macular or rose-red papular at onset, but 
scarlatiniform or minute petechial rashes must be very 
rare. When the petechixs appear they are nearly always 
irrecular in size, and seldom minute, and their distribu- 
tion, unless very scanty, includes the flanks and upper 
thighs. A clear cerebrospinal fluid may, of course, be 
obtained in the septicæmic stage of the disease, but 
there is usually, though not always, a slight increase of 
cell content including polymorphs; and a few colonies 
of meningococci are sometimes grown from clear fluids 
with a normal cell count. Rapid recovery -without 
serum treatment or chemotherapy occurs, too, in rare 
mild or abortive cases, but is unthinkable in 20 consecu- 
tive cases. A leucocyte count might also be of value. 
In pure influenza the tendency is to a leucopenia with 
relative lymphocytosis, whereas in cerebrospinal fever 
there is constantly a decided leucocytosis. | 

In the absence of further details it would be idle to 
speculate on the real nature of Pattison’s cases. If 
they occurred on the Mediterranean littoral the diagnosis 
might be anything from sandfly fever to primary 
smallpox in well-vaccinated subjects. It might even, in 
the end, be necessary to relegate them to that highly 
popular category of the last war, P.U.O. If they 
occurred in France or in this country a streptococcal 
origin is not unlikely with a primary focus in a sinus or 
elsewhere in the upper respiratory tract. The rash 
would appear only in a minority of the men who 
happened to be Dick-positive reactors. A scarlatiniform 
rash easily becomes a minute petechial rash in sites of 
pressure, like Pastia’s sign in the flexures of the elbows 
in scarlet fever. Slight neck rigidity is a subjective 
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sign that is not always easy to differentiate from 
voluntary resistance to flexion. A diagnosis of ‘‘ cerebral 
influenza ” should never be other than provisional, 
pending a full clinical investigation which would neces- 
sarily include lumbar puncture, blood-counts, and 
possibly radiography of sinuses. It is doubtful indeed 
if this diagnosis is justifiable at all in the absence of a 
well-defined epidemic of influenza. There can be no 
etiological proof and the diagnosis becomes purely 
speculative. It has been common in the past to refer 
somewhat loosely to nervous types of influenza arising 
in connexion with an epidemic. These are, however, 
more accurately described as cases in which nervous 
symptoms are prominent during or after the attack. 
If the term cerebral influenza is to be used, there should 
first be a reasonable probability of the influenza virus 
being active in the neighbourhood, and secondly, the 
symptoms should include distinctively cerebral manifes- 
tations—for example, upper neurone paresis, convulsions 
of Jacksonian type, or coma. Headache, delirium and 
occasional slight neck rigidity are common to many 
fevers and do not in themselves constitute a cerebral type. 


ALCOHOLISM AND DRUG TOLERANCE 

WE noted not long ago! that even the moderate drinker 
must remind himself as he drinks his glass of beer that 
it will play the devil with his Jeukotaxine and make him 
an easier prey for prowling bacteria. Chronic alcoholism 
has its own drawbacks. It is an old observation that 
the heavy drinker is difficult to anesthetise, and that the 
anesthetist can, by noting the amount of ether required 
to put him under, plumb the depth of his alcoholic past. 
Ahlquist and Dille? have been experimenting to find out 
whether tolerance to alcohol affects the response to 
other drugs, but since among the other traditional 
figures that hard times have banished are the two-bottle 
and three-bottle men they have had to fall back on 
artificially debauched rabbits. They produced tolerance 
to alcohol in these animals by injecting intraperitoneally 
1-5 g. of alcohol per kg. body-weight daily in 20% solution 
for 15-25 days. This dose made the rabbits moderately 
intoxicated, on human standards. The first and last 
doses were given intravenously, and tolerance was 
considered satisfactory when the sleeping time after a 
dose was reduced to a half. Tolerance to other drugs 
was estimated 48 hours later, by which time the residual 
alcohol had been eliminated while the alcohol tolerance 
remained much the same. Five drugs were tested : 
two hypnotics, pentobarbital sodium (Nembutal) and 
hexobarbitone (Evipal); an anesthetic, ether; an 
analgesic, amidopyrin; and a central stimulant 
(metrazol, leptazol or Cardiazol). The effect of the 
hypnotics was estimated by noting the sleeping time 
after a dose of 20 mg. per kg. body-weight ; alcoholism 
reduced this from 31 to 18.min. for pentobarbital, and 
from 11-2 to 6-5 min. for hexobarbitone. For ether the 
amount needed to produce loss of the righting reflex was 
the criterion, and this rose from 0-87 c.cm. per kg. before 
alcoholism to 1-28 c.cm. afterwards. Analgesia was 
measured by determining the threshold faradic stimulus 
which would produce a sharp inspiration, and this was 
_ estimated before and after the administration of 100 mg. 
of amidopyrin per kg. body-weight, the rabbit reclining 
in a hammock the while. Here alcoholism made no 
difference whatever to the action of the drug. The 
reactions of the rabbits to intravenous leptazol were 
graded into five classes: 1, slight quickening of respira- 
tions ; 2, twitching of the nose and eyelids; 3, a 
characteristic posture, with the back up, the forelegs 
stiff, the toes spread out and the tail raised; 4, violent 
convulsions; and 5, death. In about half of the 
animals 10 mg. of the drug produced either reaction 3 or 
4, and the average response was the same before and 


1. Lancet, 1940, 2, 811. 
2. Ahlquist, R. P. and Dille, J. M. J. Pharmacol. 1910, 70, 301. 


after the acquisition of alcohol tolerance. It seems, then, 
that cross-tolerance extends from alcohol to other drugs 
depressing the central nervous system but no further. 


CHARCOT-LEYDEN CRYSTALS 

Curschmann’s spirals and Charcot-Leyden crystals are 
known to everyone who has read about asthma and 
though the spirals are probably casts of the smaller 
bronchi the significance and nature of the crystals is 
as mysterious as when they were first described in 1853 
by Charcot in the heart-blood and spleen of a man who 
died of leukzemia. Leyden saw them in asthmatic sputum 
twenty years later and since then they have been found 
in many conditions. Speculation as to their nature has 
been common ; coagulation or crystallisation products of 
eosinophils, spermine and calcium are among the 
substances said to be implicated. It is certain, however, 
that these colourless, elongated, octahedral crystals are 
most evident in diseases which cause an increase in the 
blood eosinophils. Thompson and Paddock ! have latély 
examined by wet-smear the blood of 100 patients 
admitted to medical wards and suffering from a variety of 
illnesses without once finding the crystals, even though 
in some instances the eosinophils were as high as 25%. 
Of 5 patients with bronchial asthma and an average 
eosinophilia of 8% none had crystals in the blood while 
one patient with chronic ulcerative colitis had typical 
crystals in the stools but none in the blood. On the 
other hand 2 out of 3 patients with chronic myelogenous 
leukemia, one patient presumed to have periarteritis 
nodosa and another with trichiniasis all showed numbers 
of crystals in wet-smear preparations. Of 11 fatal cases 
of leukzmia, however, only one had crystals in the 
tissues ; these were present throughout the body but 
were most plentiful in the spleen and pancreas. An 
attempt to induce crystal formation in guineapigs by 
inoculation with Trichina spiralis, which caused a 20% 
eosinophilia, failed. Thompson and Paddock are 
judiciously but regrettably silent about the nature of the 
crystals except that they are soluble in a variety of com- 
mon chemical substances and that once destroyed they 
could not be reconstituted. So far, therefore, all we can 
say is that Charcot-Leyden crystals are most likely to be 


found in asthma, periarteritis nodosa, trichiniasis, in 


certain intestinal infections and in localised collections of 
eosinophils such as nasal polyps and skin blebs; the 
claims that they are present in prostatic secretions and in 
normal blood are probably false. The feature common 
to these conditions is a high absolute or local eosinophilia 
and the association seems proven. It is possible that the 
isolation and chemical analysis of the crystals would help 
in the understanding of the eosinophil. 


DRUGS AND DRUGGISTS 

ADDRESSING the Pharmaceutical Society on Jan. 16 
Mr, Arthur Mortimer, secretary of the Wholesale Drug 
Trade Association, said that before the war started he 
had made a world survey of drugs in common use in 
Great Britain, with their countries of origin and alterna- 
tive sources of supply. This he had done in view of the 
possibility of interference, through any cause, with the 
normal supply of drugs. The Association of British 
Chemical. Manufacturers had also prepared lists of 
chemicals. These investigations were followed by a 
census of the stocks of materia medica which had 
proved useful to the authorities. The information 
thus made available was supplemented by an estimate 
of the volume of vegetable drugs and medicinal 
chemicals required by the health services, the Forces 
and the civil population in peace-time and an 
estimate of what might be required in time of war. This 
work was not undertaken merely on account of fear of 


‘war, but as a preliminary to ensuring the best use of 


resources and the encouragement of home trade. Stocks 
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in short supply were increased ; fine chemicals which had 
not been made hitherto in this country were investigatéd 
and plant and working formule were devised. Mr. 
Mortimer referred to a number of crude drugs which are 
or may be in short supply, although, he added, “‘ if care 
is exercised, and substitutes prescribed wherever possible, 
we shall have no difficulty in meeting the. situation.” 
Gentian, squill, liquorice, senega, cassia, belladonna, 
hyoscyamus, stramonium and colchicum should be 


available, in quantities sufficient to meet all ordinary © 


needs, as a result of measures which had been taken to 
ensure supplies. Foreign-owned British patents had 
proved a serious handicap to British manufacturers, 
but medicinal products covered by these patents were 
now being produced in this country under licences granted 
by the comptroller of patents and presented under trade 
names other than those used by the foreign owners of the 
trade marks. ‘‘ There is,” he said, ‘‘ no call upon us as 
Britons to perpetuate the goodwill in enemy trade names, 
and a strong appeal is being made that the official names 
should be used wherever possible in preference to pro- 
prietary names in scientific literature, by manufacturers 
and prescribers, and in the teaching hospitals and 
institutions.’ The reference was particularly to those 
synthetic products which are the subject of monographs 
in the third addendum to the B.P. and he added that the 
Government naturally expected that every pharmacist 
would refuse to help to keep enemy trade marks warm. 
Mr. Mortimer ended with an appeal to set up an adviso 

committee for the drug trade. 


FRIEDLANDER PNEUMONIA 

Friedlander’s bacillus, a short thick gram-negative 
capsulated bacillus, has long enjoyed a reputation for 
causing a very severe form of pneumonia, and the 
tendency of older physicians to exaggerate the frequency 
of Friedlander pneumonia may be traced to Friedlinder’s 
early mistake in confusing his bacillus with the pneumo- 
ecoccus—which incidentally he, not Frankel, first 
isolated from cases of pneumonia. Bacteriological 
studies in large series of pneumonias put the incidence 
of Friedländer infections at 0-5-1%, although occasion- 
ally higher and even epidemic incidence has been 
reported. While the onset resembles that of a pneumo- 
coccal lobar pneumonia, certain clinical features help to 
distinguish Friedländer pneumonia which attacks mostly 
men in the older age-groups. Hzemoptysis may be an 
initial sign, and the sputum is characteristically gelatin- 
ous and tenacious, and often brick-red in contrast to the 
rusty spit of the pneumococcal infection. Temperature 
is not high as a rule, the patient quickly becomes very ill, 
and the physical signs of a pneumonia, particularly 
crepitations and bronchial breathing, are often absent. 
There may be leucopenia or only slight leucocytosis. 
The diagnosis is made by bacteriological examination of 
the sputum. A gram-stained smear shows many, typical 
gram-negative bacilli with a negative halo representing 
the capsule ; mouse-inoculation gives a pure culture of 
the Friedlinder bacillus. The fatality-rate of this acute 
and usually rapidly fatal infection is 70-90%. Besides 
this fulminating pneumonia a more chronic form occurs 
either as a sequel to the acute disease or ushered in by an 
acute phase, and Solomon! has lately recorded the 
clinical features in 17 cases of which only 4 died. One of 
the commonest complications of the acute disease is a 
non-putrid necrosis of the lung ; the resulting cavitation, 
usually in the upper lobes, is the outstanding feature of 
the chronic infection, and has led in a proportion of cases 
to a diagnosis of chronic pulmonary tuberculosis. The 
sputum is sometimes blood-stained, but more often is 
rather copious, purulent and brownish-yellow, but not 
foul-smelling unless secondary infection occurs. The 


diagnosis is again confirmed by bacteriological examina- 


tion of the sputum from which Friedliinder’s bacillus can 
l. Solomon, S. J. -4d mer. med, Ass. 1940, 115,1527. 
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be isolated though it may be in mixed culture ; the same 
organism may, of course, be present in sputum apart 
from a pneumonic infection, as it is often associated with 
chronic sinusitis. Lung abscess is the most common 


. complication of chronic Friedländer pneumonia and is 


sometimes accompanied by an encapsuled empyema. 
Pleural effusion, pulmonary fibrosis and delayed resolu- 
tion are other complications. Treatment is mostly 
symptomatic, although Solomon on the basis of 4 treated 
cases thinks that sulphapyridine is likely to be useful in 
tiding the patient over the acute phase of the infection 
though not in preventing complications. He. advises 
against surgical drainage of lung abscess, for this drains ade- 
quately through the bronchus. This chronic disease may 
last with intermittent pyrexia for months and even years. 


TRANSPLANTED CHILDREN 

WE are between the devil and the deep sea when we try 
to spare children the strain of-war. To see children taken 
underground at six in the evening in a large city and kept 
there, exposed to infection, cramped for space to play, 
breathing foetid air, disturbed by the pressure of adult life 
around them, is to appreciate fully the value of evacuation. 
To conduct a child-guidance clinic in a reception area is, it 
seems, to see the other side of the penny. Speakers at the 
Tavistock Clinic (p. 121) tell that some children carry 
into the country the fear provoked by bombing, some 
break down as a result of their uprooting, some because 
they are placed in uncongenial homes and some from 
guilt at leaving their parents behind in danger. The 
position is not a simple one: there is evidently no clear 
right or wrong about evacuation and we must try to 
consider what is best for the greatest number. It is 
probably out of the question, in large schemes, to 
consider each case on its merits. 
working in an eastern rural reception area speaks of the 
impact of ‘15,000 city-bred evacuees” on foster- 
mothers, and the repercussions on the children, among 
whom 420 cases of breakdown had occurred. This 
gives an incidence of 2-8%, and it would be interesting to 
know how this compares with the incidence of break- 
down among town children in times of peace. Many 
speakers testified to the fact that children stand up to the 
strain of actual bombing well; Dr. R. P. Garrow found 
that during 16 months in a population of 12,000-15,000 
children in a heavily bombed area none had been 
alleged to suffer from strain, and this may well have 
given an accurate picture of the situation. But we 
must not lose sight of the fact that however well adapted 
a child may be to stand up to the strain of bombing, he is 
totally unadapted to stand up to a bomb. During 
December 521 children were killed in air-raids, and it is 
fair to assume that most of these deaths occurred in 
towns. If those children had gone to the -reception 
areas, at least 500 of them would be alive to-day ; 
and of those about 15 would have broken down from 
emotional strain. Even the unlucky ones might have 
preferred the rôle of live dog to that of dead lion. 
It must be remembered, too, that a proportion of the 
evacuated children referred to ,child-guidance clinies 
would probably have shown symptoms at home in times 
of peace ; and that among the large numbers of children 


who have settled down reasonably well there are prob- 


ably some who have benefited emotionally by evacuation 
and have thus been spared a breakdown. The gain to 
children in physical health as a result of country life is 
reported on all sides and is not lightly to be discounted. 
This is not to pretend that children do not suffer from 
transplanting, or that they do not experience emotional 
stress as a result of separation from their parents. 
But the evidence suggests that by far the greater number 
of them adapt themselves to the new life, that they profit 
physically and that they are exposed to less direct risk of 
death. The position is not ideal, it has its own dangers, 
but for the moment it is probably the best we can do. 


Miss W. T. Alcock . 
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Special Articles 
FAMILY BUDGETS BY THE THOUSAND 


THOSE interested ‘in the nutrition of different sections 
of the population are used to collecting and studying 
material on what the people eat from a few score families. 
And they do it very intensively, with trained workers to 
weigh all the foodstuffs consumed by a household in a 
week, to measure the amount wasted, necessarily or 
unnecessarily, and, in fact, to make quite sure that what 
the housewife says fits in with exact observation. Not 
many households can be investigated in this detail or, 
indeed, would be likely to submit to the necessary 
regimentation. To increase the field of observation a 
broader approach must be adopted, and ‘‘ what the 
soldier said ’? must be accepted, in this case, as evidence. 
In other words, the housewife must agree to keep -an 
account of all her family’s expenditure in a given week 
and to keep it as accurately as possible. This was the 
method adopted by the Ministry of Labour in its inquiry 
undertaken in 1937-38 into the customary expenditure 
of working-class households in Great Britain and 
Northern Ireland, a preliminary account of which has 
just been published. . 

The main purpose of the inquiry was the provision of 
data for a revision of the cost-of-living index figures, 
which are still based upon the way in which the average 
family t its income on different items in 1914. 
Considerable changes in modes of living and in the 
distribution of expenditure have obviously taken place 
since then, and the relative importance of the different 
items in the family budget, e.g. types of food, rent, fuel, 
clothing, etc., was in urgent need of a re-assessment. 
The information collected is, however, of much interest 
to many who are not perfectly at home with the con- 
struction of index numbers and not particularly inter- 
ested in the finished product. It gives a general picture 
of the standard of living prevailing in this country in the 
pre-war days and of what the people chose to eat in the 
more lowly-paid majority of our population—not as exact 
a picture, perhaps, as the nutritional worker demands 
in terms of calories, protein, minerals and vitamins, 
but a very valuable picture nevertheless. 

The present report shows the average amounts spent 
on different articles in 8905 families in each of which the 
head was engaged in an industrial, commercial or clerical 
occupation. Each budget relates to 4 separate weeks 
spread over the year, to allow for seasonal variations 
(a rather larger amount of data is also given for each of 
the 4 weeks, including families which supplied records 
for 1 or more weeks but not for all four). In their 
geographical distribution they are representative of the 
country as a whole, but naturally they may be composed 
of families with housewives more capable than the 
average, for filling in forms is not everybody’s strong 
point. Certainly an average weekly expenditure of 
£4 5s. per family seems surprisingly high in spite of the 
fact that the average composition of the families was 
only 3:77 persons, of whom 1-75, or nearly half, were wage 
or salary earners and only one was a child of under 14; 
80 per cent. rented their houses and made an average 
weekly payment for rent, rates and water of 10s. 8d.; 
18 per cent. owned or were buying their dwellings and 
2 per cent., 
coaiminers, lived rent free. In total the average 
cost of housing these industrial families was 10s. 10d. or 
nearly 13 per cent. of their total weekly expenditure of 
£4 5s. (the actual amount was £4 6s. 3d., but a slight 
adjustment has been made for expenditure on clothing 
which appeared to be overstated). To clothing was 
allotted a weekly average of 8s. ld., or between 9 and 
10 per cent. of the total, to fuel and lighting 68. 5d., or 
1 to S per cent., to food 34s. 1d., or approximately 40 per 


. cent., and to other items 25s. 7d., or about 30 per cent. 
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No attempt, it may be noted, was made to obtain the 
actual incomes received, for such might well have led to 
a lack of coöperation. : , 
The proportion of expenditure devoted to food is 
considerably less than that shown in earlier studies, when 
it has been nearer 60 per cent. The smaller the income 
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1. Ministry of Labour Gazette, December, 1940. H.M. Stat. Office, 
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the more, of course, has to be allotted to food and withrising 
wage standards and iess mouths to feed the more there is 
to be transferred to the large group of “ other items.” 

These include cleaning materials ls. 14d. a week, household 
goods and utensils 1s. 3}d., furniture and carpets ls.. 84d., 
tobacco and cigarettes 2s. 64d., travelling 2s. 3d., newspapers, 
magazines and periodicals ls., books and stationery only 24d., 
postages 5d., cinemas 1l0łd., other entertainments 5 3d., 
education 33d., hairdressing and shaving 6}d., doctor, dentist, 
midwife and the like 10?d., medicines, etc. 6d., insurance 
contributions (state and private) 4s. 5}d., trade-union sub- 
scriptions ls. 4łd., holidays 7łd., beer, mineral waters, &c. 
9id. (but possibly the average housewife has not full cogni- 
sance of this item). The contrasts speak for themselves and 
need no comment. The distribution of the 34s. ld. on food 
is also of much interest, and shows, with one or two exceptions, 
extremely little variability from one season of the year to 
another. 3s. 6}d., or roughly 11 per cent., goes to bread and 
flour and as much as ls. 64d. to cakes, buns, pastries, biscuits, 
etc. On the other hand, oatmeal, rice, sago, tapioca, barley, 
macaroni, and breakfast cereals call'for only 3}d.; there is. 
clearly plenty of scope for response to the Minister of Food’s 
appeal for a greater use of the first-named article. Meat. 
(beef, veal, mutton, lamb and pork) calls for 4s. 8}d., a seventh 
of the food expenditure, and to this must be added ls. 6d. on 
rabbits, poultry, sausages, &c., and ls. ild. on bacon, ham 
and gammon, a total of approximately 8s. or nearly a quarter 
of the food expenditure on meat or meat products. Fish of 
all kinds, on the other hand, amounts to only Is. 43d. Fresh 
milk costs 3s. Ofd., giving the average family about $ pin 
per head per day. 
In these happier days of peace margarine was in no 
great demand, for an average expenditure of 43d. per 
week sufficed against 2s. 54d. for butter. Tea at ls. 7}d. 
a week is a fairly heavy item and this average family 
consumes 1} lb. of sugar per head per week at a house- 
hold.cost of 1s. 04d. and rather more. than 34 lb. of 
potatoes per head at a cost of 1s. 14d. Other vegetables 
cost ls. 44d., apples, oranges and bananas 11}d., other 
fruit (fresh, dried and canned) 103d., and eggs ls. 104d. 

The precepts of the nutritional experts would suggest. 
too great an attraction to meat, sugar, cakes and buns, 
too little to green vegetables, cheese and milk puddings. 
Even within the limits of expenditure possible the 
average diet could doubtless be improved. The average, 
however, conceals as much as it tells. How much 
variation is there between the diets of the population in 
different parts of the country, how do they compare 
between one level of expenditure and another, and how 
between the urban and rural worker? The answers to 
these and many other questions the Ministry of Labour 
will be able to supply in time from the results of its large- 
scale inquiry. Further instalments of this excellent. 
serial will be looked for eagerly. 


MEDICINE AND THE LAW 


Uncertainties of a Charitable Bequest 

BECAUSE the law does not allow a bequest for ‘‘ charit- 
able or benevolent ’’ objects to be a valid charitable 
bequest, some 140 institutions of a charitable nature 
may have to hand back sums amounting in all to more 
than a quarter of a million pounds. In many cases. 
the money has been spent and no funds are available 
for replacing it. We have been taught to revere the 
certainty of the law and to admire the principle of 
judicial consistency. We have understood that the 
law exists in order to protect acquired rights. Unfor- 
tunately the whole law of charities is full of uncertainty, 
and, it now appears, institutions which have in good 
faith received money which the donor intended them 
to receive must attempt what may be the impossible 
task of repayment. Guy’s Hospital was given £20,000 
with a request that it be specially used for a children’s 
ward. The Westminster Hospital was given £4000 
which, it is understood, has been spent to excellent 
purpose. The Royal National Orthopedic Hospital 
was given £5000 which was devoted to building a 
swimming-pool for the treatment of paralysis. The 
diocesan board of Chichester received £2000. These 
benefits cannot be handed back in the form into which 
the money has been converted. If the cash must be 
found, whence is it to come ? 
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When Mr. Caleb Diplock died in 1936, his executors 
found themselves with some £263,000 to dispose of to 
such charitable institutions or other ‘‘ charitable or 
benevolent ’’ objects in England as in their discretion 
they might select. That word “ or,’’ it seems, is fatal. 
Bequests for purposes which are described as “ charit- 
able or benevolent,” ‘‘ charitable or public,” and 
“charitable or religious ” have at various times been 
held not to be valid charitable gifts because of the differ- 
ence between charity and benevolence and because of 
the indefiniteness which ‘‘or” introduces. In the 
Diplock case Mr. Justice Farwell managed to uphold 
the executors’ distribution. The overriding intention 
of Mr. Diplock, he said, was to benefit objects which 
were charitable in the strict legal sense; the addition 
of ‘‘ or benevolent ’’’ was not enough to control that 
overriding intention. The Master of the Rolls felt that 
the meaning of “or” must be disjunctive; it was no 
good pretending that it meant “and” or “id est.” 
The Attorney-General, who appears in cases about 
charities in order to protect the public interest, sided 
with the executors and argued that ‘‘ benevolent ” had 
nowadays become really co-extensive with ‘‘ charitable.” 
The Master of the Rolls rejected the suggestion. The 
court spent hours examining the nature of a charity—a 
question largely dependent upon the preamble to a 
statute of 1601, the only part of the statute which sur- 
vives. Many previous decisions were examined. A 
bequest for distributing the egregious works of the 
fanatical Joanna Southcott has been held valid ; so has 
a bequest to encourage rifle-shooting, although a bequest 
to encourage cricket or football is not. Is it not really 
time that the law of charities was simplified and moder- 
nised ? Apparently in drafting the Diplock will a 
precedent was copied from a well-known textbook for 
conveyancers. Somehow “ or’”’ was written in mistake 
for “and.” Mr. Diplock was not anxious about the 
exact words; all he wanted was that the residue of 
his estate should be devoted to the charitable objects 
to which it has in fact been applied. Instead of that, 
the Court of Appeal declares this part of his will to be 
invalid, and the residue must devolve as if he had died 
intestate. And thus, as counsel remarked, the money 
goes to a second cousin in Australia whom the testator 
had never even seen. The Master of the Rolls fortifies 
himself with the refiection that the court must not be 
tempted to diverge from the strict path of legal dogma 
by any consideration of the consequences of its decision. 

Meanwhile what are the hospitals and other bodies 
to do? Lord Justice Goddard suggested that this was 
a case for a private act. 
for private legislation to cure difficulties arising out of 
trusts and family settlements. But this kind of retro- 
spective intervention with rights of property is as unsatis- 
factory if effected by Parliament as when it is effected 
by judges. Leave has been given in the Diplock case 
to appeal to the House of Lords. But the bodies which 
in good faith accepted donations from the estate have 
now probably had enough of the law-courts for the 
present. 


FIRST-AID TEACHING 
PROPOSAL FOR A TRAINING SCHOOL IN BIRMINGHAM 


THE Joint Committee of the British Red Cross Society 
and the St. John Ambulance Brigade in Birmingham 
believe that in the interests of first-aid training a civilian 
school on a national basis should be instituted. In 
March, 1940, they appointed a subcommittee ‘‘ to investi- 
gate and report upon the present methods of training 
first-aid workers ’’—a committee with a distinguished 
personnel including professors, physicians, surgeons and 
experts on first-aid training. These agreed on the 
important principle that the rank and file of the first-aid 
services have often been taught too much, and that the 
aim should be to make teaching simpler but more 
thorough. On the basis of the subcommittee’s report 
the joint committee has drawn up a scheme for a civilian 
first-aid training school to be established in Birmingham. 
The plan is suspended at present, because the central 


Red Cross and St. John authorities in London would not. 


give it their sanction, but it is a step in the right direction 
that the Queen’s Hospital, shortly to become the 


FIRST-AID TEACHING 


There are plenty of precedents | 
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Birmingham Accident Hospital, is to undertake the 
training of industrial workers in first-aid. 

The school would be intended primarily for laymen, 
and its certificate would ensure that the holder possessed 
specialised training in the subject and that he would be 
capable of imparting his knowledge to others. A body of 
lay instructors would thus be created who would be 
capable of improving the general standard of first-aid 
training throughout the country. Those holding the 
certificate of the school would be invaluable to the 
commandants of British Red Cross and St. John Ambul- 
ance detachments. A.R.P. authorities would welcome 
trained first-aid teachers and so would the police and 
fire brigades ; school teachers could be offered a course 
suitable to their needs in training children ; nurses, few 
of whom are taught first-aid at present, would find the 
course useful, and the scheme has the support of the 
Royal College of Nursing. Industries, to comply with 
the Factories Act, must have a person “ trained in 
first-aid ’’ in charge of the first-aid arrangements, and 
the school would be able to provide courses suited to the 
special requirements and hazards of industry. Doctors 
and medical students might also derive advantage from 
studying the methods and scope of first-aid teaching at 
the school. 

Particular attention would be given to practical 
instruction, the planning of tactical exercises, and— 
since the main function of the school would be to produce 
instructors—to teaching methods. The codperation of 
hospital and university staffs would enablestudents to gain 
authentic practical experience in casualty departments, 
operating theatres and at post-mortem examinations. 
Lack of such opportunities is one of the chief drawbacks 
of first-aid as taught at present. A real broken limb 
bears little relation to the obliging pantomime of a 
partner taking his turn at being the patient. Some 
industrial employers are willing, moreover, to open their 
ambulance-rooms and treatment stations for teaching 
purposes. 

Courses.—The usual course would last a fortnight, 
following the successful practice at the Government 
A.R.P. school at Falfield. Students would be required to 
live in and certificates would be awarded on the results of 
an examination at the end of the course. A part-time 
course of a minimum of 80 hours’ work, to be held on 
evenings and at week-ends, would be arranged for those 
unable to give their full time to the work. Special 
courses would be arranged for industrial students and 
nurses, and refresher courses would be held, annually or 
biennially, lasting one or two days. 

The school would be under the charge of a commandant 
who would be a medical officer with experience of 
teaching methods and there would be whole-time lay 
instructors to assist with practical training; lectures and 
demonstrations would also be given by medical practi- 
tioners with special knowledge of different aspects of the 
subject. For example, anatomy and physiology would 
be taught by a member of the university teaching staff, 
and first-aid in industrial poisoning by doctors with special 
experience of industry. The better informed the instructor 
the more clearly he can distinguish what is, and what 
is not, essential knowledge for the student. As the 
subcommittee pointed out, the focus of first-aid as taught 
today is the treatment of fractures and the accompany- 
ing splints and bandages. But patients die, not from 
fractures, but from hemorrhage, shock or asphyxia. 
The best first-aid treatment is to leave a fracture alone 
or at all events to subject it to the minimum of mani- 
pulation. The instructor must know all about splints. 
the more the better ; but he must use his knowledge to 
explain their limitations in first-aid treatment. Successful 
first-aid depends upon knowledge of what to leave alone. 

The school would be under the joint jurisdiction of the 
British Red Cross Society and the St. John Ambulance 
Brigade in Birmingham, and governed by a board drawn 
from these two bodies, from the Ministry of Health, the 
medical faculty of Birmingham University, the British 
Medical Association, and from industry. Candidates 
would be admitted on the recommendations of local 
authorities, industrial bodies, and the Red Cross and St. 
John organisations. There wauld probably be an inclu- 
sive fee of £8 for the full course of 14 days, with board, 
lodging, tuition and examination, and a fee of £4 for the 
part-time non-resident course of 80 hours. | 
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WAR STRAIN IN CHILDREN 
A DEBATE AT THE TAVISTOCK CLINIC 


CONTINUING the Sunday afternoon discussions (Lancet, 
1940, 2, 818) at a meeting on Jan. 12, Dr. W. J. T. KIMBER 
being in the chair, Miss A. T. ALCOCK (play therapist) 
opened with the remark that after the last war children 
grew up under strain, with resulting catastrophe. This 
war added to war strain the problem of separation from 
home and from the protection of its authority, and the 
threat to mental health was aserious one. She worked in 
an eastern rural reception area, and all cases of difficult 
behaviour were referred to her department. The impact 
of 15,000 city-bred evacuees had produced emotional 
disturbances among foster-mothers, which had often 
precipitated breakdown in children rendered susceptible 
by. their own prolonged psychic strain. The chief 
precipitating factors were uprooting from home, in- 
security of the new environment, transferred adult 
strain and direct air-raid experience. Symptoms pro- 
duced by bombing were easy to clear up; those due to 
separation were much more difficult. Four hundred and 
twenty cases of breakdown had occurred : 249 boys and 


171 girls; 89% attended elementary schools and most of . 
them were between 7} and 114 years old. This was 


rather surprising, as emotional tension was supposed to 
be at its lowest at that age. Nearly all were unaccom- 
panied by the mother. The psychosomatic group con- 
tained 129 cases—more than a third of the whole. 
Psychoneurotic and behaviour disorders represented a 
quarter each of the total, and educational difficulties one- 
sixth. The first group included enuresis, incontinence, 
hysterical vomiting, somnambulism, fits and tics. In 
the early days children had been referred to the centre 
according to their nuisance value, and enuresis had 
topped the list. Later, however, foster-mothers and 
local authorities became more sympathetic, and the 
effects of prolonged strain combined with this to make 
psychoneurotic cases the most numerous. The anxiety- 
depression figure was now the highest of all. 

About 100 cases of enuresis had been sent up, and some 
500 more had been dealt with in the foster homes. 
Belladonna had seldom been successful, but many 
responded to simple suggestion, relieving immediate 
anxiety and encouraging the child to believe that- he 
would manage to control his sphincter. The fear of loss 
of control was so fundamental that it had seemed worth 
while to focus suggestion on that point. Glucose had 
been helpful. Separation from the mother had clearly 
been a factor, and foster-mothers who showed maternal 
tenderness were often successful where skill and cold 
kindness failed. A nursery school had been notoriously 
“ wet ’’ for a year under three successive matrons, but 
under a fourth, who was much more maternal, it had 
“gone dry ’’ in three months. The astonishing thing 
about enuresis was the measures that cured it; one 
foster-mother had cured it ‘‘ with one look ” and another 
by taking the child to the pigsty and saying, ‘‘ Look at 
the old sow, now; she’s clean, she is; she wouldn’t wet 
’er straw, she wouldn’t, and no more must you!” The 
resentment and anger of foster-parents put a great strain 
on the child. Many child-guidance workers had wrongly 
laid emphasis on the child’s inability to help wetting the 


bed, without laying equal stress on the help that would ° 


be given to him. Often a child would say with stolid 
helplessness, “‘ Doctor says I can’t help it.” In some 
cases laziness did play a part. A child had been over- 
heard to say toa companion, “ It’s horrid cold to get out 
—and they say I can’t help it.” 

There had been twelve cases of fæcal incontinence, 
which seemed associated with a harsh foster-parent. The 
psychoneurotic group included 39 anxiety cases, 40 
depressions, 4 of general nervousness, 2 hysterics and 2 
obsessionals. Sometimes the symptoms, on arrival from 
a bombed area, were really acute for a few days. One 
child had presented the complete picture of an adult 
depressive psychosis for nearly seven weeks; she had 
been a lively, happy child at home. One obsessional girl 
had compulsively hidden her clothes at night, with 
amnesia in the morning; her phantasy had been of a 
baby her mother was supposed to be producing at home. 
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She had been helped by encouraging her to mother the 
foster-mother’s baby. 


Treatment had been mostly environmental, directed to 
increasing tolerance and understanding in the foster- 
mother and to getting the child interested in local 
activity. Direct treatment had been to try and release 
emotional strain and get the child to talk about parents 
and family. There was often guilt at leaving the 
parent. Very few sedatives had been given; bromides 
had proved depressing, but allonal had been useful. 
Children for whom physical danger had been the chief 
strain seemed to react by difficult behaviour, whereas 
those who suffered more from separation seemed to 
react with psychosomatic or psychoneurotic disorders. 
Behaviour troubles had been dealt with by providing 
suitable activities. Not more than one in fifty of the 
children had been in the same billet throughout the war, 
and the varying social standards and the divided loyalty 
between home and foster-parents made life very difficult 
for the children. School- classes were composed of 
children who did not know each other or the teacher. 
Some children seemed to be ineducable, though not 
defective : they were quite unable to concentrate, with 
special trouble in auditory association. 


In face of constant difficulty and danger there seemed 
to be a tendency to regress to an earlier stage of develop- 
ment. The strain could not be prevented but it could 
be countered and, if tackled in the early stages, could be 
cleared up without difficulty. Unfortunately public 
opinion was not adequately alive to the urgent national 
necessity of safeguarding the mental health of the children 
on whom would fall the burden of building the brave 
new world. If. the result of this neglect proved to be 
deficiency or neurosis on a large scale, we should win the 
war only to lose it at home. 


The CHAIRMAN said he had been Susie by the effect 
on children of the threat to the parents left behind and 
the feeling of guilt in having ‘‘run away.” It was 
vague, but very real, even in tiny children, and pro- 
duced continuous anxiety. Children were much less 
affected by bombing than had been anticipated. He 
thought that perhaps the type of child who reacted 
psychoneurotically made good at first, and only broke 
down later; and that this might partly explain their 
rarity at the clinic in the early months. Was the 
lack of control in the enuretic child a retort to the 
lack of control in the home and nation? He thought 
that more than one in fifty of the children in his 
area stayed in the same billet. The feeling of isolation 
was a very important and inadequately recognised 
a i to find them some constructive job was most 

valuable. 


Dr. EvEtyn Lucas mentioned the enormous numbers 
of children suffering from neurotic manifestations during 
what was usually regarded as the “latency ”’ period. 
It made her wonder whether children during this period 
at home did more than develop an adaptation due to 
repression, and so not adequate to deal with upheavals. 
The incidence of enuresis in Miss Alcock’s area seemed to 
be small in proportion to the total number of evacuees. 
She agreed that it was important not to over-emphasise 
the child’s inability to help it. One inveterate bed- 
wetter aged five had been brought up by very gentle, 
loving parents with whom she had an excellent relation- 
ship. One day the mother said, ‘‘Well, really, I don’t 
know what to do.” ‘‘Well,’’ replied the child, ‘‘ all I can 
see is that you’ll have to be firm with me!” It had 
then been mutually agreed that she should be smacked 
every morning after a wetting, and she had been com- 
pletely cured in a fortnight. The majority of children 
who were neurotic were children whose consciences were 
plaguing them. The children she herself had seen in 
London had not shown the slightest sign of neurotic 
reaction to bombing ; like adults, the more neurotic they 
had been before the less they were affected. It was not 
the external reality that affected them, but the fear of the 
revengeful attacks on the parents which they had secretly 
so often wished. War was a peg to hang neurosis on. 
There were undoubtedly children who did very well 
physically in their evacuation areas, but there were also 
many who were suffering severely from the mental strain 
imposed on them, and it was important to ask what could 
be done to help them. 
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Miss ALcock replied that the latency period was one 
when much was asked of children ; the children in infant 
school were really babies, and when they moved up they 
had to be boys and girls. Also, there were likely to be 
babies growing up at home, and these often stayed with 
the mother while the 8-year-old was evacuated. The 
first need was for someone to make contact with local 
authorities and to “‘ spot’ these cases in the schools. 
Direct psychiatric help was badly needed. Regular 
play centres were required, so that sources of help were 
available. The absorption of the children into local 
activities was of the utmost importance. Londonschool- 
children in the country showed a very much higher 
immunity to colds and influenza than country children, 
but were very susceptible to skin diseases, showing an 
even higher incidence than in London; perhaps there 
was a psychogenic factor in this. 

S. HAMLIN (social worker at the clinic) said that the 
children had stood up to the war situation very well ; 
the cases were similar to pre-war ones and the history 
always went back before the war—with the exception of 
one somnambulist. The absence of the father or brother 
on war service had been an aggravating factor. Enuresis 
had been the chief problem, and there had been a number 
of general delinquency cases of the truancy type—due 
to lack of educational and amusement facilities. Old 
patients, followed up after pre-war treatment, had im- 
proved remarkably since the war began. On the other 
hand, a certain number of adolescents had not shown 
this improvement. 

‘Dr. Lina POTTER said that in the tube station to which 
she was medical officer, the children were not in the least 
afraid and were in excellent health. Dr. D. W. WINNICOTT 
thought that enuresis was often a valuable test to 
the child: ‘‘ Am I loved when I’m naughty ?’’ In his 
experience there was a relationship between incontinence 
and truancy. Melanie Klein only permitted her pupils 
to do ‘‘ latency ’’ cases after they had worked with 
younger children and adolescents ; she found latency a 
very delicate and difficult state. Being at war was one 
thing and had an effect quite different from being in an 
air-raid, and that again was quite different from being 
bombed, being hurt and so on; and each aspect picked 
out a different type of child. 

_ Dr. R. P. Garrow said that the evacuated child was 
certainly worse off than the child left in London. Medical 
officers of health had just received a regulation requiring 
medical examination of children thought to be suffering 
or likely to suffer in mind or body from remaining in the 
evacuation area. In an indiscriminately bombed area 
to which he referfed, hundreds of children had been 
exposed to bombs and had come through with no appar- 
ent sign of reaction. During sixteen months, in a 
population of 12 to 15 thousand children, no child had 
been alleged to be suffering from such strain. No-one 
but parents or teacher would report such a child, and if 
the parents reported it there would be no call for the 
“ compulsory evacuation ” envisaged by the order. He 
would like help in interpreting the phrases ‘‘ suffering in 
mind or body ” and ‘ ina state of health such that it is 
likely to suffer.” 

Dr. Lucas asked if the order could be applied so that 
children might be sent back to London from the evacua- 
tion areas because they were suffering in mind through 
evacuation. 

Colonel J. R. REES thought rough compulsory methods 
might work with adult enuretics but not with children. 
Success was claimed in Northern Ireland by telling 
patients to go to bed saying over to themselves, ‘ My 
bladder is getting larger and larger and larger and larger. 
Would these children be better in London ? in special 
schools ? in camps ? with their own teachers? Inthe 
army there was infinitely more neurosis than among the 
civil population ; the civilians had responsibility and a job; 
the good soldier was an obedient child and gave up all his 
individuality. Should the children all be occupied in 
something of national importance ? Would that in the 
long run be the surest way of avoiding neurotic trouble ? 

Miss G. E. CHESTERS (play therapist) suggested that 
play groups should be organised in reception areas. The 
staff of day nurseries was apt to diminish for various 
reasons, and the numbers should be carefully watched. 
Miss ALCOCK thought that country life provided eecauaye 
material to give children a play outlet. 
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A Running Commentary by Peripatetic Correspondents 


My friend the shelter nurse took me through the 
snowy East-end streets to the riverside. House after 
house showed empty gaping windows, beams fallen 
awry, doors swinging loose or barred ; here and there a 
little shop was still selling papers or a few sweets, and 
proclaiming against the evidence ‘‘ Business as usual.’’ 
She said that this street went on such a night, and that 
was where one fell, but nobody was killed—lucky, 
wasn’t it ?—and led me in through a broken doorway to 
show me the little house she had got her eye on for after 
the war, a shell now, but I could see it clothing itself 
before her mind’s eye. In the end we came to her 
shelter under a wharf and down we went. ‘The air 
struck warm and stuffy in the doorway, partly with the 
human smell which takes a bit of getting used to, and 
partly with the dry hairy smell of Government canvas 
nailed to bunks. The nurse was greeted on all sides ; it 
was before six o’clock but people were settling in, and 
there were children everywhere. ‘‘ Sickening, it is,” she 
said, “‘ they ought to:be evacuated. We had hardly any 
when Malcolm came ” (she was speaking of an official 


~ 


_tour of inspection) ‘‘ but a week after I couldn’t. make 


out where they were all coming from. Then I realised ; 
Christmas, of course. They’d got them home for 
Christmas and they haven’t sent them back.” We 
threaded our way through the three-decker bunks round 
which the children were playing tag. parents were 
laying out bedding, gossiping or sitting down to. knit. 
They were cheerful enough and took it all as a matter of 
course. Surely man is the most easily conditioned 
animal of any ? The medical-aid post was tucked away 
in a corner, a tiny room separated into two by a partition. 
The outer part held two narrow beds already made up— 
‘our clean sheets,’’ said the nurse with pride—a wire- 
netting stretcher, a table and a row of chairs. ‘‘ We have 
gargling,’’ the nurse said, ‘‘ for the children ; then I can 
keep my eye on them. And I get the P.S.U. to show 
them how.? “ P.S.U.? ” “ Pacifist Service Unit; 
they do an awful lot for us. Here’s one of them.” He 
came out of the inner sanctum, looking about eighteen, 
but really twenty-two, and turned to at once as courier 
and lieutenant. 


I saw a lot of the P.S.U. in the course of the evening 
and thought them more impressive than most things to 
be seen about today.. The unit I visited lives in a 
Stepney flat; there are ten young men, and two sisters 
who cook for them. They undertake every kind of useful 
job in the district—cleansing shelters, emptying latrines, 
removing furniture free of cost for those who are bombed 
out, and carrying round cocoa and doughnuts to the 
shelters at night—rather guiltily because they think it 
ought to be vegetable soup and raw carrots. They 
spend a great deal of their time fixing up things for people 
who are puzzled—arranging matters with evacuation 
authorities, putting in claims to the right funds for railway 
fares or other allowances, and helping the rigid wheels 
of local government to follow, in the main, the right 
tracks. They appeared to find the whole affair rather 
entertaining, grinned about being sick the first time they 
“did latting,’’ argued about world and local affairs 
throughout their meals (accompanied by Mozart on the 
gramophone) and rushed off immediately afterwards on 
the next job. They appeared to think nothing of the 
blitz, but mentioned the snowballing of the youth of 
Stepney with respect. Occasionally a citizen in a shelter 
takes one of them aside. ‘‘ I hope pe you won ’t take 
offence at what I’m going to ask, Alec,” he begins—or 
Gordon, or Charles, or whoever it may be—‘ but is it 
true that some of them chaps down at your unit is 
conchies ?’’ When told, yes, quite a lot of them, the 
citizen is nonphussed 3; his experience of the work of the 
unit strikes at his preconceived notions, so he shakes 
his head a bit and gives it up. 


I was taken to dinner at the unit almost iaeiiai 
after arriving at the shelter, and then went out on a 
We picked up the cocoa at a place called 
“ Paddy’s Goose,” a social club with a canteen, and went 
first to one of the archway shelters. A railway being 


r 
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always a military objective the advantages of taking 
cover under it are not striking ; 
convenient to brick in and local authorities decided to 
use them. Condensation, and water draining from the 
lines, used to trickle on the shelterers, but this has been 
overcome in some by building a wooden penthouse roof 
inside the arch with wood taken from demolished houses. 
The wood is old, knot-holed and worn, and any bed bug 
who has been bombed out would find in it a wide choice of 
convenient well-built residences ; those who have been 
there from the start are presumably at home and waiting 
to be shifted. The P.S.U. offered to creosote the whole 
interior, but though the local body approached agreed 
that that was the proper thing to do the final message 
which came back was that the Government wouldn’t 
hear of it; this ruling, though fantastically improbable, 
holds good and the authorities have compromised, in the 
_ arch I visited, by painting half the roof and parts of the 
posts which support it with cream paint. The posts are 
destined to take bunks in due course, which unlike the 
bunks in most shelters will thus be fixed. In view of 
this a suggestion was made that the lowest bunk should 
‘be rather higher than the regulation nine inches off the 
floor, in order to make it easier to clean beneath it. No, 
the reply came back, the Government wouldn’t hear of it. 
If there was any reason to suppose the Government was 
as sot in its ways as this the outlook would be: black. 
The hitch is doubtless somewhere else in the machinery. 
The lighting in this shelter was good, there were two 
pianos, and the people had made the floor into a vast and 
comfortable bedroom. The bedding was spread on 
boards and boxes. There were only half a dozen deck 
chairs in use. Some of the children—there were fewer 
here than in the first shelter—were tucked up already. 
Others were playing an alarming game of getting the 
baby to jump off the piano into the arms of a slightly 
larger brother. Cocoa went round. Then three anxious- 
looking young men came in, from the Friends Ambulance 
Unit, to show a film. They conferred with the shelter 
marshal and with each other, they chose a bit of wall, 
they ran up a silver screen about five foot by six in area, 
they shone a beam upon it: and instantly crocodiles and 
snapping dogs appeared from busy juvenile fingers 
placed before the lens. There was a little more fidget- 
ing and winding and then we found ourselves watching 
“ Rome Express,” and hearing the voices of the actors 
booming unfamiliarly in the hollows of the arch. We 
moved on and visited the crypt of a church, very different 
from the social centre we had left. The people sat on 
wooden benches in cold and narrow passages ; they all 
seemed old and desolate, and the lighting was poor. 
They had a medical-aid post, however, with a large and 
reassuring Irish first-aider in charge, and a cat who 
wanted to try the taste of Dettol. In another railway 
arch there were as yet no bunks, the brickwork had not 
been roofed in, and the beds were set round the walls 
avoiding the places where the drips came in when it 
rained. The company sat in a circle round a red-hot 
coke brazier and the atmosphere was tropical. I went 
out anxiously trying to recall figures about carbon 
monoxide percentages. Back we went through the snow 
to our first shelter. Gargling was over and I had also 
missed baby bathing, instituted by the nurse, but there 
was a two-year-old in one of the beds, considering 
whether to develop scarlet fever or not. All was quiet 
above and below ground. We went into the inner room 
of the medical-aid post where there was a three-tier bunk, 
a table, cupboards of official equipment, some chairs and 
a primus stove which had already obliged by boiling the 
kettle for tea. Then I met the shelter marshal and he 
took me round now that everyone was abed and sleeping. 
The shelter is a large one and the bunks are set close ; 
we wriggled through passages between them. The 
shelter marshal, who felt he must do the honours for 
me, shone his torch serially on ‘‘ the fattest woman we’ ve 
got,” “ husband and wife down below, children up top,” 
and ‘‘our bad heart case.” I felt apologetic at this 
unauthorised peep-show, but the sleepers never stirred. 
I saw the latrines, chemical buckets with seats, just 
adequately screened with canvas, and I saw the place 
where the new water-closets are being built at speed— 
the workmen were in at eight on Sunday morning. The 
marshal was keen, proprietary and kind ; he clearly felt 
it was his shelter. P reflected that the nurse had called it 
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but the arches were 
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‘“ my shelter,” and the P.S.U. referred to it as ‘“ one of 
ours.’ No doubt these sleepers felt it belonged to them, 
and it was certainly theirs if numbers count. And the 
local authority has an official claim. — 

But it must be the universal feeling of ownership which 
makes this: one of the good shelters, and which will raise 
the standard in all shelters in time. I went to bed at 
last in the bottom tier of the bunk in the medical-aid 
post, and discovered a new and forcible objection to 
lying within nine inches of the floor; the insecticide 
with which the P.S.U. in their cleansing operations 
liberally sprinkle all floor cracks is so powerful that I 
began to suspect myself of having insect blood. But the 
bunk was comfortable and the Government blankets 
warm ; I went to sleep instead of dying. Inthe morning, 
when we went up blinking into the daylight, the wind 
off the river smelt strange. We breakfasted with the 
P.S.U. to the melodies of what one of them, contemplat- 
ing the labours ghead, called ‘‘ Eine kleine Latmusik.’’ 


* * xk 


I wish I had a penny—tax-free, of course—for every 
time I have been to a pantomime. As a boy a taste for 
low comedy and catchy airs often took me, with a 
fellow-addict, to the gallery of the local theatre during 
the Christmas holidays. Now, as befits a dutiful parent, 
I have had to resume the practice. But no longer do I 
frequent the gallery ; instead, I go once a year only and 
then affluently in the stalls. This year the slapstick was 
well up to standard and I found myself waiting eagerly 
for the old. jokes and laughing at them anew. Once 
more I noted how the pantomime tradition permits the 
author to play fast and loose with the plot of the story, 
and the satisfactory—not to say smug—way in which 
good triumphs over evil and right over might. It is 
really deplorable how so many of us applaud the moral 
principle on paper without bothering a bit about it in 
fact. Contrary to my experience of fairy queens, who 
generally look obese and hypertensive, this year’s model 
was, I thought, a trifle on the pale side and looked as 
though she could have done with a course of Blaud’s 
pill: But it was heartening to see how we can laugh at 
our present misfortunes, the children especially being 
delighted with anachronistic references to sirens, 
shelters and gas-masks. As I grow older I find myself 
paying less attention to the players and more to the 
children in the auditorium. How they do laugh, to be 
sure, particularly at somebody’s discomfiture. The up- 
setting of the dame on her milking-stool by the comic 
cow was received with sheer and shrill ecstasy—even 
when it happened for the third time. Next year I 
should like to sit at right angles to the stage in the 
gangway between the stalls and the pit,so that I can 
really watch the audience without getting a wry neck. 


* * xk 


One night one end of the nurses’ home was wrecked by 
a bomb, but happily they were all over at the hospital, 
most of them doing voluntary duty admitting casualties. 
The next day one of them received a wire from her father 
in the country: ‘‘ Have heard the news pack everything 
and come home.” She wired back: ‘‘ Nothing left to 
pack not coming.” 

is SEL * x . 

A few days ago the Times on its middle page published a 
letter from an army officer of high rank in which he said : 
“ Our new armies are being officered by classes of society 
who are new to the job. The middle, lower middle, and 
working classes are now receiving the King’s commission. 
These classes, unlike the old aristocratic and feudal 
(almost) classes who led the old army, have never had 
‘their people ’ to consider. They have never had any- 
one to think of but themselves. This aspect of life is 
completely new to them, and they have very largely fallen 
down on it in their capacity as army officers. . . . These 
young officers . . . have been reared in an atmosphere 
in which the State spoon-feeds everybody from cradle 
to grave, and no-one feels any responsibility for his fellow 
men.” This reactionary little swing, with its implied 
boastfulness, is without doubt due to our successes in the 
Western desert. Self-esteem is being restored, self- 
confidence is coming back, and must find expression if 
not by the sword then by the pen. The hackles are up, 
the erectores pilorum prance, the adrenals swashbuckle. 
the high gods in the cortex are ignored. After Dunkirk 
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it was a very different story. We had been defeated, the 
nation was as one man, “ one family ” the Times told us, 
fear had made kindred of us all, protoplasm sought 
brother protoplasm, and we humbly felt the brotherhood 
of man. But I think that the editor of the Times, or 
whoever is responsible for vetting their correspondence, 
should realise that the process that is so obviously grip- 
ping the Colonel has got its hold on the rest of the nation 
too, even including ‘‘ the middle, lower middle and work- 
ing classes.” Anyhow Mr. Priestley will put all that 
right next Sunday. 


Letters to the Editor 


PREVENTION OF DIABETES 


Srr,—Professor Himsworth (Lancet, Jan. 4, p. 24) 
states with regard to the data presented by Haist, Best 
and Campbell in the New England Journal of Medicine 
(1940, 223, 607) that ‘‘ far from indicating rest of the 
islet tissue the authors’ data concerning the effects of 
starvation, high fat diets and excessive administration of 


insulin can be more easily interpreted to mean overstrain, 


of that tissue.’ Part of the evidence in question comes 
from experiments in which dogs, made permanently 
diabetic by treatment with anterior pituitary extract, 
were fed on a diet of pure fat (beef suet). Mr. H. P. 
Marks and myself (J. Endocrinol. 1939, 1, 470) found that 
this procedure not only almost completely abolished 
glycosuria and ketonuria in such a dog, but increased the 
proportion of a test dose of glucose retained by the animal 
from 20% to 80%. It does not seem possible that this 
increase in the sugar tolerance of the diabetic animal was 
brought about by an overstrain of its islets. Perhaps I 
may quote our tentative explanation of these observa- 


tions—‘‘ the pancreas of the pituitary-diabetic dog - 


contains a small amount of insulin which, however, is 
required little, if at all, for the regulation of metabolism 
when a diet of pure fat is given. This insulin therefore 
accumulates in the pancreas and is available to ensure 
the proper metabolism of at least a portion of a small 
dose of ingested carbohydrate, in spite of the fact that, 
in accordance with Himsworth’s ideas, the insulin- 
sensitivity of the tissues may have been depressed by the 
high-fat diet.” Himsworth’s theory, that the sensitivity 
of the tissues to the action of insulin is diminished by a 
diet of fat, does not appear to be incompatible with the 
belief that the absence from the diet of sugar, or gluco- 
genic substances, rests the insulin-secreting mechanism of 
the pancreas. 
Professor Himsworth also states that the views 
expressed by Professor Best and his colleagues, and their 
suggestions for medical treatment, do not depend on 
evidence tested in the clinic. Discussion of the general 
sense of clinical evidence is beyond my proper scope, but 
I cannot refrain from quoting from the clinical investiga- 
tions of Karl Petrén, which are not mentioned by 
Professor Best and his colleagues, and which indeed 
appear to have received too little notice generally. ‘* In 
grave diabetes, I have for some years past often used one, 
two or three successive days of a diet of only butter 
(about 100-200 g.)’’ (J. metab. Res. 1924, 5, 34). In 
this paper Petrén gives numerous examples of the treat- 
ment of severe diabetes with a diet consisting almost 


completely of fat. F. G. YOUNG. 
National Institute for Medical Research, Hampstead. 


DYSPEPTICS IN THE ARMY 


Sır, —It would appear from your leading article of 
Jan. 11 that the figures and conclusions of Mr. R. T. Payne 
and Dr. Charles Newman (Brit. med. J. 1940, 2, 819) are 
being accepted as the explanation of dyspepsia in the 
Army. I have been astonished that so far no comment, 
critical or otherwise, has been made, or at any rate 
published. 
wholly incomprehensible in relation to my own experience 
and that of other gastro-enterologists working in the 
Army with whom I have discussed them. 

We are asked to believe that nearly 90% of dyspepsia 
in the Army is due to peptic ulceration. It may be that 
some authorities wish to believe that all dyspepsia in the 
Army is organic, and if so this article must indeed repre- 
sent an almost complete wish fulfilment. I believe that 
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I find that the data in this article are almost | 
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this is far from the truth. Of 287 cases of dyspepsia 
these authors found 226 ‘‘ proved ” ulcer cases (though in 
8 the site was undetermined) and another 21 ‘‘ probable ” 
ulcers, making a total of 247 ulcers out of 287 alleged 
unselected cases of dyspepsia. With the items listed 
under indefinite (4) and wrong diagnosis (11), carcinoma, 
volvulus and gastro-enteritis (7), I am not concerned, 
but on the figures for gastritis and duodenitis (7) and 
neurotic and functional (11)—or say 3% —I should like 
to make some comment. 

We are reminded in your leader that a soldier is only 
a civilian dressed up in uniform. Even in civilian 
hospital gastro-enterological practice, not more than one 
in four cases with dyspepsia as the presenting symptom 
are found to have organic disease; the rest are gastric 
neuroses. What then has happened to these cases in the 
Army ? What has happened to the small but quite 
definite group of ‘reflex dyspepsia, for example of gall- 
bladder origin, the dyspepsia of early pulmonary tuber- 
culosis, that of faulty mastication, dental and mechanical 
origin, and of achlorhydric dyspepsia ? If the incidence 
of peptic ulcer is so high why have we not seen more cases 
of gastro-duodenal heemorrhage and perforation ? 

With such a high proportion of ‘‘ proved ” ulcers we 
are entitled to know the nature of the proof accepted by 
the authors in compiling their diagnostic tables. In one 
line of the article they speak of exact diagnosis but in the 
next state that radiography was often done too late to 
reveal an ulcer crater. It is possible that the faulty 
diagnosis of peptic ulcer may be related to the type of 
X-ray plant available for use in the majority of base 
hospitals which, in the hands of the most expert radiol- 
ogist, may hardly be adequate for exact gastro-duodenal 
X-ray work; or it might be ascribed to the need for 
entering an ‘“‘ exact ” diagnosis before a case was evacu- 
ated to the U.K. How many times has accuracy in 
diagnosis been sacrificed to the necessity of saying 
‘“ something definite ’’ for the purpose of transfer and 
evacuation ? Yet these diagnoses must perforce be used 
by the medical disembarkation and distributing head- 
quarters and provided the authors with their suspected 
gastric and duodenal cases in the hospitals where they 
saw them. Apart from diagnostic accuracy this method 
of selection is surely unsatisfactory as a means of providing 
a fair sample of dyspepsia in the Army, although it is 
quoted as a representative and unselected sample of 
dyspeptic cases. 

Next we are asked to believe that only 3% of cases of 

dyspepsia are neurotic and functional. My colleagues in 
psychological medicine do not usually lack the ability or 
courage to present their views in your columns. Does 
their silence mean that they agree with this astonishing 
conclusion ? My interest is in organic medicine but in 
gastro-enterology it is impossible to ignore the part that 
psychological factors play in producing gastric symptoms. 
My experience among army dyspeptics does not materially 
differ from that of civilian hospital and private practice. 
My present figures indicate that 60% of army dyspeptics 
are fundamentally neurotic, the dyspepsia being either 
purely psychogenic or psychogenic factors being respon- 
sible for a continuance of symptoms far beyond the 
‘“ organic ” span. Even among cases with a past history 
suggestive of ulcer, or cases of proved ulcer, the perpetua- 
tion of symptoms (despite full ulcer dietetic regime) when 
all possible complications of the ‘‘ ulcer ”. have been 
excluded suggest that some of these patients show a 
psychological ‘‘ pattern ”?” reaction reproducing subcon- 
sciously a syndrome which once may have had organic 
significance but is now purely psychogenic. 
- Finally I have reason to doubt the view that cases of 
persistent dyspepsia probably have severe gastritis. The 
appeal to direct inspection of the stomach by gastroscopy 
among 58 otherwise negative dyspeptics with persistent 
symptoms has shown that in two-thirds the mucosa was 
normal, in one-fifth trivial tomoderate superficial mucosal 
changes, for the most part capable of being satisfactorily 
treated, were present. Only in about one-seventh were 
serious organic mucosal changes found, including acute 
ulcer missed by X ray, chronic patchy gastritis, anasto- 
motic gastritis and atrophic gastritis. 

Unfortunately only a small number of these gastric 
neuroses show easily detectable evidence of neurotic 
illness—e.g., somatic symptoms, tremors, sweats, palpita- 
tion, acknowledged anxiety, fears, extreme boredom. A 
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_ few are highly suggestible, while a still smaller number 
- are frankly hysterical showing induced pseudo-epileptic 
- crises, anssthesias and the like. 
- psychotherapeutic outlook for the neurotic dyspeptic is 
- not very favourable that the problem has not gained 
- more active attention from our colleagues in psychological 
- medicine ? 


Is it because the 


Pinewood, Berks. STANLEY J. HARTFALL. 


B.M.A. MEDICAL PLANNING COMMISSION 
SmR,— You suggest in your last issue that the Medical 


- Planning Commission set up by the B.M.A. can properly 
- Claim to be representative. 
- with you on this point ? It is assuredly not representa- 
- tive of all those interested in the future of the medical 
- services. 
* express only the views of the medical profession on its 
` own future. 
- profession ? Where are the left-wing representatives, 
- whose influence might go some way to neutralise the 
- almost overwhelming preponderance of those whose 


May an old reader join issue 


Perhaps it was never intended to be so, but to 


Is it even representative of the medical 


loyalties and already-announced policies tie them to the 
chariot wheels of the B.M.A.? It is surely mere affecta- 
tion, for example, to suppose that the Medical Prac- 
titioners Union (which is already exploring similar 
ground) stands for nothing at allin the medical profession, 


or is incapable of contributing useful material to the 
- commission’s deliberations. 
| M.P.U. would decline to send representatives, but it 
- should surely have been asked. 
- doubted whether any body representative only of the 


It is quite possible that the 
It may perhaps be 


- medical profession, and excluding representatives of the 


- Services, the Ministries and the 
: hope to command any appreciable degree of public 
_ confidence. 


M.P.U., can possibly 


Sevenoaks, GORDON WARD. 


Srr,— Your leading article of Jan. 11 is timely. 


| Reference is made to the inexplicable secrecy in which 


- the commission was established ; and your criticism of 
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the age-distribution amongst its personnel seems to be 
justified. But what is most important is your opportune 
reference to the tendency which has undoubtedly existed 
for some time past for such bodies to regard themselves 
as more representative of the profession than they are ; 
and to the undemocratic method of creating a finished 


. scheme when the vast majority of the profession have not 
. had any opportunity of expressing their approval or 
. Judgment on it. This practice has caused anxiety in the 
. minds of many members of the profession; an anxiety 
- which has found expression in numerous letters published 
. in the medical press during the past twelve months. 


The decision to create a commission to inquire into the 


, present organisation of the medical profession is most 


wise 3; and no-one will doubt that the B.M.A. possesses 


- excellent constitutional advantages for appointing such 


a commission, and permitting it to function in the most 
efficient manner. But there is evidence to show that 


- executive bodies have tended to lose sight of their 
- democratic constitution ; and to complete far-reaching 
: arrangements affecting in a most intimate manner every 
- member of the profession without first acquainting them 
. with the details of the scheme, and without giving the 


d 


, profession as a whole the opportunity to discuss, to 


, consider, to sanction or to modify arrangements which 
when brought into operation may prove so detrimental 
. to the profession’s well-being and to the community. 


. so-called ancillary services has not met with 
‘ unanimous approval of all members. 


The ever-increasing tendency to recognise more and more 
the 
The precedent thus 


created has already brought an ever-increasing number 
_ of requests from various bodies, whose formal recognition 


t 


. or: the general public. 


, cannot ultimately be in the best interests of the profession 


Furthermore, since certain of 


. these bodies have received formal recognition, there is 
, already evidence of an abuse of privilege which cannot be 
controlled, since the General Medical Council has no 


_ jurisdiction over the offenders. 


The ever-increasing 


~ number of foot doctors advertising in the public press is 


surely a testimony to this statement. 
But perhaps the most striking example is given in the 


/ manner by which the original Emergency Medical 


j 


' Service scheme was established. Had the profession 


` been given the opportunity of considering and discussing 
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the details of this scheme, many of its gross absurdities, 


its injustices and its inherent weaknesses would have 


been pointed out and modified as the result of free debate 
and the knowledge of practical experience. But no such 
opportunity was ever given. The profession was asked 
to sign a form of registration in a purely voluntary 
capacity : it was asked to elect local emergency war 
committees, the characteristics of which were pre- 
determined ; and it became more and more obvious that 
the voluntary form of registration would become a 
binding and compulsory force once a state of war existed. 
Many individual medical men, both consultants and 
general practitioners, have found themselves as a result 
in a position where their rights as individuals and their 
freedom as citizens, indeed the very financial security of 
their practices, have been swept away from them, leaving 
them stranded, and without any means of redress, 
justice or compensation. The many cases of hardship 
now existing among all grades of the profession through- 
out the country as a direct consequence of the operation 
of the original E.M.S. scheme stand as a certain indict- 
ment against the executive bodies responsible for these 
Star Chamber methods. No-one will deny that during a 
state of national emergency hardships and sufferings are 
bound to occur; and every right-minded citizen is 
willing to take his fair share and to relieve as far as 
possible the misfortunes of his neighbours. But the 
operation of the original E.M.S. scheme made it im- 
possible for mutual assistance to be given. Membership 
of the Protection of Practices Scheme was not com- 
pulsory, and the sanction or the recommendation of a 
local medical war committee was necessary before the 
individual could do anything. These hard-worked 
bodies must have found it extraordinarily difficult to 
cope with their duties, and although they have been 
much criticised they have functioned as satisfactorily as 
was possible under the circumstances. Ultimately it 
was found expedient to revise the E.M.S. scheme funda- 
mentally in the light of practical experience ; but not 
before irreparable damage had been done to the practices 
of many. Would not free debate and discussion have 
prevented these adverse results ? i 

. If the planning commission will seek to obtain evidence 
from all possible sources and will publish this evidence 
with its accompanying recommendations and report 
thereon in the recognised medical press; and if the 
results of its deliberations are‘made open to the profession 
for free debate and sanction, the commission will have 


‘fulfilled an excellent and most timely duty for which the 


personnel will receive the full gratitude of all. But if the 
executive of the B.M.A., having received the report and 
recommendations of the planning commission, should 
draw up and commit the profession to any reorganisation, 
or to schemes of national service; if it should present 
to the rank and file a ‘‘ fait accompli ” and a request for 
signature in agreement, as happened in the case of the 
E.M.S., the executive will exceed the powers of its own 
constitution ; and not only will it fail in its duty to the 
profession, but it will also create a most difficult and 
undesirable schism. Already another professional body 
has been circularising the profession with details of a 
proposed scheme of nationalisation. This division of 
the profession into two rival camps is surely most 
undesirable at the present time ; and if a further splitting 
up is to take place as the result of a strongly organised 
opposition to these undemocratic methods the end-result 
will be that the Government will step in and decide the 
issue once and for all. A house divided against itself 
cannot stand. 

The coming of peace will not bring a solution to the 
many social and national difficulties of which mankind 
has now become conscious. It is probably true to say 
that not since the Reformation have the peoples of 
Europe been so shaken by ideological differences, both 
national and human, political and civil, economic and 
financial. These ideological differences have now reached 
such a degree that they have become blatant signs of 
gross disease in the civilised state of our western world. 
Their interpretation and their appropriate treatment 
will require the concentrated efforts of all concerned under 
a patient, wise and philosophical leadership. Nor is it 
possible to assess with any degree of accuracy how the 
requirements of the so-called ‘‘ New Order” may best be 
fulfilled in so far as the medical profession is concerned in 
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_carrying out its duty to the community. Nevertheless, 

it is obvious that the most careful and statesmanlike 
planning will be required if our traditions, our academic 
independence, our professional freedom, and above all 
our ethics, are to continue to exist, and to regain their 
erstwhile high standard. No claim is made for a revival 
of altruism in our medical life. But few will deny that, 
in company with other professions and callings, the heat 
of intense competition and the economic difficulties of 
modern life have brought about an unhealthy state in 
the general organisation of the medical profession, which 
manifests itself not only in the widespread apathy to 
these most important medico-political considerations 
but in the economic state of our voluntary hospitals, and 
in the very relationship between the profession and the 
community. Is not the growth and development of 
‘quackery during recent years in itself an indictment 
against our profession? A section of the community 
will always be thrilled by the jargon of the charlatan and 
flattered by the panderings to its pseudo-intellectualism ; 
but the fact remains that if the profession as a whole 
satisfied the demands of the community as a whole 
quackery could not grow and thrive as it has done. 

At no time has the medical profession been in greater 
need of strong leadership than at present ; strong states- 
manlike leadership to carry out much-needed reforms ; 
to enable the profession to assume its true relationship to 
the community and to the state without loss of that 
dignity, prestige and independence for which the many 
illustrious men of the past strove so hard to achieve 
and to hand on to us as an inheritance and trust. 


Bournemouth. LLOYD OLVER. 


DIPHTHERIA PROPHYLAXIS 


S1r,—Now that diphtheria prophylaxis has been taken 
up by the Government as a national measure it is 
obviously up to all local authorities, all educational 
authorities and all medical officers of health to endeavour 
to get as large a proportion of our child population 
immunised as possible in order to get the maximum 
beneficial effect from the measure. It seems to be 
admitted that a half-hearted resort to this measure is 
likely to be useless, if not worse than useless. For this 
reason Dr. Benjafield’s letter in your issue of Jan. 11 is 
to be heartily welcomed. But I would like here to make 
a practical suggestion to remedy a rather glaring anomaly 
—viz., that as immunisation is to be done chiefly through 
the schools, it should be done on the basis of attendance 
at a particular school, rather than on the basis of the 
child’s residence in the area of a particular authority. It 
frequently happens, especially in rural areas, that 
children residing in the area of one local authority may be 
attending a school situated in the area of another 
authority, and therefore are liable to be excluded when 
that particular school is being immunised. This is a 
very short-sighted policy, and there is the less excuse for 
it now that the Government is providing toxoid free of 
charge. Clearly, there should be a complete give and 
take between local authorities on this matter, and ‘‘ Let 
them all come, the more the better ” should be our motto. 


C. KILLICK MILLARD. 


SAVING ON DRUGS 


S1r,—In your leading article of Jan. 4 you remark that 
an insured person will not relish being refused his familiar 
medicine while its proprietary counterpart can be bought 
at any chemist’s shop. Here you touch on a frailty 
common to all mankind, whether represented by insured 
persons or panel doctors : if the goods are there some of 
the public will have them, and if the drugs are there the 
doctor will prescribe them. The remedy is to cut off 
supplies of non-essential drugs, and then it will be as 
useless to try to buy or to prescribe them as to ask for an 
onion. I cannot think that makers of proprietary 
medicines will be allowed first call on supplies while 
doctors, hospitals and dispensers go begging. The 
revenue from patent medicines is too small to influence 
the Treasury. . 

If the therapeutic requirements committee can do no 
more than advise I agree that much of its work will be 
wasted, but in fact it can do much more than that. 
This committee seems to be in the position of an advisory 
body to a Government department. We are bound to 
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assume that if the Ministry of Health tells the appropriate 
ministry that cargo space need not be used to bring 
certain goods to this country the goods will not come, and 
the recommendations of the therapeutic requirements 
committee will then have the effect of a departmental 
order. If the ministry which is advised by the com- 
mittee acts on that advice the drugs on the non-essential 
list will soon be as obsolete as the banana. In any case, 
it seems fair to suppose that the committee which is to 
compile a war formulary, on the initiative of the Ministry 
of Health, will ignore the existence of those items which 
have been declared unnecessary. Incidentally, it is to be 
hoped that the Government will not use the power that it 
undoubtedly possesses under the Defence Regulations to 


forbid the prescription of any drug not included in the 


war formulary. 

The inclusion of the wholesale drug trade in the formu- 
lary committee implies that the availability of supplies 
will be kept in view by the committee during the whole 
of its work. This is, of course, the crux of the matter— 
if all drugs were freely available there would be no need 
for a book of emergency recipes. 

Let us hope that the formulary will not have to be in 
use for long and that we shall soon be back to the B.P. 
and the B.P.C. which take ten years’ labour to produce 
instead of the ‘‘ month or two ” which you allot to the 
formulary committee. If the war formulary can be 
produced so speedily it will be because of the vast amount 
of work which has been done by the Pharmacopcia 
Commission and the Pharmaceutical Society in prepara- 
tion for the next issues of their respective volumes, which 
cannot be published while the paper shortage lasts. We 
have had two important ad-hoc addenda to the B.P. 
since the war began and others are probably in the 
offing ; this is a good record for a body which must move 
cautiously. Why you should suggest handing over the 
responsibility for the B.P. to the Ministry of Health I fail 
to understand. Why put old wine into new bottles ? 
Why make the tax-payer pay for a job which now costs 
nothing, and the profits from which are spent on research 
for future pharmacopceias? Let us have the war 
formulary by all means, and quickly, but let us refrain 
from trying to take long views while visibility is bad. 


Whitehall Place, S.W.1. F. C. GOODALL. 


BREAD 


Sır, —The present controversy regarding the composi- 
tion of bread prompts me to recall the experiences of the 
last war when in the Mesopotamia campaign diseases due 
to vitamin deficiency were a serious problem. These are 
fully dealt with in the articles on beri-beri and scurvy in 
the Official History of the War (vol. i, Medical Services, 
Diseases of the War, vol. i, chaps. 14 and 18), which it 
was my privilege to write. i 

Up to 1917 fresh foods were almost unobtainable and 
the importance of the composition of the flour became 
enhanced. The British troops were supplied with 
bread and biscuits made from white flour and suffered 
from deficiency in the vitamin-B complex and the other 
important accessories which are present in wholemeal 
flour. In consequence a number of cases of beri-beri 
occurred. The Indian troops were supplied with a 
wholemeal flour (atta) and also with dhall (a lentil) both 
of which were rich in vitamin-B complex and the other 
accessory food factors in which white flour is deficient. 
Beri-beri did not occur in the Indian troops. The risk 
of beri-beri in British troops was obviated by the intro- 
duction early in 1917 of the issue on three days a week 
of bread composed of a mixture of wholemeal and 
white flour ; also Marmite, which contains yeast extract 
and is rich in the vitamin-B complex, was issued twice 
weekly. There were no cases of beri-beri after the 
adoption of these measures. 

It is now generally accepted that white bread and white 
flour are greatly inferior to wholemeal bread and flour as 
foods in a dictary where bread is the most important 
basic constituent, which is the case in war-time owing to 
unavoidable food shortage. In this war the Government 
have wisely decided that some action is necessary since 
the nutrition of the nation is of paramount importance to 
victory. The suggestion has been made by the Ministry 
of Food that the addition of synthetic vitamin B, and 
calcium carbonate to white flour would yield bread 
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which would compare favourably with wholemeal bread. 
On theoretical grounds there are serious defects in this 
proposition since vitamin B, does not supply the deficien- 
cies of white flour in the vitamin-B complex, which 
includes many other vitamins than B,, such as vitamin B, 
and B,. Also the absence of vitamins A and E, nicotinic 
acid and riboflavin in the reinforced white loaf and the 
deficiency of mineral salts and fat are of great importance. 

This criticism has been fully confirmed by Dr. Harriette 
Chick’s research reported in THE LANCET of Oct. 26, 
1940. It was clearly proved by feeding experiments on 
young growing rats that the reinforced loaf was inferior 
to the wholemeal loaf. The inferiority was attributed to 
lack of B, vitamins. 

A solution of the present difficulty might be obtained 
as in Mesopotamia by the issue of bread composed of a 
mixture of white and wholemeal flour. <A loaf made 
from equal parts of each kind of flour would, in my 
opinion, be much superior to the Ministry of Food 
reinforced loaf since, among other advantages, it would 
contain the vitamin-B, complex which is absent in the 
latter. A loaf composed of 75% wholemeal and 25% 
white flour would be still better and was shown in 
experiments in Mesopotamia to be very palatable. The 
perfect solution of the problem would be the universal 
use of a loaf composed of 100% wholemeal flour to which 
public opinion would soon be converted if the true facts 
were fully understood. The present stocks of white 
flour might be utilised by the provision of a mixed loaf, 
wholemeal and white, as suggested. 

Wholemeal bread if properly baked has more flavour 

‘than white bread, and there is no evidence that the mass 

of the people will not eat it. It is important that the 
flour should be prepared so as to give a palatable and 
efficient product and that the baking process should be 
carefully regulated. 

The universal use of wholemeal bread is by no means 
an insuperable problem. The education of public 
opinion, the coöperation of millers and bakers, and the 
application of experimental research so that efficiency 
may be ensured will do much to bring about this desirable 
reform. The gain to the nation in improvement of health 
would be incalculable. l 

London, W.1. WILLIAM WILLCOX.. 


MOSQUITOES INFESTING DEEP SHELTERS 


Sm,—In your issue of Jan. 4 Mr. P. G. Shute described 
the infestation of deep shelters in London by the culicine 
mosquito Culex molestus. May I point out that this 
mosquito was first located in Britain by Mr. J. Staley 
and myself in October, 1934, when experimenting 
(at Hayling Island) with an egg-raft that we supposed 
to be of the ordinary domestic species Culex pipiens. 
In the following year we obtained further specimens of 
C. molestus both from eggs laid by a blood-gorged female 
caught in an hotel in Westminster and from larvæ 
collected in stagnant water adjacent to some mosquito- 
infested cottages in Hull. 

During the years 1938 and 1939, at the request of the 
entomological department of the Natural History 
Museum and with the coöperation of the London County 
Council, we extended our research to various Thames- 
side districts, notably Battersea, Bermondsey, Chelsea, 
Deptford, Fulham, Greenwich and Isleworth ; in all of 
these districts many houses and institutions were found 
to be periodically invaded by hordes of fiercely-biting 
females of C. molestus. At the outbreak of war local 
authorities naturally diverted their attention to more 
important matters and these investigations were sus- 
pended. l 

Both in the larval and adult forms C. molestus and 
C. pipiens resemble one another so closely that the 
presence of the former species in Britain was entirely 
overlooked up to November, 1934. The two species 
differ, however, in important respects. C. molestus is 
one of our worst biters, whereas C. pipiens rarely if ever 
attacks human beings, its customary victims being 
birds. Moreover, C. molestus is both stenogamous and 
autogenous: that is to say, the adults will mate in a, 
very small space (even in a test-tube), and the fertilised 
females are able to lay some eggs (about 70) without 
having had a preliminary meal of blood. Of the 2000 
odd species of mosquitoes known in the world, only two 
besides C. molestus have so far been found to be auto- 
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genous—namely, the British species Theobaldia subochrea 
and the Australian species Aedes concolor. Combining 
as it does the characteristics of stenogamy and autogeny 
C. molestus is extremely easy to breed in small laboratory 
jars all the year round. The methods of distinguishing 
C. molestus and C. pipiens from one another are fully 
described in my book ‘ The British Mosquitoes” 
(British Museum, 1938), which was unfortunately in 
print before our Thames-side data were available for 
publication. | 7 

In conclusion, I may perhaps mention that the total 
number of British mosquitoes at present known is not 29 
(as Mr. Shute states) but 30, owing to our discovery of the 
species Theobaldia longiareolata at Portsmouth a few 
months ago. l JOHN F. MARSHALL. 


British Mosquito Control Institute, Hayling Island. 


Infectious Disease in England and Wales 
WEEK ENDED DEC. 21, 1940 


Notifications.—The following cases of infectious disease 
were notified during the week: smallpox, 0; scarlet 
fever, 1496; whooping-cough, 2395; diphtheria, 1378 ; 
enteric fever, 16; measles (excluding rubella), 15,221 ; 
pneumonia (primary or influenzal), 970; puerperal 
pyrexia, 108; cerebrospinal fever, 133; poliomyelitis, 
13; polio-encephalitis, 3; encephalitis lethargica, 16 
(13 at Colchester); dysentery, 152; ophthalmia neona- 
torum, 50. No case of cholera, plague or typhus fever 
was notified during the week. 

The number of civilian and service sick in the Infectious Hospitals 
of the London County Council on Dec. 27 was 2170, including : 
scarlet fever, 304 ; diphtheria, 325 ; measles, 906 ; whooping-cough, 
109; enteritis, 30 ; chicken-pox, 193; erysipelas, 51; mumps, 31 ; 
poliomyelitis, 1; dysentery, 4; cerebrospinal fever, 37 ; puerperal 
sepsis, 8; enteric fevers, 2; german measles, 4; other diseases, 
(non-infectious), 69 ; not yet diagnosed, 105. 

Deaths.—In 126 great towns there was no death from 
smallpox, 1 (0) enteric fever, 3 (1) from scarlet fever, 16 
(0) from whooping-cough, 16 (1) from measles, 39 (2) 
from diphtheria, 24 (1) from diarrhoea and enteritis under 
2 years, and 30 (5) from influenza. The figures in paren- 
theses are those for London itself. 


There was 1 fatal case of enteric fever in Greater London and 1 in 
Oxford: Liverpool reported 5 deaths from diphtheria, Birkenhead 4 
and Birmingham 3. There were 5 deaths from whooping-cough at 
Birmingham. 


The number of stillbirths notified during the week was 
204 (corresponding to a rate of 43 per thousand total 
births), including 14 in London. ` 


WEEK ENDED DEC. 28 


Notifications.—The following cases of infectious disease 
were notified during the week: smallpox, 0; scarlet 
fever, 1193 ; whooping-cough, 1846; diphtheria, 1090 ; 
enteric fever, 20; measles (excluding rubella), 13,188 ; 
pneumonia (primary or influenzal), 857; puerperal 
pyrexia, 72; cerebrospinal fever, 171 ; poliomyelitis, 
8; polio-encephalitis, 2; encephalitis lethargica, 2; 
dysentery, 112; ophthalmia neonatorum, 44. No case 
of cholera, plague or typhus fever was notified during the 
week. 

The number of civilian and service sick in the Infectious Hospitals 
of the London County Council on Jan. 3 was 2246, including : 
scarlet fever, 316 ; diphtheria, 346 ; measles, 907 ; whooping-cough, 
112; enteritis, 31 ; chicken-pox, 203 ; erysipelas, 51 ; mumps, 33 ; 
poliomyelitis, 1 ; dysentery, 10; cerebrospinal fever, 40 ; puerperal 
sepsis, 8; enteric fevers, 6; german measles, 3; other diseases 
(non-infectious), 100 ; not yet diagnosed, 78. 

Deaths.—In 126 great towns there was no death from 
smallpox or enteric fever, 3 (0) from scarlet fever, 16 (1) 
from whooping-cough, 23 (4) from measles, ‘30 (0) from 
diphtheria, 39 (2) from diarrhoea and enteritis under 2 
years, and 40 (1) from influenza. The figures in paren- 
theses are those for London itself. 

Birmingham reported 9 deaths from diarrhcea, 4 from influenza, 
and 4 from whooping-cough. There were 4 deaths from diphtheria 
at Liverpool. 

The number of stillbirths notified during the week was 
161 (corresponding to a rate of 53 per thousand total 
births), including 8 in London. 


“. .. The superior doctor serves the nation ; the middle- 
grade doctor, the individual; the inferior doctor treats 
physical ailments.” —Proverb from The Chinese Way in 
Medicine, by Epwarp H. Hume (Oxford University Press). 
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Obituary 


HERBERT TILLEY 
M.D., LOND., F.R.C.S. 


Mr. Herbert Tilley, who died at Weybridge on Jan. 6, 
at the age of 74, was one of the later generation of 
pioneers of rhino-laryngology. When he qualified the 
new specialty was already somewhat grudgingly 
acknowledged, but Tilley did much to secure a wider 

: recognition for it and to 

attract the right men to its 

service. 

Born at Shepton Mallet, he 
was educated at Queen’s 
College, Taunton, and at 
University College, London, 
where he won many scholar- 
ships. He qualified in 1890 
and took his M.D. the folowing 

= year, obtaining his F.R.C.S. 
in 1898. For a time he 
practised in Hampstead but 
he was soon appointed to the 
staff of the Golden Square 
throat hospital where his 
junior colleagues -have many 
pleasant memories of his kind- 
ness and helpfulness. He left 
to return to his old hospital as the first specialist to be 
appointed surgeon in charge of the ear, nose and throat 
department. He guided the department with enthusiasm 
and wisdom, and after its amalgamation with the Royal 
Ear Hospital he saw it fittingly housed, through the 
generosity of Mr. Geoffrey Duveen, in a new building 
beside the hospital. He was elected a fellow of Univer- 
sity College, but outside his school he also held important 
posts. He was laryngologist to the’ Radium Institute 
and consulting aural surgeon to the Ministry of Pensions. 
He examined for the University of London, and with 
Mr. Arthur Cheatle he was able to persuade the senate to 
allow otology, laryngology and rhinology to be taken as 
part of the M.S. examination. His presidential address 
to the section of otology of the Royal Society of Medicine 
in 1919 was an impressive plea for the better teaching of 
the specialty ; he urged medical schools to make an 
attendance of three months in the ear and throat depart- 
ment compulsory for their students. His early experi- 
ence in general practice had impressed on him the need of 
attracting to the specialty men with a thorough know- 
ledge of general medicine and surgery, “ for,” he said, 
‘we can expect little from those who, with a bare 
qualification to practise, at once focus attention on some 
special department of the body.” He was a regular 
attendant at the Laryngological Society and later at the 
corresponding section of the Royal Society of Medicine ; 
when he spoke at these meetings he always had some- 
thing useful to contribute and was listened to with 
respect. From 1931 to 1932 he served as president of 
the Medical Society of London, and he was also well 
known on the continent and in the United States where 
he was elected a member of the American Laryngo- 
logical Society. 

For a long time Tilley felt that his connexion with the 
board of the Semon lecture trust debarred him from the 
lectureship. But in 1934 he was persuaded to accept and 
his address on the inflammation of the nasal sinuses was 
an effective summary of his views on the pathology of 
sinusitis. He contributed many articles to medical 
textbooks and he almost completely rewrote the fourth 
edition of De Havilland Hall’s Diseases of the Nose and 
Throat. A colleague writes: “Tilley was a careful 
and accurate observer and possessed of sound common 
sense. IIe had established a solid reputation as a 
clinician and obtained an extensive practice. Lis charm 
of manner and attractive personality won for him the 
alfection of his colleagues and of a large circle of patients. 


LOUIS HENDERSON MACDONALD 
M.B. BIRM. ; LIEUTENANT, R.A.M.C. 
_ Lieutenant L. H. Macdonald’s death was announced 
in an Army casualty list dated Jan. 6. He took his 
conjoint qualification in 1924 and graduated M.B. from 


Elliott & Fry 


the university of Birmingham the same year. He held 
house-appointments at the Birmingham General Hospital 
and was for a time assistant medical officer in the V.D. 
department there. He afterwards became assistant 
pathologist and bacteriologist to the Dudley Road 
Hospital, and a physician there remembers him as a quiet 
keen worker, always ready to help and a pleasant and 
agreeable colleague. But he was intensely reserved and 
had few intimate friends. Four years ago he left Birm- 
ingham to set up in practice in Portsmouth where he 
enjoyed his work and was very happy. 


ROBERT BUCHANAN FORBES McKAIL 
M.B. GLASG., D.P.M. 


Dr. R. B. F. McKail, who died on Jan. 10, after a dis- 
tressing and protracted illness borne with fortitude, 
was educated at Allen Glen’s School. In his student days 
at Glasgow University he won the Arnott prize, Black 
medal and Muirhead prize, and after he qualified in 
1909 he worked for two years as demonstrator in the 
anatomy department. In 1911, he entered the service 
of the Lancashire mental hospitals board at the county 
mental hospital at Prestwich and later served under the 
same authority at their. hospitals: at Winwick and 
Whittingham. During the last war, he served as a 
captain in the R.A.M.C. in Gallipoli, Egypt, Sinai and 
Palestine. He was twice mentioned in despatches, but 
his health suffered and he never fully recovered. 

On demobilisation in 1920, he was appointed deputy 
medical superintendent at the Calderstones Certified 
Institution for Mental Defectives—once again under the. 
Lancashire mental hospitals board, and in 1933 was 
promoted to be the first medical superintendent of the 
Brockhall Certified Institution at Langho, near Black- 
burn. In September, 1937, continued ill-health com- 
pelled him to retire and he returned to his native city 
of Glasgow. 

His wife died three years ago. 


A colleague writes: McKail was a keen follower of 
sport and athletics and his varied interests made him a 
most acceptable social companion to all sorts and 
conditions of men. During the last years of his active 
professional life, his knowledge, energy and mastery of 
detail were devoted to the preparation of the Brockhall 
extensions scheme; rapidly failing health prevented him 
from seeing the fruits of his labours. But the institution, 
now almost completed, will stand as a tribute to his 
wisdom and foresight. 


THOMAS LAWSON McEWAN 
M.B. ST. AND., D.P.H., F.I.C. 


Dr. Lawson McEwan, who died on Jan. 13, aged 48, 
was the first bacteriologist of the county of Devon and 
he did not live to see built the new laboratory which he 
had planned with so much care. 

McEwan was educated at the Harris Academy, Dundee, 
and at the University of St. Andrews, where he graduated 
B.Sc. in 1914, with honours in chemistry, mathematics 
and physics. He then proceeded to London where he 
continued to study chemistry and biology at King’s 
College, University College and Birkbeck College. Later 
he became principal assistant to the public analyst for 
the city of Westminster and for the borough of Fulham. 
At the beginning of the last war he held a commission in 
the Argyll & Sutherland Highlanders, till at the end of 
1916 he was transferred to the Ministry of Munitions as 
a research chemist. The following year he went to the 
research department at Woolwich Arsenal, and for his 
work here he was elected F.I.C. 

He had always wanted to take up medico-scientific 
work but the war had interrupted this project. Later, 
however, he returned to St. Andrews to study medicine. 
Ie was an outstanding student, and in 1928 he graduated 
M.B. with special distinction, gaining the McEwan prize 
in surgery. After serving as house-physician at Dundee 
Royal Infirmary, he became assistant to Prof. W. J. 
Tulloch. In 1930 McEwan was appointed bacteriologist 
to the Devon county council. He organised this new 
department with great skill and enthusiasm and gradually 
built up a first-class laboratory. 

In 1919 he married Elizabeth Holt Ogilvy, who survives 
him with two daughters. i 
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University of London 
At recent examinations ue DWE were successful :— 


Branch T mane aat D. Baber, Univ. Coll. ; and 
R. S. Lawrie, Middlesex. 


Branch II (pathology).—S. D. Elliott, Univ. Coll. ; and Herbert 


Spencer, St. Mary’s. 

Branch IV (midwifery and diseases of women).—Mary Kane, 
King’s Coll. and Cardiff; Kathleen M. Robinson, Roy. Free; and 
I. E. J. Thomas, Guy’s. 

Branch V (hygiene). ecm ag Hart, Roy. Free.’ 


Branch I (surgery) — AÀ. D. Le Vay, Univ. Coll. 


D.M.R 
Douglas Andrew, H. F. Francis, and J. J. Riehmond, 


National University of Ireland 

The honorary degree of D.Sc. has been granted to Dr. 
Gordon Holmes, F.R.S., and Dr. F. M. R. Walshe, “‘ in view 
of their distinction as neurologists, and in recognition of their 
valuable contributions to medical literature,” and to Prof. 
Ernest Hey Groves, ‘‘ in view of his eminence as an orthopedic 
surgeon, and an internationally recognised authority on the 
literature of his subject.” 


The Minister of Health has made an order applying to the 
Greater London evacuation areas the defence regulation 
which provides for the compulsory evacuation of children 
suffering in mind or body as a result of hostile attacks 
(Lancet, 1940, 2, 816). The areas to which the regulation 


now applies are : 


The City of London; the metropolitan boroughs of Battersea, 


Bermondsey, Bethnal Green, Camberwell, Chelsea, Deptford, 
Finsbury, Fulham, Greenwich, Hackney, Hammersmith, Hamp- 
stead, Holborn, Islington, Kensington, Lambeth, Lewisham, 
Paddington, Poplar, St. Marylebone, St. Pancras, Shoreditch, 


Southwark, Stepney, Stoke Newington, Wandsworth, Westminster 
and Woolwich; the county boroughs of Croydon, East Ham and 


West Ham ; the boroughs of Acton, Barking, Brentford and 
Chiswick, Chingford, Ealing, Edmonton, Erith, Hornsey, Ilford, 
Leyton, Mitcham, Tottenham, Walthamstow, Wanstead and 


Woodford, Willesden and Wood Green and the urban district of 

Penge ; ; and the evacuable parts of the boroughs of Barnes, Becken- 
ham, Bexley, Dagenham, Dartford, Gravesend and Wimbledon, 

and the urban districts of Crayford, Enfield, Hornchurch, Merton 

oad oe Northfiecet, Swanscombe, Thurrock and Waltham 
oly Cross. , 


Dr. Allen Daley will take the chair when Lieut.-Colonel 
F. C. Temple, M.Inst.C.E., addresses the Royal Society of 
Arts on the municipal manufacture of humus from habitation 
wastes. The meeting will be held on Jan. 29, at 1.45 P.m., 
at the house of the society, John Adam Street, Adelphi, 
W.C.2. On Feb. 12 Mr. G. V. Jacks, deputy-director of the 
Imperial Bureau of Soil Science, will speak on humus and the 
farmer. On April 30, Dr. O. R. Tisdall will read a paper on 
the general practitioner and scientific thought. 

On Tuesday, Feb. 4, at 2.30 P.M., at 26, Portland Place, 
London, W.1, Sir Walter Langdon-Brown will deliver a Chad- 
wick lecture. ` He will speak on mental health in war-time. 
Further particulars may be had from the secretary of the 
trust at 204k, Abbey House, Westminster, S.W.1. 

Mr. Somerville Hastings will be in the chair when the 
Society for Cultural Relations with the U.S.S.R. meet at 
11, Chandos Street, London, W.1, on Jan. 31, at 2.15 P.M. 
Prof. F. Wood Jones, F.R.S., Dr. J. Lipetz and Dr. Joan 
McMichael will open a discussion on medical theory and 
practice in the Soviet Union. 

On Monday, Jan. 27, at 2 P.M., at the section of odontology 
of the Royal Society of Medicine, Mr. A. H. McIndoe will 
read a paper on plastic surgery in relation to fractures of the 
facial bones. On Tuesday, Jan. 28, at 2 P.M., at the section 
of medicine, Colonel Lionel Whitby and Dr. Janet Vaughan 
will open a discussion on the therapeutic value of transfusion 
of derivatives of blood. 

The Royal Society of Edinburgh have appointed Messrs. 
Oliver & Boyd (Tweeddale Court, Edinburgh) to be their 
publishers. Copies of the transactions and proceedings of the 
Society will now be supplied by this firm. 

A meeting of the Medical Society of London will be held 
at 11, Chandos Street, W.1, on Monday, Jan. 27, at 2.30 P.M. 
Mr. - Zachary Cope will speak on latent shock; Dr. Wilfred 
Oakley on the use of delayed-action insulins in war-time ; 
and Mr: Eric Samuel on X-ray examination in relation to the 
treatment of air-raid casualties. 

George medals for gallantry during air- raids have been 
awarded to the following medical men: Dr. André Bathfield, 
resident medical officer at the Royal Chest Hospital, London ; 
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Dr. H. N. Gregg, medical officer in the E.M.S. at Coventry ; 
and Dr. Robert Lindsay, medical officer in a casualty mobile 
unit at Folkestone. 

The telephone number of the Emergency Bed Service is 
now BIShopsgate 8491.. 


FACTS FOR THE TAXED.—A thing that many a doctor 
lacks is knowledge about income-tax. All you who think 
you pay too much—and legion is the name of such—are 
vehemently urged to look at Mr. A. L. Boyden’s book. 
For, coming, as he does, to you straight from the Inland 
Revenue, Boyden, if anyone, can say exactly what you’ve 
got to pay. Income Tax for Medical Practitioners. 
London: The Practitioner with Eyre and Spottiswoode. 
Pp. 147. 6s. 


Births, Marriages and Deaths 
BIRTHS 


KEATINGE.—On Jan. 10, at Compton, Winchester, the wife of 
Major L. R. H. Keatinge, R.A.M.C.—a son. 

MATTHEW.—On Jan. 15, at Inverness, the wife of Captain H. J. s. 
Matthew, R.A.M.C.—a son. 

STEWART.—On Jan. 15, at Lymington, Hants, the wife of Dr. 
G. R. Shipley Stewart—a son 

TILL.—On Jan. 9, at Witney, Oxon, the wife of Major A. S. Till, 
R.A.M.C.—a ‘daughter. 


MARRIAGES 


ELLIS—RUSSELL.—On Jan. 18, in London, Richard White Bernard 
Ellis, F.R.C.P., to Audrey’ Eva Russell, M.B. 
GRANT—KINGHAM. , "On Jan. 16, at Farnham, William Russell 
Grant, M.R.C.S., Captain R. A.M. C., to Sheila Mary Kingham. 
HARGREAVES—-BERRY. —On Jan. 16, "at Northwood, Anthony 
porate M.B., Flying Officer R.A.F.V. R., to Anna Marcia 
erry, 
HortTON—STERN.—On Jan. 18, in London, William Henry Horton, 
to Ruby Olive Stern, M.D. 
MORRIS—SMITH.—On Jan. 4, Robert Morris, M.B., Lieutenant 
ener A. M.C., son of Dr. R. "A. Morris, of Harrogate, to Doreen 
mith 
OLLERENSHAW—BLOUNT.—On Jan. 16, at Didsbury, Gerald James 
Watson Ollerenshaw, B.M., younger son of Mr. Robert Olleren- 
shaw, F.R.C.S., to Patricia Blount. 


DEATHS 


AROHER.—On Jan. 13, at Littleham, Exmouth, Edmond Lewis 
Archer, M.B. Duth. 3 formerly of Moonta, South Australia, 


aged 91. 
DICKINSON.—On Jan. 21, in London, Thomas Vincent Dickinson, 


M.D. Lond., M.R.C. P., aged 83 years. 
FRAEN EP ai Jan. 17, at Harpenden, Herts, Hugh Fraser, M.B. 
er 
HOLLAND.—On Jan, 16, Charles Thurstan Holland, Ch.M., LL.D. 
Lpool, F.R.C.S 


LEWwis.—On Jan. 17 , at Birkdale, Ernest William Lewis, M.D. 
Edin., F.R.C.S.E., J.P. 

LoGAN.—On Jan. 13, at St. Anns, Carlisle, George Duncan Logan, 
M.D., aged 81 years. 

McEWAN. *_On Jan. 13, Thomas Lawson McEwan, M.B. St. And., 
sa ate » F.I.C., bactcriologist and pathologist to the county 
o evon. 

NEWNBAM.—On Jan. 11, CG Clifton, Bristol, William Harry 
Christopher Newnham, M .B. Camb., aged 84, 

PAUL.—On Jan. 17, at Grayshott, Hindhead, Frank Thomas Paul, 
D.Sc., Ch.M. Lpool., F.R.C.S. 
WILLIAMS. ‘—On Jan. 16, suddenly, 
Glamorgan, George James Williams, M.D. 

of Haltwhistle, Northumberland, aged 76. 


at Peterston-super-Ely, 
Durh., formerly 


Appointments 


BRICE, HILDA, M.B. Manc.: R.M.O. at Leicester General Hospital 
CoLLs, MARGARET, M.R.C. S.: 


temp. M.O. at the Women’s Intern 
ment'Camp, Isle of Man. 


GRANT, H. M., M.B. Edin., F.R.C.S.E.: 
Bolingbroke Hospital, London. 
LINACRE, H. L., M.B. Sheff., Ð.A.: Mayo fellow in anesthetics at 
the Royal Sussex County, Hospital, Brighton. 

Mason, M. L., M.R.C.S.: R.M.O. at King Edward Memorial 
Hospital, Ealing. 

RicHaRDs, D. A., M.B.: examining surgeon under the Factories 
Act 1937 for A Westmorland. 

*SHARPE, WILLIAM, M.B. Glasg., D.P.H. 


surgical registrar at the 


: at Monsall Hospital, nr. 


Manchester. 

Stott, C. F., M.B. Manc.: temp. asst. M.O.H. for Stoke 
Newington. 

TEMPLE, L. J., M.R.C.S.: R.S.O. at the Kent and Canterbury 
Hospital. 


Tuno{Įmrson, C. G. K., M.B. Edin., D.P.H.: deputy M.O.H. and 
asst. T.O. for Gt. Yarmouth. 


Middlesex County Council—The following appointments are 
announced = 
M.B. Adelaide, F.R.C.S.E.: asst. R.S.O. at 


CHAPPLE, C. F 
Central Middlesex County Hospital ; 
BAIRD, R. C., M.R.C.S.: resident casualty officer at Redhill 
County Hospital, Edgware ; and 
MCCLELLAND, MARGARET, M.B. Melb.: resident asst. M.O. at 
Central Middlesex County Hospital, 
* Subject to confirmation. 


130 THE LANCET] 


Notes, Comments and Abstracts 


TECHNIQUE OF DIPHTHERIA 
IMMUNISATION 


By PERCIVAL V. PRITCHARD, M.D. Edin., M.R.C.P.E., 
F.R.F.P.S.G., D.P.H. 


DEPUTY MEDICAL OFFICER OF HEALTH FOR ST. PANCRAS 


I HAVE lately had many inquiries from doctors about 
the details of diphtheria immunisation and my object 
here is to supply the busy practitioner with some easily 
digested practical notes. ' 

Every year many children die from diphtheria or are 
left seriously crippled by it. Babies under one year are 
seldom affected, but children from one to twelve years 
are commonly attacked, and the most dangerous period 
is between one and five. After this age many children 
develop a degree of protection or immunity in a natural 
way by contact with small doses of the infection. 


THE SCHICK TEST 

The Schick test is performed on children over five as 
& routine to see if a course of immunisation is necessary. 
It is also carried out about three months after the final 
injection of a prophylactic course at all ages to see 
whether immunity has been established. In any series 
of cases there is always a small percentage of failures and 
this test will point these out. They should, of course, 
` be given a further course of treatment. The test is 
carried out as follows : 


Toxin and control can be bought ready for use. Into the 
left forearm 0-2 c.cm. toxin is injected intradermally. Into the 
right forearm 0-2 c.cm. of the toxin which has been heated to 
destroy its specific effect is injected as a control. Readings 
can be made at about 48 hours in anemergency. If the result 
is Schick-positive it can be taken as final. A negative result 
at this stage is unreliable and may change to positive in the 
next few days. A reading seven days after the test is safest. 


If there is insufficient diphtheria antitoxin present in 
the blood of the patient the toxin of the Schick test will 
give a local positive reaction resulting in redness and 
infiltration at the site of injection. This may begin to 
show itself in 48 hours. If present at all it will be there 
by and on the seventh day. It fades in a few days, 
leaving behind a faint pigmentation and some scales. 
When nothing happens locally the reaction is called 
negative. Considerable experience is required for 
accurate reading and Schick-testing is usually carried out 
at special clinics. There are two possible readings on 
each arm, negative (—) and positive (+). Positive 
results can be (+) or (+ +) depending on the size of the 
reaction. Four interpretations of these combinations 
are recognised. 

Left (—), right (—)=Schick-negative. The person is 
immune. The test shows that his blood contains sufficient 
antitoxin to combat any toxin which would be produced by 
an attack of diphtheria. 

Left (+) or (++), right (—)=Schick-positive. The person 
is liable to contract diphtheria. He should be given a course 
of immunisation to develop a supply of antitoxin in the blood. 

Left (++), right (+)=Schick pseudo-positive. This is 
read as a positive reaction, the person being looked upon as 
susceptible. . 

Left (+), right (+)=Schick pseudo-negative. This is 
interpreted as a Schick-negative result. 


CHOICE OF A PROPHYLACTIC 

I prefer the foxoid-antitoxin floccules (T.A.F.). This 
preparation’s great advantage is its freedom from un- 
wanted reactions. It is given in three doses of 1 c.cm. 
each at fortnightly intervals. 

Alum-precipitated toxoid (A.P.T.) was originally used 
for the one-shot method of immunisation. I am not 
going to venture into any of the bitter arguments which 
have been centred around this material and method. I 
have never favoured it because it has a reputation for 
causing local nodular reactions. Of late its sponsors 
have advocated turning it into a two-shot method with 
a first dose of 0-:1-0-5 c.cm. depending on the age, and 
a second dose of 0:5 c.cm. four weeks later. Some 
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authorities consider these doses to be too high and 
advise only 0-1 c.cm. and 0:3 c.cm. for children and 0-25 
c.cm. and 0-5 c.cm. for adults. 

Toxoid-antitoxin mixture (T.A.M.). is generally con- 
sidered to be less efficient than T.A.F. or A.P.T. in the 
production of immunity. i | 

Formol toxoid (F.T.) has not been used as extensively 
in this country as the other preparations. It is said to 
give a high percentage of severe reactions particularly in 
older children and adults. The latest advice is to give 
it in three doses of 0-2 c.cm., 0:4 c.cm. and 0:6 c.cm. with 
three weeks between the first and second doses and two 
weeks between the second and third. l 

Whatever material is used it is given intramuscularly. 
The makers supply literature with full instructions. I 
have given my views but it must be remembered that 
each of these preparations has its supporters. A 
prophylactic course does not guarantee immunity. It 
is therefore important that the Schick test should be 
carried out about three months after the last injection ; 
otherwise from time to time immunity will be incorrectly 
presumed with dangerous possibilities. 


COOPERATIVE SOCIETIES AND THE 
SALE OF DRUGS 

WHEN the Pharmacy and Poisons Act 1933 was 
drafted the Pharmaceutical Society agreed to a provision 
that a pharmacist should not conduct a branch shop 
where drugs were sold under unqualified management. 
One would.suppose that, sauce for the goose being sauce 
for the gander, it was only right that the same principle 
should apply to shops belonging to persons who were not 
pharmacists, but it now appears that such was not the 
intention of the Government. It is now admitted 
that when the bill was in Parliament the Government 
and the all-powerful coéperative societies overlooked the 
fact that certain clauses would prevent the sale of drugs 
by these societies, the grocery departments of the big 
departmental stores and like concerns. A judgment 
given in 1938 by the High Court (Hygienic Stores Ltd. v. 
Coombes) declared in effect that it was useful for such 
traders to sell drugs in grocery departments. Since this 
interpretation the Government have informed the 
Pharmaceutical Society that it was not intended by them 
to prevent, by the 1933 act, the sale of drugs in the 
grocery sections of such concerns and they have now 
intimated that the act ought to be amended by a 
provision to the effect that where drugs (other than 
Part 1 poisons) are sold ‘‘ on registered premises inci- 
dental to and as a subsidiary part of a business of a 
different class carried on by the authorised seller of 
poisons, nothing in sections 8, 9, and 10 of the act shall 
require such sale of drugs to be under the personal 
control of a registered pharmacist subject to the observ- 
ance of the following conditions: (a) that the drugs are 
sold in closed containers as closed by the manufacturer 
or other person from whom they were obtained; (b) 
that no drugs are compounded or dispensed on the 
premises; and (c) that no title, emblem or description, 
the use of which is restricted by section 3, is used in 
connexion with the business carried on jin these 
premises.’ The whole question was reviewed at the 
society’s January council meeting and it was decided 
to ask the Home Office to receive a deputation from the 
council to discuss the matter further on the basis of this 
proposed amendment. From the fact that the Govern- 
ment are desirous of a settlement in war-time it may be 
assuined that they regard the question as an urgent one. 
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PRACTICAL EVALUATION OF 
GASTROSCOPY * 
By Hermon Taytor, M.D., M.Chir. Camb., F.R.C.S. 
ASSISTANT FOR GASTROSCOPY TO THE LONDON HOSPITAL 


(With Coloured Illustrations on Plate) 


THE flexible gastroscope was first used in this country 

in 1934 by Mr. Harold Edwards at King’s College Hos- 
pital, and in the following year I introduced it at the 
London Hospital. The purpose of this paper is to present 
the results of the clinical practice of gastroscopy at the 
London Hospital based on the analysis of 350 cases during 
its probationary period of four years from September, 
1935 to September, 1939. 


The patients were all dyspeptics in whom a definite 
indication for the gastroscopy remained after other 
investigations had been carried out. With few exceptions 
they were inpatients, if only for twenty-four hours, and 
together they represent about a seventh of the dyspeptic 
cases admitted to the hospital during the same period. 
Since twice as many patients were gastroscoped during 
the fourth year as during the first it may be inferred that 
the instrument has established for itself a place in the 
diagnostic equipment of the hospital. The list of cases, 
which includes 32 patients with normal stomachs, 
notwithstanding their symptoms, is classified in table I. 
This shows that 32% of all the patients had a local lesion, 
a third of these being carcinoma, while 28% were patients 
who had already had an anastomotic operation on the 
stomach. It seems from this that the instrument has 
been used with a surgical bias and such in fact has inevit- 
ably been the case, although as wide a scope as possible 
has been sought. 


TABLE I—THE 350 CASES CLASSIFIED ACCORDING TO DIAGNOSIS 


No. of cascs 
Normal stomachs 32 


Local lesions 
' Carcinoma ae ie eis = sa R 34 
Ulcer .. R sa sa sa aus ee 62 


Rarer conditions : 
Innocent tumour 
Polyposis .. 
Diverticulum 
Sarcoma 
? Syphilitic ulcer .. 
Regional gastritis .. 
C&sophageal ulcer . 
Extra-gastric distortion 


Diffuse lesions 


Mucosal ny Deen (bets with and without gastritis .. 44 
Mucosal hypoplasia or atrophy with and without 


112 


Gd bt BD bed beet HR DD DO 
pws 
(e>) 


gastritis è ‘ es ui 16 
Gastritis in mucosa of average typo vs Re 18 > 84 
Rarer eonditions : 

Gastritis in phthisis l re, 3 

Gastrostaxis s se ae nee *. ll g 

Phlegmonous gastritis ue oN ek Ge oe 

Hyperirritable stomach ne .. | 


Stomachs after intestinal anastomosis 
(including 3 carcinomas) l 
After gastrojojunostomy Xi re is sa 86 } 99 
After partial KAS TDOSHOTY si ae Sa é3 13 
_ Failures au ae sis Sa 26 


On 26 occasions (7% of the total) the examination has 
failed to achieve its purpose. The causes of failure are 
set out in table II, the cases being subdivided into those of 
absolute failure to pass the gastroscope into the stomach 
at all, and partial failure, in which a view of an essential 
part of the stomach could not be obtained after the 
instrument had been satisfactorily introduced. The 
‘commonest reason for partial failure is the invisibility 
of a pyloric antrum, which, in some cases of pyloric or 
duodenal ulceration, may be hitched up by inflammatory 
adhesions. The commonest cause of all failures, how- 
ever, is distortion of the upper end of the stomach due to 
æ high lesser-curve lesion. An inflammatory mass here 
may prevent the instrument from negotiating the 
leftward curve of the cesophagus as it passes through the 


* Hunterian lecture delivered at the Royal College of Surgeons 
on Jan. 24, 1940. 
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diaphragm, or may produce a contraction band across 
the posterior wall of the upper part of the stomach. The 
pouch of gastric wall which is formed above the band 
receives the end of the gastroscope as it enters the 
stomach and no manipulation can prevent this. The 
condition is dangerous because the inflammatory soften- 
ing of the wall of the pouch renders it particularly liable 
to perforation or detachment from the adherent ulcer, 
an accident which actually occurred in one case. There 
is no alternative but to abandon the examination if this 
complication is met with. 


TABLE IT—ANALYSIS OF 26 CASES OF FAILURES OF GASTROSCOPY, 
EXCLUDING STOMACHS AFTER ANASTOMOSIS 
Absolute failures No. of cases 
(failure to pass the gastroscope into the stomach) 


Distortion due to mien lesser-curve Pipas 
L-shaped csophagu g 
Small mouth and oè tecth 


j 
re aai er DiD 
Kyphbosis ; ‘ ‘ig sg Si .. 1 
Gieophageal stenosis | we ai a en ee | 
Partial failures 
(failure to view a particular part of the Soma. 
essential to the purpose of the gastroscopy) 

Distortion due to high lesser-curve lesions 5 

Distortion by extra-gastric adhesions 3} 14 

Failure to view pyloric antrum ‘ 7 

There have been no other untoward events in any of 
the cases and in general, unless the patient has had a full 
set of teeth (a rare circumstance in the chronic dyspeptic), 
there has been little or no distress at the time of the 
examination or maec onion afterwards. 

Carcinoma 

A growth was observed in 34 cases ; this figure includes 
6 instances in which the presence of the carcinoma was 
already known and the gastroscopy was carried out to 
determine its operability. Actually gastroscopy is of 
little value in these cases, for though it may sometimes 
be useful to know whether the amount of mucosa above 
a growth is sufficient for partial gastrectomy the observer 
cannot exclude subperitoneal infiltration of the gastric 
wall above the growth, nor can he detect distant meta- 
stases. Gastroscopy is thus rarely justifiable where the 
presence of a growth has already been determined. 

In the remaining 28 cases of observed carcinoma the 
patients were gastroscoped in order to establish the 
diagnosis; in these patients radiographic and other 
investigation had not discovered the condition. Indeed, 
the finding was unexpected in 14 cases, while in the 
remaining 14 previous investigation had failed to confirm 
clinical suspicion. Carcinoma was excluded in 68 cases 
in which its presence had been suspected. Altogether, 
there were 82 subjects in which the diagnosis of carcinoma 
was not excluded by other methods of investigation, and 
the question was settled by gastroscopy in every instance, © 
14 growths, mostly small, being discovered. 

Negative results of gastroscopic search for a growth 
abolish the lingering doubts which formerly might have 
led to an exploratory operation. I have tried to 
estimate the degree of suspicion with which each case 
was regarded prior to the gastroscopy. I found that, 


according to old standard, doubt was sufficient to justify 
laparotomy in at least 26 instances. 


OPERABILITY 


During the four-year period in which the present series 
of dyspeptic cases was collected the hospital admitted 
321 cases of carcinoma of the stomach. This figure does 
not include cases which were obviously hopeless when 
first seen in the outpatient department, but only those 
in which treatment was considered possible. Most of 
these patients were diagnosed without instrumentation, 
but 28 of them (9%, table m1) had growths small enough 
to require gastroscopy for their discovery. Only 70 of 
the 321 cancers were resectable, but no less than 19 of 
these belonged to the group of 28 cases diagnosed by 
gastroscopy. The operability-rate of 68% in this group 
contrasts sharply with the rate of 17% in the larger group ` 
of cases diagnosed without gastroscopy. Few of the 19 — 
resections in this group would have been performed if 
gastroscopy had not established the diagnosis. As a 
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result of gastroscopy, therefore, the number of cases of 
carcinoma of the stomach successfully removed in the 
period under consideration was increased by more than 
30%. These figures are too small to form a statistical 
basis for generalisation, but they do suggest that the 
gastroscope has made possible a considerable improve- 
ment in the results of treatment of carcinoma through the 
early diagnosis of small or obscure growths. 


TABLE III—OPERABILITY-RATES OF 321 CARCINOMA OASES 
ADMITTED TO THE LONDON HOSPITAL IN FOUR YEARS . 


. Diagnosed. Diagnosed 
without by gastros- 
gastroscopy copy 
Inoperable .. eee 242 ete 9 
Resected .. es 51 Ex 19 , 
Total 293 zs 28 
Operability-rate 17% 68% 


Gastroscopy is useful in the early stages of both ulcer-: 


cancer and primary cancer of the stomach. The presence 
of an ulcer is usually known, but its nature is in doubt 
and can be elucidated by the gastroscope. The identi- 
fication of a primary cancer, once discovered, is seldom 
difficult, but small tumours may escape radiological 
detection. Such instances are rare, but they are the 


most favourable cases and it is important not to overlook. 


them. 

Case 1.—A woman of 57 who for four years had experienced 
occasional vague abdominal discomfort, amounting during 
recent months to pain, coming on about an hour after food and 
relieved by rest or medicine. Radiography suggested a lesser- 
curve ulcer. When the patient was admitted to hospital 
her symptoms had gone; she had no anemia, satisfactory 
test-meal acidity (0-11% HCl at one hour) and a radiogram 
now showed no abnormality. On gastroscopy the stomach pre- 
sented the appearance indicated in fig. I. The general mucosa 
was of average type, but on the posterior wall near the lesser 
curve was a small nodular congested plaque with an unbroken 
surface. At a second gastroscopy after a short course of 
medical treat- 
ment I found 
no change in 
the appear- 
ance and 
reported the 
condition « as 
early carci- 
noma. Opera- 
tion -was 
undertaken by 
Sir James 
Walton on the gastroscopy findings alone, and against the 
weight of clinical evidence. When the abdomen was opened 
there appeared to be no lesion in the stomach. Palpating 
the area of the plaque observed endoscopically, Sir James 
said he found ‘“‘ perhaps a little thickening, but it does not 
_ feel like a carcinoma.” Nevertheless, partial gastrectomy 
was carried out, and fig. VI is a sketch of the specimen 
turned inside out. The lesion was about 1: cm. in diameter, 
with a slightly nodular surface; on palpation the edge 
gave the examining finger the same sensation as the edge 
of an area of erysipelas. From the peritoneal surface the 
induration could hardly be detected at all. Microscopical 
section showed an unbroken epithelial surface with small 
groups of carcinoma cells at the baso of the gastric glands on 
the muscularis mucose. 


This case is perhaps a freak, but it is a striking example 
of the value of gastroscopy in the early diagnosis of small 
growths in the stomach. It is, I believe, the smallest 
carcinoma diagnosed before operation. 


THE TWO-VIEW TEST FOR MALIGNANCY 

In the early stages naked-eye evidence of malignancy 
in an ulcer is often lacking, even in the excised specimen, 
and the same limitation naturally applies to a single 
gastroscopic inspection. Disillusionment awaits the 
gastroscopist who attempts to decide at one examination 
between innocent and malignant ulceration on minor 
details in the ulcer crater or its mucosal setting. But the 
changes that occur in the living specimen, preferably 
recorded by careful drawings of the appearances, can be 
relied on to determine the nature of the lesion. Where 
the malignancy of an ulcer is in question a second 
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gastroscopy should be carried out after three weeks of 
intensive medical treatment. If the lesion is innocent 
obvious signs of healing will be present ; if it is malignant 
the appearance will probably be unchanged, although 
nodulation or infiltration of the edge may possibly be 
more noticeable. I have come to accept the failure of an 
ulcer to change at all under intensive treatment in hos- 
pital as sufficient evidence of malignancy. I have had 


occasion to regret in some of my earlier cases that I have 


not taken a more serious view of lesions which have failed 
to show signs of healing under treatment, merely because 
they have shown no apparent progression. On the other 
hand, if at the second inspection an ulcer shows signs of 
uniform healing, malignancy can be definitely excluded 
(figs. IIA and B). Signs of healing are the shallowness of 
the ulcer, a clean yellow base, the absence of froth of 
fermentation in the crater, the subsidence of cedema and 
absence of nodulation in the margins, and the develop- 
ment of a stellate contracture pattern in the surrounding 
mucosa. These signs collectively exclude malignancy. 

If some but not all are present I examine the lesion 
A third time, after further treatment, before making a 

ecision. 


CasE 2.—A man of 49 with eighteen months’ history of 
attacks of epigastric pain two hours after food, relieved by 
taking powder. His appetite was good, but there was slight 
loss of weight and examination revealed some epigastric 
tenderness. Acidity was normal (0:07 HCl at one hour). 
The radiogram suggested a lesion in the pyloric antrum but 
gave no indication of itsnature. Gastroscopy (fig. Va) showed 
some hyperplastic gastritis, and an ulcer on the anterior wall 
of the pyloric antrum ; the ulcer was of moderate depth, with 
a clean yellow base and clear-cut margins, but a rather irregu- 
lar surrounding mucosa. No good evidence of malignancy 
was reported. After four weeks, a second inspection (fig. VB) 
showed signs of healing in the proximal part of the ulcer, but a 
curious low mound of mucosa was observed on the further 
edge which prompted yet another view. This was carried 
out after a period of three weeks which the patient spent at a 
convalescent home; he was by that time fit, bronzed and 
symptom-free and had put on weight. The lesion (fig. Vc) 
now showed little change ; the mound of red mucosa on the 
edge of the ulcer was still present and the base of the ulcer 
was obscured by fine froth. 


Fine adherent froth, as distinguished from individually 
visible bubbles, appears to be due to fermentation; I 
have never observed it in the base of a peptic ulcer and 
now regard it as highly suggestive of malignancy. This, 
and the unchanged nodulation in one part of the ulcer I 
would regard today as evidence of neoplastic change in 
the ulcer. At that time, however, I was accumulating 
experience and I continued to watch the patient. 


He returned to work, kept well, and wrote to me every 
month for four months, his only complaint being of occasional 
tiredness, which he put down to his diet. A fourth inspection 
after two months still showed little change except that the 
mound of mucosa on the far side of the ulcer was a brighter 
red and more prominent, again with froth round it. The 
fifth and final gastroscopy (fig. Vp), six months after the first, 
left no doubt as to the malignant change in the ulcer, where a 
plaque of rigid tissue had spread from the red nodule so con- 
stantly observed, round to the proximal part of the crater. 
The patient was still at work, enjoying his food, and symptom- 
less except for his tiredness. A partial gastrectomy was car- 
riod out by Sir James Walton. The specimen showed an 
ulcer with a raised mass of soft tissue above it; on section, 
the appearances were those of chronic peptic ulcer with 
a typical glandular hyperplasia in the adjacent mucosa, and 
early carcinoma in one edge. 


This case was an early one in which conclusions were 
only reached hesitantly. Nowadays a positive two-view 
test has come to depend almost solely on the absence of 
change in a lesion after a period of strict treatment. 


CasE 3.—A man aged 42, with five years* history of indiges- 
tion (attacks of pain 1 to 1} hours after food and often at 
night, relieved by powder or by vomiting). Appetite good, 
but vomiting had increased and there was some loss of weight. 
Abnormal physical signs were absent. The test-meal showed 
achlorhycdria, but the radiologist reported an ulcer in the 
pyloric antrum. Gastroscopy showed some gastritis and a 
prepyloric ulcer with edges of uniform thickness, rather 
lumpy, in an area which failed to transmit a peristaltic wave. 
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` This was reported as suspicious. A second inspection after 
three weeks’ treatment showed no change in the lesion, and 
this indicated definite malignancy. A radical gastrectomy 
was carried out. Subsequent histology confirmed the 
gastroscopic diagnosis. 

The test thus involves a stay of three or four weeks in 
hospital. If the ulcer proves to be innocent this period 
becomes a part of the course of treatment. In the malig- 
nant case the patient’s general condition often shows 
considerabl: improvement and the duration of the test 
becomes a valuable resting phase in which he can build 
up his vital resources in preparation for an operation 
with a mortality-rate in the region of 30% (Walton, 
Gordon Taylor, Lahey and others). 


TABLE IV—TYPE OF CARCINOMA AND TYPE OF MUCOSA 
IN 19 EARLY CASES 


Ulcer cancers Primary cancers 


Hyperplastic| Normal Normal | Hypoplastic 
mucosa mucosa mucosa mucosa 
PES ork cases 4 6 7 2 
Vv. ’ : ; : i 
(per cent.) j|- 0:15 0-12 0:10 Nil 


I have applied the two-view test on 22 occasions ; in 
8 instances I was able to show that a supposedly innocent 
ulcer was neoplastic and in 14 cases ulcers were proved 
innocent when all other evidence consistently indicated 
malignancy. Many of the latter cases were so alike and 
simulated the cancer syndrome so closely that they 
justify grouping together as a distinct clinical type. 
Nearly all of them occurred in people over sixty, with a 
short history of loss of appetite, loss of weight and severe 
epigastric pain. Radiography showed in each case a 
large ulcer ; in most of them there was no free HC] in the 
test-meal. Apart from the two-view gastroscopic test, 
therefore, the evidence in each instance was damning. 
But in these cases the ulcers have healed rapidly with 
medical treatment, and the patients were of an age which 
would have rendered. even more risky the gastrectomy 
they were able to avoid. 

Sir Arthur Hurst is of the opinion that primary cancer 
hardly ever develops in a normal gastric mucosa, and it is 
useful to consider the types of mucosa associated with 
ulcer-cancer and primary cancer. In my series only 19 
of the carcinoma cases were early enough for the origin 
of the growth to be apparent, 10 of these being ulcer- 
cancers and 9 primary cancers (table Iv). In the ulcer- 
-cancer cases the mucosa was hyperplastic in 4 (average 
acidity 0:15% HCl one hour after the test-meal) and of 
average type in 6 (average acidity 0-12). In the primary 
cancers the mucosa was of average type in 7 cases 
(average acidity 0-10) and hypoplastic in 2 (acidity nil). 
These figures give some support to Sir Arthur Hurst’s 
hypothesis, but suggest that it is going too far to say 
that carcinoma rarely arises in a mucosa of average type ; 
indeed, no fewer than 13 of the 19 cases of carcinoma of 
identifiable origin had normal mucosz. 


TEST-MEAL AND THERAPEUTIC TESTS 

It is true that as a rule achlorhydria is associated’ with 
carcinoma of the stomach, but unfortunately it has 
become almost a diagnostic criterion of the condition. 
Yet in two-thirds of the early cases here considered, all 
of which had growths small enough or dubious enough to 
require gastroscopy for their diagnosis, not only was acid 
present but often, in the ulcer-cancers, there was a raised 
test-meal acidity. Does this not suggest that achlor- 
hydria stands in the same diagnostic relationship to 
carcinoma of the stomach that axillary metastases 
occupy in relation to carcinoma of the breast ? ‘Just as 
carcinoma of the breast must be diagnosed before the 
development and without the assistance of palpable 
axillary glands, so our aim must be to diagnose carcinoma 
of the stomach before the development of achlorhydria. 


Achlorhydria may support a diagnosis of advanced. 


carcinoma of the stomach, which is usually only too 
obvious, but the presence of hydrochloric acid in the 
gastric juice of a suspicious case does not exclude early 
‘carcinoma. In short, a test-meal in suspected early 
carcinoma of the stomach is more likely to camouflage 
its presence than to facilitate its detection. 
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The so-called therapeutic test for malignancy is also 
fallacious. Carcinoma of the stomach, even in its early 
stages, is often accompanied by gastritis. The evidence 
is at present insufficient to determine whether the 
gastritis is primary or secondary to the tumour or both, 
but there is little doubt that the early symptoms, if the 
patient is fortunate enough to have any, are referable to 
the gastritis and not to the neoplasm. If the case is 
treated blindly the gastritis subsides, the symptoms 


disappear, and the growth is only discovered too. 


late. Of the 8 cases of ulcer in which the two-view test 
established neoplastic change only 1 patient failed to 
improve between the two examinations and 5 became 
quite symptomless, with full return of appetite and vigour 
and increase in weight. The satisfactory reaction of the 
patient to treatment is not sufficient to exclude malig- 
nancy. If other investigations fail to establish carcinoma 
in a person whose dyspepsia commences or changes over 
the age of forty, gastroscopy is imperative. Only thus is 


there hope of improvement in the mortality from this: 


disease. 2 | 
Unfortunately this new approach leaves unsolved the 
central problem of carcinoma—that the majority of 
atients fail to seek advice until their condition has 
ecome too obvious and too hopeless. Nevertheless, the 
gastroscope has given us a means whereby the diagnosis 
of carcinoma of the stomach need never be left in doubt 
in those more enlightened persons who present their 
dyspepsia for investigation. 


Gastroscopy in Dyspepsia 


If patients were merely specimens endoscopic inspec- | 


tion of the gastric mucosa might be demanded in all 
cases. But since they are human gastroscopy can only 
be pressed for where the possibility of malignancy 
remains after a negative or inconclusive radiological 
examination. Other indications are less urgent, but 
gastroscopy is advisable where constant recurrence of 
symptoms or incomplete relief from them suggests that a 
more exact investigation than radiography or test-meal 
is needed. Often—in this series 32 times—the stomach 
is discovered to be normal, in spite of the gastric symp- 
toms and a complete reorientation of the case follows ; or 
the examination may reveal an unsuspected ulcer, the 
presence of antral spasm, or perhaps a diverticulum, 
conditions which lead to essential modification of 
treatment. 

Apart from such complications, it is often important to 
determine the stage of healing in gastric ulceration, since 
old-standing lesions with much cicatrisation may resolve 
extremely slowly. Long after the symptoms have quite 
disappeared in such patients a crater can be seen to 
persist as a mucosal scar so shallow and devoid of cedema 


. in its margins that it casts no X-ray shadow after a 


barium meal. Early return of symptoms commonly 
follows premature relaxation of the therapeutic regime 
after a negative radiogram, and the ulcer is said to have 
recurred. With gastroscopic control both patient and 
clinician are encouraged to persist with treatment until 
the crater has gone and the distortion of the scar has 
subsided. : - 

Impending hæmatemesis from an ulcer may reveal 
itself by the visible extravasation of blood through the 
softened wall of an artery lying beneath it. This process 
seems to continue for some time before the vessel itself 
gives way, and the seepage results in a low, velvety, 
cushion-shaped, pinkish mound in the yellow base of the 
ulcer. I have observed this appearance three times, my 
attention being first drawn to it in the following striking 
case. 


Case 4.—A man of 48 with long-standing, periodic attacks 
of dyspepsia, and a fairly recent hematemesis, was admitted 
to hospital under Dr. Horace Evans. Investigation estab- 
lished the presence of a lesser-curve ulcer, but as there was 
little relief of pain after two weeks’ treatment, gastroscopy was 
requested. A close-up view was obtained (fig. III) of a deep 
chronic ulcer with an acute erosion of its anterior margin. 
The crater was occupied above by a low reddish mound and 
below by a longitudinal ridge in contact with which, as it 
disappeared beneath the undermined lower edge of mucosa, 
lay a dark purple clot. Partial gastrectomy was successfully 
performed by Sir James Walton, a large ulcer being dissected 
off the pancreas. The lifeless tissue of the specimen retained 
only a colourless suggestion of the striking endoscopic picture, 
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but a bristle passed up the coronary artery lifted the clot off 
the base of the ulcer. The patient made a satisfactory 
recovery. l 

In the two later cases the mound of blood seepage from 
the vessel wds represented by only a faint, pinkish eleva- 
tion in the ulcer crater, and would have passed unrecog- 
nised but for the above experience. One of them was 
operated upon and an artery was again found beneath 
the ulcer, separated from the base of it by about 2 mm. of 


soft ti i 
jii Mucosal Types 


Gastroscopic evidence has lent increasing support to 
Hurst’s view that people tend (probably from birth) to 
have gastric mucosæ of different types—normal or average, 
hyperplastic and hypoplastic. An atrophic mucosa must 
be considered an acquired pathological condition in 
itself, associated with definite derangement of function. 
Hyperplastic and hypoplastic states appear to be physio- 
logical variants from the standard and are not essentially 
associated with disturbance of function. They are, 
however, particularly susceptible to gastric disease ; 
75% of the patients in my series had one or other of these 

types of gastric mucous membrane, although Hurst 
. suggests a general incidence of 20%. Moreover, by 
watching the progress of treatment gastroscopically, it 
has become clear that while the superadded gastric 
disease can be cured or mitigated the type of mucosa 
remains unaffected, at least over a considerable period. 

It is essential to establish a clear conception of what 
constitutes normality, hyperplasia and hypoplasia. The 
degree of rugosity of the mucous membrane is a guide, 
since hyperplasia involves multiplication of the number 
of gastric glands, and the resultant increase in area of 
mucous surface causes the rugæ to become higher, more 
tortuous, more numerous and closer together (fig. IVA, B 
and c). It is important to distinguish between the 
degree of rugosity, which appears to be constant for the 
individual, and the degree of gastritis (indicated by 
cedema of the folds, congestion, petechial hemorrhages, 
erosions and excess of mucus), which may vary with 
circumstances. The rugs correspond to the acid- 
secreting area of the mucosa and are absent from the 
pyloric antrum and lesser curve, being concentrated 
mostly on the greater curve, to a lesser extent on the 
posterior wall and to a lesser extent still on the anterior 
wall. These relationships hold good whatever the type of 
mucosa. The height and shape of the folds in a par- 
ticular stomach further depend on the degree of disten- 
sion, since they become first straightened out and then 
flattened as the stomach wall stretches. A number of 
considerations are therefore involved in the estimation 
of the type of mucosa in any one case, and some standard- 
isation is necessary if conclusions are to be sound. 

The normal or average stomach which I have adopted 
empirically is one which on slight distension presents the 
rugee as fairly straight clear-cut ridges with flat troughs 
between them though the folds on the greater curve may 
be -a little tortuous (fig. IVA). First the anterior, then 
the posterior wall folds are abolished by further disten- 
sion, while the greater-curve ruge lose their tortuosity 
and steepness. : . 

An atrophic mucosa is so thin and translucent that 
submucous vessels are clearly visible through it and no 
folds arise even in the collapsed stomach. <A hypoplastic 
stomach has a thicker mucosa but only a few straight 
folds on the greater curve, which are easily abolished by 
distension (fig. IVB). 

It is useful to recognise two degrees of hyperplasia. 
In the mild form the anterior ruge can still be abolished 
by distension but the posterior ones persist, and those on 
the greater curve retain to some extent their tortuosity. 
In severe hyperplasia all the rugs are tortuous and 
crowded together, and full distension does no more than 
separate and perhaps straighten those nearest the lesser 
curve (fig. IVc). These appearances are the expression 
of the degree of development of the gastric mucosa in 
different patients, and may be conveniently assigned 
numerical units. Thus the normal mucosa (+ +) is 
graded between hypoplasia (+), on the one hand, and 
hyperplasia, moderate (+ + +), and severe (+ + + +) 
on the other. 

The height of the gastric acidity and the degree of 
development of the mucosa correspond, but the amount 
of variation in the acid secretion in patients with similar 
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mucose is remarkable. Thus, in the 32 normal stomachs 
of average-type mucosa (+ +) without gastritis the 
average one-hour test-meal figure was 0-10% HCl, but 
this varied among the cases between 0:25% and nil. 
The symptoms in these cases were not derived from the 
stomach, and the variability in such reflex secretory 
activity is not remarkable. But it is obvious that no 
deduction as to the type of mucosa can be based on the 
level of gastric acidity in a particular case. Similarly, 
in a group of 18 cas:s of gastritis with average mucose, 
the mean one-hour test-meal acidity was depressed to 
0:04% HCl, with individual variations between 0:08% 
and nil. The general inhibitive effect of gastritis on the 
average secretion is apparent, but the variability does not 
reflect the intensity of the gastritis, since it occurs in 


~uninflamed stomachs. 


In hyperplastic stomachs, with and without gastritis, 
13 with severe hyperplasia (-+- + + +) had an average 
acidity of 0-24% HCl with individual limits of 0:33 and 


GASTRO -JEJUNAL ULCER 
p 
DUODENAL ULCER 
| ceo, | 


03 


-l 
< 
u3 
2 0-2 — 
t = 
V = 

9 = 
J = 
x = 
> = = ATROPHIC 
3 = B= 47RO 
a01 = = HYPOPLASIA 
z = EŞ = NORMAL 
a = ZA MODERATE 
= = Rio} HYPERPLASIA 
2 = FA = SEVERE 
r 0 =)” HYPERPLASIA 


DEGREE OF DEVELOPMENT OF MUCOSA 


Fig. VII—Mucosal types, acidity, and incidence of peptic ulcer. 
Shaded areas show limits of variation in individual cases; the 
average figures are indicated by cross lines. 


0:15; 48 with moderate hyperplasia had an average 
acidity of 0:14% HCl and a range of 0-0:3 (fig. VII). 
While, therefore, hyperacidity is associated in general 
with hyperplasia, and hhypoacidity with hypoplasia and 
gastritis, individual cases vary through such a wide range 
that their acidity is not a reliable indication of either the 
type or condition of their gastric mucosa. 

Gastric ulcers tend to arise more often in hyperplastic 
stomachs, but many occur in normal mucosæ. Thus, 
35 gastric ulcers in my series were associated with 
hyperplasia, but 16 others were in mucose of average 
type and 4 occurred in distinctly hypoplastic mucous 
membranes. Gastritis, however, was present in all cases 
of active ulceration and it seems that though a raised 
acidity increases the tendency of an inflamed mucosa to 
break down a normal or even subnormal acidity may 
digest a mucosa in which resistance has been depressed 
by chronic inflammation. ; 

Duodenal ulcers appear to be invariably associated 
with a hyperplastic mucosa—usually of a more marked 
degree than in gastric ulcer so much so that absence of 
hyperplasia in the gastric mucous membrane is strong 
evidence against duodenal ulceration. 

The assessment of a case of dyspepsia, whether due to 
diffuse gastritis or localised ulcer, fundamentally depends 
on the type of gastric mucosa; and only the gastroscope 
can determine this precisely. Thus, by taki into 
account the degree of hyperplasia of the mucosa, as well 
as the extent of scarring and distortion round an ulcer, - 
the gastroscopist can give a good opinion as to the prog- 
nosis and treatment of the case. He can decide whether 
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the ulcer can be expected to heal and remain healed on 
a conservative regime, or whether this is so unlikely 
that surgical treatment should be undertaken, without 
further loss of time. 


Gastro-jejunal Ulcer 


‘The severest form of hyperplastic gastritis is found in 
patients with persisting or recurring symptoms after 
gastro-enterostomy for peptic (usually duodenal) ulcer. 
The worst cases are those which have progressed to 
anastomotic ulceration. It has been said that the stoma 
itself is responsible for the hyperplastic gastritis, but I 

e. The type of mucosa tends to remain constant 
for the individual, and the hyperplasia at least must have 
existed before the original ulcer for which anastomosis 
wasmade. Such a mucosa is inevitably subject to recur- 
rent attacks of gastritis, both before and after the 
operation, which result in duodenal and anastomotic 
ulcers respectively. The pathology is basically the same 
in each case and there is no evidence of different origins 
for the earlier and later phases of an essentially continu- 
ous process. The stoma has been incriminated on the 
grounds that the hyperplastic gastritis is severe and 
localised to the region of the opening. A posterior 
gastro-enterostomy opening is placed at the site of 
greatest anatomical rugosity—the greater curve and 
posterior wall. Naturally hyperplastic gastritis appears 
prominent here, but it is important to distinguish 
between the hyperplasia (the rugosity) and the inflam- 
matory changes. I have examined 86 patients with 
symptoms after gastro-enterostomy, mostly for duodenal 
ulcer, and in none have I found any special concentration 
of inflammation of the gastric mucosa towards the stoma, 
except at the suture line itself or near an established 
ulcer. Of the original ulcer cases only those with the 
greatest mucosal hyperplasia would be likely to go on 
having symptoms in spite of the gastro-enterostomy ; 
the milder cases would be cured by it. I have persuaded 
3 control cases (an inadequate number) to be gastro- 
scoped. They were patients who had been continuously 
symptomless for some years after gastro-enterostomy for 
established duodenal ulcer. The hyperplasia was only 
moderate in each case and none showed any evidence 
of gastritis (in spite of their stomata). It appears there- 
fore that the operation of gastro- -enterostomy, which 
can be relied on to cure a duodenal ulcer, is safe from 
the complication of gastro-jejunal ulcer only if the 
degree of hyperplasia in the gastric mucosa is not 
excessive. 

_ This conclusion suggests a new approach to the sur- 

gical treatment of duodenal ulcer—namely, that the 
operation chosen should depend on the degree of gastric 
hyperplasia observed endoscopically. The bulk of cases, 
with a moderate degree of hyperplasia, should be treated 
by gastro-enterostomy ; partial gastrectomy should be 
reserved for those with severe hyperplasia. Such a 
selection of cases would combine the advantages claimed 
both by the conservative surgeons and the gastrectomists, 
and offers a prospect that the incidence of gastro-jejunal 
ulcer will be diminished. 


DIAGNOSIS OF GASTRO-JEJUNAL LESIONS 


Cases with persistent symptoms after gastro-jejun- 
ostomy or gastrectomy present unusual difficulties to 
routine gastric investigation. The test-meal acidity is 
of little value in view of the presence of the stoma, and 
the radiographic silhouette is often obscured by the 
anastomosed loop of jejunum which is superimposed on 
the stomach, as well as by distortion in the region of the 
stoma itself. Recurrent attacks of gastritis in a hyper- 
plastic stomach after gastro-enterostomy produce much 
the same symptoms whether or not an anastomotic ulcer 
is present, the difference being mainly one of. degree. 
Gastroscopy is often the only satisfactory means of 
investigation, but may present considerable technical 
difficulties. Postoperative or inflammatory distortion 
of the stomach, or a stoma rotated to the right, may 
obstruct a view of the anastomotic margin altogether. 
This has occurred 7 times in 99 cases and on 9 other 
occasions only a partial view of the stoma has been 
obtained. On the other hand an exact diagnosis was 
established in 80% of the cases—mostly patients with 
whom little progress had been made beforehand. 


Table v shows the variety of gastroscopic findings in 


patients who have had a gastric anastomosis performed. 


In the gastro-enterostomy cas2s persistent diffuse hyper- 
plastic gastritis without ulceration is the most frequent 
finding (table v), but local lesions include 3 carcinomas, 


9 lesser-curve ulcers and 15 gastro-jejunal ulcers; 4 of : 


the latter were not directly observed, but their presence 
was inferred from a localised area of severe nodular 


TABLE V—GASTROSCOPY AFTER GASTRIC ANASTOMOSIS IN 


99 CASES 

: No. of cases 

After partial gastrectomy— ' 
Chronic ulcers .. ws is D ae es 2°) 
Acute ulcers S O ce a Sie s 4 13 
Gastritis Sa snd ae ane wd 6 
Failed .. 1 


After gastro-enterostomy— 
Gastro-jejunal lesions 
bronic ulcers : 
Inspected .. bs s pa as ARE i 
Deduced ee ee ee ae s. © 4 
Acute ulcers . 7 ie cx 2725 
Scarring and stenosis of stoma Ss oe oa. 9 
Colic fistula .. exe ee a | 
Carcinoma ee ‘ oe : si 3 
Lesser-curve ulcer as 9 >86 
Persistent hyperplastic gastritis (ulcer excluded) .. 33 
Incomplete examination 
Failed to see stoma D a ae ni í l 16 
Partial view only 5 ae “a baie 


gastritis at one part of the stomal ring which obscured 
the crater itself. Partial gastrectomy had been per- 
formed in 13 of them, and 6 of these had a jej or 
gastro-jejunal ulcer—figures which rebut the contention 
that recurrent ulceration does not follow this operation. 
One of the 6 was a Moynihan type of gastrectomy with 


gross stasis in the afferent loop, and 3 others had had 


insufficient resection of the stomach to produce material 
reduction in the amount of acid secretion. If partial 
gastrectomy is chosen for the treatment of peptic ulcer 
it must be sufficiently extensive. to proventi recurren 
ulceration. 

Summary 

The gastroscope ‘introduces anatomical and patho- 
logical exactness into the study of dyspepsia. Its wider 
application may produce a substantial decrease in mor- 

from carcinoma of the stomach, and monly, 
from gastritis and peptic ulceration. 

I wish to thank Prof. Arthur Ellis and Sir James Walton 
for their help, Prof. F. R. Fraser for his advice, and the British 
Medical Association for their gift of a research grant during the. 
later period of this investigation. 
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(With Illustration on Plate) 


PULMONARY fat-embolism is usually regarded as a 


. somewhat uncommon complication of a fracture of a ove 


bone, but a study of a series of deaths following accidents 
reveals that it is an almost constant finding and in many 
cases was probably a major factor in the fatal outcome. 

In severe injuries the importance of the various factors— 
shock, blood loss, visceral contusion and displacement— 
is difficult to assess. The frequency of fat-embolism as 
a morbid anatomical finding suggests that it is one of 
these factors, and should encourage its clinical recogni- 
tion and treatment. 

The literature on fat-embolism is extensive, though chiefly 
in the form of individual case-reports. Zenker in 1862 was 
the first to recognise the condition in man, although it had 
been: produced experimentally by Lower in 1669 and Magendie 


in 1821 gave quite an accurate account of the symptoms and ' 


signs. The classical clinical account was written by Warthin 
(1913) and the most recent review is that of Grosskloss (1935). 


Conditions which may induce fat-embolism range 
from a severe shaking without bony injuries to multiple 
and compound fractures; it is also to be found after 
severe burns and in certain cases of poisoning, particu- 
larly with alkalies (Fazekas 1938), and rarely after 
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manipulative ‘operations and the therapeutic injection 
of o 

After the accident there is an interval varying from a 
few hours to several days during which, apart from shock 
or major disability, the patient is. comparatively well ; 
after this a characteristic train of symptoms develops. 
He becomes extremely dyspnesic, pale, cyanotic, restless 
and sweating. He brings up frothy sputum, sometimes 
in large amounts, which collects round the lips and may 
be tinged with blood ; but there is little coughing. He 
may complain of pain in the chest but his physical 
condition is usually so grave that he cannot state his 
subjective impressions. The pulse-rate, temperature, 
and respiration-rate are all raised but the blood-pressure 
does not fall. The superficial veins may be full, suggest- 
ing a rise in venous pressure; when, as sometimes 
happens, shock and fat-embolism are present together, 
the veins may not be turgid at first but become so as 
' shock passes off under treatment. In the chest the 
percussion note may be somewhat impaired and basal 
‘rales may be present. Harris, Perrett, and MacLachlin 
(1939) have emphasised the sudden and profound 
anæmia found at this stage but I have made no detailed 
investigation of the point in this series, and in those 
cases in which the blood was examined no severe anæmia 
was found. If the patient survives this phase the 
dyspnoea diminishes, he may develop a cough with 
sputum—sometimes blood-stained, often purulent—and 
there will be signs of pulmonary consolidation ; ; actual 
‘pneumonia may develop. Occasionally, either following 
on the dyspnoeic phase or without it, the patient develops 
cerebral symptoms with stupor and irritability, more 
rarely fits or palsies and still less frequently generalised 
skin purpura. 

The clinical picture of pulmonary fat-embolism may 
be mistaken for surgical shock or internal hemorrhage ; 
the cerebral symptoms may simulate cerebral contusion, 
and the purpura may be confused with the purpura of 
septicemia. The diagnosis should be considered in all 
cases of injury developing pulmonary or cerebral symp- 
toms. <A characteristic feature is the ‘‘ symptom-free 
interval ’’—a period varying from a few hours to two 
‘days during which the patient’s condition apart from the 
injury is comparatively good. Symptoms developing 
after five days are unlikely to be due to fat-embolism. 
The following investigations may help to confirm the 
diagnosis. 


Sputum.—Warthin (1913) first pointed out the value of 
sputum examination in suspected cases. The unfixed fresh 
sputum should be stained by adding a few drops of an alcohol- 
acetone solution of Sudan m1. In a case of pulmonary fat- 
embolism free fat droplets will be present in addition to fat- 
containing alveolar phagocytes. It is unfortunate that in 
the early stages, when the diagnosis may still be in doubt, 


the patient seldom coughs up anything but cdema fluid, , 


and the fat-containing sputum is not seen until the 
anoxzemic phase has passed. There is normally a considerable 
- excretion of fat in the sputum, particularly in patients with 
chronic lung disease, but in such cases it is almost entirely 
enclosed in alveolar phagocytes in the form of very fine 
granules. 


Urine.—Scriba (1880) described the occurrence of lipuria . 


after injuries but there has been considerable disagreement 
as to its significance; recent writers such as Elting and 
Martin (1925) regard it as of diagnostic value, although it is 
not usually found until a week after the accident. It is 
naturally essential that the specimen be collected mitnous 
the use of an oily lubricant. 


Optic fundus.—Oppenheimer (1929) has observed fat 
globules in the retinal vessels in severe cases of fat-embolism, 
but it must be a rare phenomenon. 


. PATHOLOGY 


In a fatal case it may be possible to find fat-emboli 
in all the organs of the body but the thoracic organs 
only will be considered in detail here. If death occurs 
during the first 48 hours after the injury the lungs have 
their most characteristic appearance. They are heavy 
and voluminous and feel firm but not solid and there is 
no difference in consistency between the apices and bases; 
there is no pleural effusion and the visceral pleural surface 
has a marbled appearance, zones of dark haemorrhage 
alternating with areas of emphysema. The lungs cut 
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with some resistance’and discharge a frothy blood-stained 
fluid ; globules of fat can often be seen on the surface ; 
on squeezing; similar fluid exudes but it does not flow 
so readily as in cases of acute pulmonary cedema. `The 
cut surface shows the same mottled appearance of 
emphysema, cedema and hemorrhage as that seen on 
the external surface. The hemorrhages are limited by 
the pulmonary septa and are not wedge-shaped. Nor 
is the congestion so extreme or the outline so precise as 
in cases of infarction. The bronchi contain frothy pink 
sputum and the branches of the pulmonary artery are 
dilated, containing liquid blood. The visceral pleura 
and pericardium may show scattered hemorrhagic areas 
a Ba in diameter—the asphyxial hseemorrhages of 
ardieu. 


It may be useful here to mention the hemorrhagic lesions 
found in lungs which have suffered direct trauma. -In a 
rupture of the lung (which may occur in cases of severe. 
violence without injury to the chest wall or diaphragm) there 
is an area of extreme hemorrhage around the tear and the 
rest of the lung will show some collapse, especially if there 
has been any considerable hemothorax. The bruise effects 
found may vary from hemorrhagic bulle on the visceral 
pleure (particularly on the posterior surface along the septal 
edges and often associated with hæmorrhages on the parietal 
pleural surfaces) to hemorrhagic weals corresponding to the 
ribs and extending about 1 cm. into the lung substance ; 


this in its most extreme form is characterised by extensive 


hemorrhages into the lung substance and resembles the lesions 
produced in animals exposed to the effects of high explosives 
(Zuckerman 1940). Lastly, there is the condition of the 
lungs which may be called pulmonary concussion, found in . 
patients subjected to propulsive violence ; the changes appear 
analogous to those described in cases which have been e 

to the effect of high explosives (Falla 1940, Hadfield et al. 
1940). The chest wall is intact and the surface of the lung 
may or may not show pleural hemorrhages but these.are 
entirely superficial. The cut surface of the lung shows wide- 
spread scattered areas of hemorrhage from a few millimetres 
to several centimetres in diameter ; most of the hemorrhagic 
areas are not consolidated and the alveolar pattern is dis- 
cernible by the naked eye, but in some zones there may be 
such hemorrhagic consolidation as to resemble infarction ; 
this is most marked in cases dying after several days when 
the blood has begun to organise. The hemorrhagic areas 
have no predilection for any particular portion of the lung, 


_ and the rest of the lung tissue is congested and cedematous. 


As yet I have only made an autopsy on one person who 
has died from a bomb explosion without gross injuries; con- 
siderable fat-embolism was present. 


LEGENDS TO ILLUSTRATIONS ON PLATE 


MR, HERMON TAYLOR . 


Fia. I—Early carcinoma. Nodular congested plaque on 
posterior wall. 


Fia. II—Healing peptic ulcer. a, at first examination ; 
B, after three weeks’ medical treatment. 


Frc. III—Impending hematemesis in chronic ulcer with acute 
erosion on its anterior margin. 


Fie. IV—Mucosal types. a, normal; 
c, hyperplastic. 


Fra. V—Malignant ulceration. a, hyperplastic gastritis with 
ulcer on anterior wall of pyloric antrum; no good 
evidence of malignancy. B, after four weeks; signs 
of healing in proximal part of ulcer with suspicious 
mound of mucosa on further edge. o, after three 
weeks at convalescent home; little change; base of 
ulcer obscured by fine froth. D, six months after first 
examination ; undoubted malignant change 


B, hypoplastic ; 


j MR. LE VAY 
Fic. I—Barium enema showing spasm and narrowing over a 
short length of sigmoid colon, with loss of haustration 
and a deformity possibly the result of diverticulum 
formation. 
l DR. ROBB-SMITH 
Fre. IV—Pulmonary fat-embolism (gunshot wound of groin). 


Pulmonary artery laid open, showing pools of fat in right 
and left branches. 
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In the later stages of fat-embolism (5-9 days), when 
the patient has shown definite pneumonic symptoms, 
the lungs are heavy but not so firm as in the earlier 
stages, nor are the hemorrhagic zones so obvious, 
' although there may be localised areas of organising blood. 
The cut surface discharges a frothy greasy fluid and the 
whole lung is extremely cedematous with areas of slight 
consolidation but no emphysema. There is no excess 
of pericardial fluid but the right side of the heart is 
invariably dilated; epicardial asphyxial hemorrhages 
may be found but the ‘‘ shock hemorrhages ’”’ on the 
wall of the left ventricle (Sheehan 1940) are only found 
in cases associated with shock. If blood is collected 
from the right and left ventricles and centrifuged, it 
will be found that there is a considerable surface layer 
of fat in the venous blood but a much smaller amount 
in the arterial blood. The cerebral lesions are charac- 
terised by cedema with petechial hemorrhages in the 
white matter and sometimes areas of softening 
(Neubiirger 1925); haemorrhagic lesions may be found in 
the skin, heart-muscle, and gastro-intestinal tract in cases 
in. which the emboli have passed through the lungs to 
the systemic circulation. 

The post-mortem diagnosis of pulmonary fat- 
embolism is most readily confirmed by the examination 
of a fresh preparation (Robb-Smith 1938); snippets of 
lung are placed’ on a slide and a few drops of 2% potas- 
slum hydroxide are added and a coverslip applied. 
After a few minutes the tissue will be cleared and the 
red cells lysed ; on examining the preparation with the 
16 mm. lens, with the iris diaphragm partially closed, 
the fat will be seen lying in the alveolar capillaries, as 
cylinders or in a racemose formation. The fat-emboli 
are refractile and show a narrow dark edge whereas air 
bubbles are round, more highly refractile and have a 
broad dark rim (fig. 1). In patients dying in the late 
pneumonic Stage very little fat may be found in the 
capillaries but much in the alveoli, and it may then be 
difficult to distinguish this appearance from that found 
in inhalation pneumonia, though in the latter condition 
fat iş never found within capillaries. 

The examination of fixed tissue shows capillary con- 
gestion,- with intra-alveolar haemorrhages, and cedema 
alternating with zones of emphysema (fig. II). In the 
early stages there is no cellular reaction but in the later 
phase there is a moderate focal neutrophil reaction and 
many of the cedematous alveoli contain large numbers 
of alveolar phagocytes and fibrin ; this may develop into 
& lobular catarrhal pneumonia and in the hemorrhagic 
zones there may be organisation of the blood-clot. In 
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Fic. Ila—Posteroanterior radiogram in case 1. Normal lung 
fields except for enlargement of left hilar shadow. 

Fic. IIs—Same patient. Left lateral radiogram; oval 
shadow in upper lobe, situated in front and partly above 
the hilar shadow, thus causing apparent enlargement of 
hilar shadow itself on posteroanterior film (see fig. IIA). 

Fic. I1Ia—Upper zone of right lung field in a young adult 
contact. Small circular shadow in angle between 
posterior part of third rib and clavicle largely hidden by 
shadow of anterior part of first rib. . 

Fie. IIIzs—Same patient. Part of another radiogram with 
position of patient slightly altered; the focus is now 
clearly visible in the anterior first interspace. 

Fic. IVa—Upper section of radiogram in case 2. Small oval 
shadow close to tip of left first rib, extending below the 
level of the lower border of the rib; prominent “ lung 
markings ” pass from the focus to the upper pole of the 
hilar shadow. 

Fic. IVs—Same patient, nine months later. Extensive 
fluffy shadows in upper and mid zones of each lung 
field, more marked on the right. 

Fic. Va—Upper section of radiogram in case 3. Faint, 
small, roundish shadow close to tip of left first rib. 

Fig. Vs—Same patient, twenty months later. There are 
now several fluffy shadows in the inner part of the left 
upper zone extending from the apex to the hilum, and also 
in the outer part of the first interspace; also mottling 
in the area between the tip of the right first rib and the 
mediastinum. | 
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paraffin sections the breaks in continuity of the columns 
of erythrocytes in vessėls may be noted, but frozen 
sections stained for fat reveal the branching emboli of 
fat (fig. IIL) and in the later stages fat, both free and in 
alveolar phagocytes, in the alveolar lumina. In a 
number of cases dying shortly after a severe injury the 
lungs showed none of the gross appearances already 
described, yet microscopic examination revealed massive 
fat-emboli; it is probable that in these cases the circula- 
tion ceased before the tissue changes induced by the 
emboli developed. In a case which died suddenly large 
masses of fat were lodged in the pulmonary artery and it 
seemed probable that death was due to pulmonary 
embolism in which the fat occluded the artery in a 
similar manner to a thrombus dislodged from a vein 
(fig. LV on plate). 


| PATHOGENESIS 
The essential factor in fat-embolism is that there is fat 


‘in the circulating blood, not in the fine emulsion of a 


metabolic lipæmia but in globules large enough to obstruct 
the finer capillaries and induce local anoxæmia. In 
the lung the secondary changes associated with this 
may be of such magnitude as to obstruct the pulmonary 
circulation. In addition, the fat or its breakdown 
products may possibly exert a direct toxic action on the 
tissues, though there is only somewhat equivocal experi- 
mental work to support this hypothesis. Whether the 
fat is entirely derived from released tissue-fat entering 
the circulation from the traumatised area, or whether 
as a result of the trauma there is a change in the physico- 
chemical state of the normal blood fats with a loss of 
emulsification, cannot be discussed at length here; the 
first view will explain the majority of cases. However, 
recent work by Macfarlane, Oakley and Anderson (1941) has 
shown that Clostridium welchit produces a powerful sipo- 
proteolytic agent which splits the lipo-protein complexes 
of blood, and it is conceivable that traumatised tissues 
also release a lipo-proteinase. It is not known for certain 
whether death in fat-embolism is caused by a general 
anoxemia owing to the interference with respiratory 
function, local anzemia of a vital centre due to a fat- 
embolus, cardiac failure due to physical pulmonary 
obstruction, or a neurocardiac mechanism. Elucidation 
of this problem is essential if rational therapeutic 
measures are to be adopted. 


THERAPEUSIS 


In the prevention. of fat-embolism the most important 
measure is early immobilisation of the injured region 
with a minimum of manipulation; it is doubtful if 
aspiration of the fluid which collects in the region of 
fracture is of much value and ligation of the main veins 
draining the traumatised area is hardly practicable, 


although sound in theory. 


When symptoms of pulmonary fat-embolism have 
developed treatment must be directed first to relieving 
the anoxzmia and cardiac embarrassment and secondly 
to, disposing of the fat so that it does not spread to the 
systemic circulation. Cyanosis may be relieved by 
oxygen, given by a B.L.B. mask affording a concentra- 
tion of over 80% of oxygen in the alveolar air; or in 


the presence of facial injuries by a tent, giving an 


alveolar concentration of 50-60%. If other injuries 
permit, the patient should be propped up. It is doubtful 
if atropine would prove of much value because the 
cedema is due to transudation of capillary fluid into the 
alveoli rather than to an excessive secretion of fluid ; it 
is also questionable whether stimulants of the Coramine — 
type are of real value. Morphia is inexpedient owing 
to its respiratory.depressant action; the barbiturates 
are probably the least harmful of the effective analgesics. 
A difficult problem arises with regard to intravenous 
infusions ; the pulmonary circulation is impeded by the 
vascular changes in the lung and fatal cases show a 
considerable right-sided cardiac dilatation, although 
gross venous engorgement is not observed. It seems 
unwise to load the right side of the heart by further 
increasing the venous volume—in fact venesection might 
appear to be rational and has been suggested. On the- 
other hand, many ‘cases of pulmonary fat-embolism have 
suffered considerable blood-loss and are shocked— 
conditions clearly demanding infusions of blood or 
plasma. This dilemma may be overcome by treating - 
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the shock or hemorrhage by immediate venous infusion, 
so that if there is fat-embolism the fluid has been given 
before the pulmonary symptoms develop; but when 
these symptoms are present further infusions should not 
be given in the mistaken idea that further hemorrhage 
or shock has developed. Saline infusions should not be 
used since the danger of increasing the pulmonary 
cedema is very real. As a general rule intravenous 
infusions should be withheld if the veins are engorged. 

Therapeutic measures have been suggested with the 
intention either of preventing the fat passing through 


the lungs into the systemic circulation or of converting. 


it into a state in which it will be harmless. With the 


first object Killian (1931) has claimed that adrenaline or 


kindred substances is of value but he has not received 
support from other clinicians. The problem of con- 
verting the fat into a harmless state has been approached 
in various ways. It has been recommended that pro- 
longed ether anzsthesia should be administered, and in 
animals examined during the period of anesthesia there 
is certainly less fat in the lungs; but after all the ether 
has been exhaled the amount of fat-embolism both in 
the lungs and other viscera is greater than in traumatised 
animals which have not been anesthetised. Wegelin 
(1923) advocated the intravenous infusion of a 2% 
solution of sodium carbonate to saponify the fat but 
this is not sound theoretically, and although in practice 
the dyspnoea and pyrexia are diminished the clinical 
course is not altered. Recently Rappert (1939) has 
suggested that sodium desoxycholate should be adminis- 
tered intravenously in order to emulsify the fat and 
reduce the raised blood-viscosity ; on general principles 


TABLE I— INCIDENCE . OF FAT-EMBOLISM, ENDOCARDIAL 
HAMORRHAGES AND PULMONARY CONCUSSION IN 115 
FATAL ACCIDENTS * 


H AS g 8 g g3 fut oq re be 

°3! 3a | Sa saso YS ogl a2 

Bony Injuries Sg oe mS EER FEEF! EE 

Z ™ Pal r=) 

#8 | gs [Bat ata Re 
No bony injury ze | 12 | 4 5 1 
Fractured skull bone | 33 10 6 5 
Other fractures .. | 70 8 30 14 
Total .. .. |115 | 22 41: 20 


* Lack of space makes it impossible to give details of these cases. 


this seems reasonable and in the few cases reported the 
results appeared beneficial. He recommends that 
10 c.cm. of 20% solution be given very slowly in a drip 
infusion every 2 hours; it is liable to cause nausea and 
vomiting if given rapidly. A single injection of 10 c.cm. 


: was given in one case ; the patient’s pulmonary condition 


improved rapidly'but he developed cerebral fat-embolism 
from which he died. An experimental investigation has 
been started to try and assess the real value of this form 
of treatment. 

In patients who have developed a true pneumonia as 
a late complication, the. usual treatment for a hypostatic 
pneumonia should be given. The restlessness and 


TABLE II —DETAILS OF 29 CASES IN WHICH FAT-EMBOLISM WAS REGARDED AS A MAJOR FATAL FACTOR 


Ratio of| Sub- 
lung endo- e 
Age|Sex| Nature of accident . Injuries Survival} weight | cardial Notes * 
l i to the | hemor- 


normal | rhage 


OASES WITHOUT BONY INJURY (12) 


/ ee EG eee 


17 | M | Struck by car Slight abrasions ; cerebral bruising 6 days 1-80 = Vommencing pneumonia consoli- 
ation. 
22 | F y a Superficial abrasions; subarachnoid | 15 hr. 2:04 + Evidence of shock and pulmonary 
heemorrhage concussion. 
-25 | M | Fell from a round- | Subarachnoid heemorrhage and slight | 3 days 2-10 = i 
l about - cerebral bruising f 
13 | M | Fell from a tree | Subarachnoid hemorrhage 7 hr. 2-47 = 
20 | M | Shooting accident Laceration of leg muscles ; amputation | 27 hr. 2°43. - 
25 | M | Gunshot wound Tear of femoral vein 2} hr. 0-7 So onary embolism formed of 
ar at. 
. CASES WITH FRACTURE OF SKULL (33) 
19 | M | Motor-cycle accident | Fracture of middle fossa; slight cerce- 6 hr. 2-18 == 
bral bruising l l 
14 | M | Motor-car accident . ‘i j 8 hr. 1-59 æ Slight pulmonary concussion. 
CASES WITH OTHER FRACTURES (70) 
27 | M | Motor-cycle accident | Fractured skull and femur ; very slight | 27 hr. not == 
cerebral contusion , weighed 
25 | M | Motor-car accident Fractured radius, bruising of abdominal 6 hr. 1°5 = Superficial pulmonary bruising. 
muscles 
18 | M | Motor-cycle accident | Colles’ fracture and fracture of skull, | 12 hr. 1-48. ~- Slight pulmonary concussion. 
i slight cerebral contusion À 
24M s és Fractured skull, tibia and fibula; slight | 28 hr. 1-63 - = 
) cerebral contusion 
/ 14 | M | Crushing injury Fous fracture fractured sternum and | 24 hr. 2-85 =- Pulmonary concussion. 
clavicle , 
35 | M | Motor-car accident Prac uree skull and rib ; slight cerebral 3 hr. 1:67 ~~ Evidence of shock as well. 
contusion 
40 | M | Fell 40 ft. Fractured femur and pelvis 23 hr. 2-41 = 
27 | M | Motor-car accident Fractured jaw ; superficial injuries 10 hr. 2:1 + Evidence of shock as well. 
35 | M 53 53 Fractured rib, clavicle and fibula; slight] 3 days 1-1 ~. | Collapsed left lung with traumatic 
cerebral bruising pneumthorax. 
49 LM on. j5 Fractured jaw and rib 29 hr. 1-45 = 
23 | M 5 vy Fractured femur; slight subarachnoid | 4 days 2-05 = With. cerebral fat-embolism as 
heemorrhage l well. 
70| F ss 5 Fractured femur 29 hr. 1-61 
60 | M js 5 Fractured ribs, clavicle and skull ; very | 4 days 2-10 Pneumonic stage of fat-embolism. 
slight subarachnoid hemorrhage 
68 | F j pe Fractured tibia, fibula and humerus 24 hr. 1:78 _ 
59 | M y w Merced rib, tibia, humerus and 7 hr. 1:87 ~= Pulmonary concussion as well. 
clavicle 
69 | M | Knocked down in Fractured transverse process of 4 and 5 9 hr. 1:82 - 
street lumbar vertebrae ; bruising 
26 | M | Motor-car accident Fractured tibia and fibula 2} days | 1-51 + Cerebral fat-embolism as well. 
22 | M | Struck by lorry Fractured skull;  Pott’s fracture ; | 3 days 1-67 =- Pulmonary concussion with cere- 
- lacerated muscles bral fat-embolism. 
67 | M | Motor-car accident Compound fracture radius and ulna; | 9 days 1:55 ~= Late stage with pneumonic con- 
slight subarachoid hæmorrhago solidation. 
26M os 5 Fractured femur and pelvis 7 days 2-05 = Slight pulmonary bruising as well 
as pulmonary and cerebral fat- 
j embolism 
32 | M | Alr-raid casualty Fractured rib ; puncture of kidney 16 hr. 1:34 + Pulmonary laceration and con- 
cussion. 


* Where no comment is made the pulmonary appearances wero typical of fat-embolism. 
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irritability of cerebral fat-embolism may be combated 
by depressants such as phenobarbitone, and repeated 
lumbar puncture has been recommended, though there 
is no rise in intracranial pressure. 


CLINICAL MATERIAL 


This paper is based on a consecutive series of 789 
accident cases admitted to the Radcliffe Infirmary, 
Oxford, over a period of three years ; of these 125 died 
but 10 have been omitted from the analysis either 
because post-mortem examination was not carried out 
or death occurred more than three weeks after the 
accident. It is not within the province of this report 
to consider how many of the recovered cases showed 
clinical evidence of fat-embolism, although information 
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Fic. I—Pulmonary fat-embolism. Fic. 
Fresh preparation of lung cleared 
with 29%% potassium hydroxide 
(x 60). and E. (x 60). 

on this point is much needed. There is little doubt that 
many of the complications of injuries—such as traumatic 
pneumonia or delirium, delayed shock, and possibly 
certain cases of ‘‘ blast ’’—are in reality examples of 
fat-embolism. The cases have been divided into those 
without bony injury, those with a fracture of skull alone, 
and those with general bony injury (table 1). For the 
cases where fat-embolism was considered the major fatal 
factor (table 11) the ratio ot the weight of the two lungs 
to the normal for the patient’s age (Réssle 1932) is given ; 
provided there is no pneumonic or gross hemorrhagic 
consolidation this gives some impression of the degree of 
congestion and cedema. The degree of fat-embolism found 
microscopically has been graded arbitrarily ; — infers 
that no fat emboli were found or at the most one or 
two emboli in about a 5 sq. cm. lung section; -+ infers 
emboli to be found every 1 sq. cm.; -+ emboli every 
30 sq. mm., and + + several emboli in 1 sq. mm. (the 
last two areas are the approximate fields of 24 and 16 
mm. objectives used with a x 7 eyepiece). 

The lungs have been examined for fat-emboli in a 
large series of non-traumatic deaths, and except in cases 
of burns, where very slight signs of fat-embolism have 
been found, the results have been negative. 

There is no adequate account of the morphological. 
changes due to shock in human cases, although the 
changes in animals are well known (Moon 1938). This 
is probably due to the wise caution of morbid anatomists 
who recognise the gross changes that may occur between 
death and the autopsy. However, Sheehan (1940) has 
emphasised the significance of subendocardial hæmor- 
rhage in the posterior wall of the left ventricle, and this 
observation has been fully confirmed in this series. In 
addition, in some cases a highly characteristic ocdema 
of loose connective tissue has been observed strictly 
analogous to that in shocked animals, and where this 
cedema was observed Shechan’s sign was almost always 

resent. 

Of the 12 cases without bony injury 5 showed gross 
pulmonary fat-embolism and in 6 it was regarded as a 
significant factor in the fatal outcome. In the 33 cases 
with a skull fracture only 6 showed gross embolism and 
in 10 no fat-embolism was found. In only 2 of these 
cases was the fat-embolism believed to be important, as 
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: 86/36, temperature 99°, respiration-rate 30). 


II—Pulmonary 
Showing zones of emphysema, cedema, 
and interalveolar hemorrhage. H. 
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the majority had suffered severe cerebral injury. Of 
the third group of 70 cases, 8 showed no fat-emboli, in 
30 it was very marked, and in 21 regarded as the major 
factor in death. Thus of the 115 cases fat-emboli were 
not found in 22 (19%), were severe in 41 (35%), and 
regarded as a major factor in 29 (25%). 


CASE-HISTORIES 


Case 1.—A man aged 26 sustained a fracture of the upper 
third of the left femur in a motor accident; when admitted 
to the ward two hours after the accident he had been vomiting 
brownish fluid and was profoundly shocked (blood-pressure 
He was given 
oxygen and 2 pints of plasma and radiant heat was applied. 
He improved considerably and six hours after the accident 


fat-embolism. Fic. III—Pulmonary fat -embolism. 
Frozen section showing emboli, con- 
gestion, and emphysema. Osmic acid 


(x 20). 


his blood-pressure was 106/75. Half an hour later he began 
to complain of pains and cramps all over, especially in the 
chest and groins; he was restless, cyanosed and sweating 
(B.P. 120/75, pulse-rate 50). Oxygen was given through a 
B.L.B. mask, and although the cyanosis disappeared his 
general condition did not improve ; by twelve hours after the 
accident his respiration-rate had risen to 44 and there were 
crepitations and moist sounds in the chest. A diagnosis of 
pulmonary fat-embolism was made and it was decided to try 
the effect of sodium desoxycholate. A saline infusion of one 
pint containing 10 c.cm. of 20% decholin was given over an 
hour and a half. At the end of the infusion the respiration- 
rate had dropped to 28 and his general condition had improved. 
The day after the accident his general condition was satis- 
factory (B.P. 130/60, respirations 28, pulse 120). The leg 
was set up in extension with a tibial pin. Next day he began — 
to cough up blood-stained sputum and the respirations varied 
between 25 and 32. He became mentally confused, stupor 
alternating with violent irritability ; there was no evidence of 
increased intracranial pressure. Nembutal relieved his rest- 
lessness but his general condition steadily deteriorated with 
rising temperature, pulse- and respiration-rate, and signs of 
consolidation in the lungs. He died six days after the 
accident. At autopsy I found a fracture of the femur with 
much laceration of the muscles, a fracture of the pubis with- 
out displacement or urethral injury, slight tearing and bruising 
of the right lung, gross fat-embolism in the pneumonic stage 

in the lung and severe cerebral fat-embolism. | 


This is a typical case of fat-embolism showing the 
various stages—shock, symptom-free interval, anoxeemia, 
pneumonia and embolism in the systemic circulation. 
Although his condition improved temporarily after 
sodium desoxycholate, this did not alter the outcome. 


Casz 2.—A man aged 25 had a bullet wound in the right . 
thigh from which there had been profuse hemorrhage. On 
admission he was shocked and restless so that the blood- 
pressure could not be determined. He was given 3 pints of 
blood with considerable improvement, but an hour after the 
accident he became unconscious and died suddenly an hour 
and a half later. At the autopsy the bullet and fragments 
of metal were found to have taken a course from the great . 
trochanter, anterior to the hip-joint, tearing the femoral vein 
and becoming embedded in the loose tissues of the pubis. 
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The lungs were oxygenated and slightly emphysematous and 
the right heart was greatly dilated ; lying in the pulmonary 
artery and to a large extent occluding the right and left 
branches was about 3 c.cm. of semi-liquid fat, and the main 
branches of the pulmonary artery contained fat but very 
little blood (fig. IV on plate). Histological examination of the 
lung showed only a moderate amount of capillary fat-embolism. 

This appears to -be a case of pulmonary embolism in 
which the occluding embolus was formed of fat rather 
than blood-clot. 

CasE 3.—A man aged 32 was in a room of a single-storied 
house when it was struck by a bomb. He was admitted 
severely shocked with only superficial injuries. Pulse-rate 
110, poor volume. He had great inspiratory difficulty and 
the chest was hyper-resonant. He was given two pints of 
plasma slowly, after which there was some vomiting, his 
breathing became noisy with short inspiration and long 
difficult expirations ; coarse réles in the chest were palpable 
as well as audible. Although the volume of the pulse was 
good after the infusion, its rate rose to 170 and he died 16 
hours after the incident. At autopsy there was superficial 
“ dirt peppering’’ of the body. Beneath a small area of 
grazing over the left nipple there was a fracture of the outer 
corticalis of the third rib and three small metallic fragments 
(none more than 4 mm. in diameter) were found. There was 
also a puncture wound of the left loin whose track led to the 
posterior surface of the kidney, where another small metal 
fragment was lying ; this had induced a wedge-shaped area of 
pallor with a hemorrhagic centre 1:3 cm. long. The chest 
contained a blood-stained effusion on the right side but its 
amount before death could not be ascertained because there 
was & post-mortem perforation of the esophagus. Both lungs 
showed superficial pleural bruising of moderate degree and 
there was a small area of pleural tearing of the anterior border 
of the right upper lobe with a zone of consolidated interstitial 
hemorrhage, 5 x 4 X 6 cm., deep to this. Apart from these 
lacerated injuries both lungs were congested and œdematous, 
with scattered areas of hemorrhage for the most part without 
consolidation, and this was more noticeable on the right than 
on the left. There were endocardial hemorrhages on the wall 
of the left ventricle. Sections of the lung showed a severe 
degree of fat-embolism and the areas of maximum naked-eye 
hemorrhage corresponded with the foei of fat-emboli (fig. III). 

The actual lacerations in this case were trivial; the 
clinical evidence suggested that the immediate shock 
had been combated and the cause of death was a com- 
bination of pulmonary fat-embolism and intrapulmonary 
concussion. j | 

DISCUSSION 

These cases have demonstrated the reality and 
possibility of diagnosing a condition usually regarded 
as chimerical. As to whether the clinical conditions 
which follow injuries are due to shock or fat-embolism 
(Moon 1938) it must be clear that both conditions may 
occur and are distinct, although they can show superficial 

. resemblances and possibly have pathogenetic relation- 
ships; but to suggest that the symptoms usually 
attributed to shock are really due to fat-embolism would 
be as absurd as to state that symptoms attributed to 
“ delayed shock ” are never due to fat-embolism. The 
possibility of fat-embolism occurring in cases of severe 
concussion (Ribbert’s Erschiitterung) has been recognised 
for seventy years, yet as far as I know it has never been 
considered as a factor in the clinical conditions following 
explosions. 

It would be well to abandon the term ‘“ blast injuries ” in 
favour of concussion; the former term suggests some new 
pathological process terrible in its nature and difficult to 
treat, whereas pulmonary concussion gives an idea of the 
pathogenesis and therefore of the rationale of treatment irre- 
spective of tho physical agent inducing it. It may be objected 
that the term concussion by reason of its cerebral association 
has come to mean a shaking without interstitial haemorrhage ; 
but this is a specialised meaning and the changes in the 
lung, whether due to the pressure wave of a high-explosive 
bomb or the impact of a man thrown from a motor-bicycle, are 
concussive in nature, and similar clinically and skiagraphically. 
The term pulmonary contusion does not seem so acceptable 
because it implies a bruising in relation to the surface of the 
viscus rather than a change throughout its substance. 

The injuries due to a bomb explosion may be divided 
into those which are rapidly fatal and those which are 
not. In the first group there may be gross traumata 
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and death be attributed to disruption of the organs and 
shock, or there may be no external injuries. Our know- 
ledge of the morphological lesions in this group is 
ridiculously small though it is to be hoped that modifica- 
tion of the regulations may- facilitate a study of these 
cases. In Hadfield’s (1940) series of 10 cases all showed 
interstitial pulmonary. hemorrhages of the -concussive 
type but little of the pleural contusions observed in 
Zuckerman’s animals. The finding of a high degree of 
carboxyhemoglobinzmia in 3 cases is important, but it 
is unlikely. to be a universal factor, for cases have been 
described (without autopsy) in which death occurred 
suddenly when a bomb exploded in open country rather 
than a closed space. Moreover, even in the high con- 
centration of an asphyxial chamber carbon monoxide 
takes several minutes to cause death. There is no 
mention of a search for fat-embolism in Hadfield’s series 
and it would be desirable to investigate this point; it 
is true that animals die in a few seconds when fat is- 
injected in a concentration of 0-75 c.cm. per kg. but it 
seems unlikely that so much fat could be forced into the 
circulation in the few thousandths of a second during 
which the pressure and suction waves of an explosive 
acts. But it is conceivable that the pulmonary _ 
parenchymatous hemorrhages induced by the con- 

cussion so alter the pulmonary arterial pressure as to 


produce death in a similar manner to pulmonary ` 


embolism. | 

Some of those who survive the immediate effects of a 
bomb explosion are none the worse save for a feeling of 
having been ‘‘ shaken up ” ; how much this is physical, 
how much psychical it is difficult to say. Others have 
suffered minor injuries from fiying fragments of bomb 
or debris; others have suffered major injuries from a 
similar cause ; and lastly there are those with or without 


` major injuries who develop pulmonary symptoms which 


may or may not prove fatal. It is this last group which 
has aroused particular interest and cases have been 
reported in Zuckerman’s paper and by Alison and his 
colleagues (1940). Post-mortem accounts are scanty, but 
there is no doubt that the lesions described here as 
‘* pulmonary concussion ” are the characteristic finding. 
Only in case 3 in this paper is there a record of fat- 
embolism being looked for, and it was found in such 
amounts as to be regarded as a considerable factor in 
the fatal outcome. Of 3 other fatal air-raid casualties 
in which there were gross visceral and limb injuries, fat- 
embolism was found in only one and was slight, but 
none of these patients had symptoms suggestive of pul- 
monary concussion or fat-embolism. The pulmonary 
symptoms in the published cases and in case 3 came on 
soon after the explosion—the course of events seen in 
pulmonary concussion from ordinary peace-time 
accidents, and unusual in any but the most severe 
cases of fat-embolism, a symptom-free interval being 
more common. I suggest that the pulmonary symptoms 
in bombed cases may be a combination of pulmonary 
concussion and: fat-embolism, and I hope that patholo- 
gists doing autopsies on them will keep this possibility 
in mind. Should it prove true it may modify treatment, 
for although the general procedure in pulmonary con- 
cussion and fat-embolism is essentially similar the effects 
of fat-embolism are progressive, and if a satisfactory 
form of specific therapy were found, it would much 
improve the outlook. 
SUMMARY 

Symptoms of pulmonary fat-embolism arising from 
injuries come on after a symptom-free interval varying 
from a few hours to several days. The patient becomes 
dyspneeic, pale, cyanosed and restless, and, with little 
coughing, brings up frothy sputum which may be blood- 
stained. Fat-emboli in the systemic circulation may 
produce purpura, or cerebral symptoms such as stupor, 
fits or palsies. The blood-pressure does not fall. 

Early immobilisation of injured parts is the most 
important prophylactic measure. In treatment anoxsmia 
should be relieved with oxygen given by a B.L.B. 
mask; morphia should be avoided. Adrenaline and 
sodium desoxycholate by injection and ether inhalations 
have been tried without success. Transfusions of blood 
or plasma should be withheld when symptoms of fat- 
embolism have developed. 

At autopsy the diagnosis can be ‘established by 
examination of fresh snippets of lung cleared with 


e 
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potassium hydroxide; fat in the alveolar capillaries is 
pope as refractile clusters or cylinders with a narrow dark 
edge. 

Of 789 consecutive accident cases 125 died ; ; of these 
41 had gross pulmonary fat-embolism, and in 29 it was 
thought to have played a major part in causing death. 
Of the fatal cases 12 had no bony injury, but 6 of these 
appeared to have died from fat-embolism, including 
1 air-raid casualty. 

The pulmonary symptoms which arise from exposure 


to the blast of high explosive may be due to a combina- | 


tion of pulmonary concussion (a preferable term to blast 
injury or pulmonary contusion) and fat-embolism, and 
fat-emboli should be specifically looked for in autopsies 
on air-raid casualties. If their frequency is confirmed 
the treatment of such cases may have to be revised. 

I should like to thank the medical and surgical staff of the 
Radcliffe Infirmary and Mr. H. F. Galpin, H.M. coroner for 
Oxford, for permission to publish this paper; Dr. Douglas 
Black and Prof. S. Zuckerman for their advice; and my 


- technicians, Mr. Reginald Duffett, Mr. Cecil Rowe, and Mr. 


Kenneth White for preparing the material on which this 
paper is based. 
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TORSION AND INFLAMMATION OF THE 
APPENDICES EPIPLOICÆ 


By A. Davip LE Vay, M.B. Lond., F.R.C.S. 


SURGEON E.M.S. 


(With Illustration on Plate) 


DISEASED appendices epiploicæ probably give rise to 
abdominal symptoms and are found at operation for 
other conditions more often than one would suppose 
from the recorded cases. Pathologists are particularly 
likely to find evidence of such disease; thus Virchow 
many years ago reported the discovery of what he termed 
“ corpora aliena adiposa ’’ lying free in the peritoneal 
cavity, the result of spontaneous separation. 


CASE-RECORD 
A married woman of 45 was admitted to hospital with 15 
months’ history of pain in the left iliac fossa and hypogastrium. 
The pain was gnawing and constant and occasionally made 
worse by food ; though troublesome at times it had never taken 
the form of an acute attack. In addition to this well-localised 


pain there was diffuse soreness in the epigastrium. Nausea 


. and vomiting were absent, bowel-action regular, and the stools 


normal except for one attack of blood-stained diarrhea 9 
months after the onset. Moderate loss of weight had occurred, 
associated with some anorexia. She was pale and languid, 
with some wasting. The abdomen was lax with considerable 
tenderness in the left iliac fossa, where the sigmoid colon was 
palpable and extremely tendor over a limited extent. No 
mass could be felt, rectal examination was negative, and there 
was no clinical evidence of a malignant abdominal condition. 
Occult blood was never found in the stools. A barium enema 
showed spasm and narrowing over 2-3 in. of the sigmoid 
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colon with loss of haustration and a deformity at one, point 
rather suggestive of a diverticulum (fig. I on plate). Blood- 
count was within normal limits. The case was regarded 
clinically as one of chronic diverticulitis, but in view of the 
wasting operation was decided on. 

At laparotomy no abnormality was found until the wound 
was about to be closed, when a purplish-black mass the size of 
a cherry, hidden by adherent appendices epiploicæ, was found 


on the anterior surface of the sigmoid. This mass was seen 


to be a deeply congested appendage with twisted pedicle, and 
the adjacent mesocolon was thickened and granular; after 
ligation of the pedicle the little tumour was removed. Con- 
valescence was uneventful and after 6 months the patient is 
still quite free from pain. 

On section, the tumour showed numerous areas of recent 
hsmorrhage intermingled with areas of older hemorrhage 
and fibrosis. There was no trace of the small central vessels 
(figs. II and III). 


DISCUSSION 
The appendices epiploice are arranged in an anterior 


and a postero-medial row along the line of the large. 


intestine, though sometimes only one row is present and 
occasionally there are three. They begin to appear in 
the fifth month of fosta! life as localised subserous fatty 


collections which develop along the descending and 


sigmoid colon before the rest of the bowel. A small 
artery and vein, derived from the vasa recta of the colic 
vessels encircling the bowel, supply each appendix. No 
particular function can be "assigned them ; buffering of 
the colon and the regulation of water-absorption have 
been suggested. Their pathological affections may be 
mechanical (torsion and its sequels) or inflammatory, 
and either of these may be acute or chronic. Acute 
torsion is the commonest condition and gives rise by 
vascular disturbance to subserous hemorrhage, necrosis 
or even gangrene, the artery and vein being commonly 
thrombosed. After one or more attacks the appendix 
may b come detached as a free fibro-fatty body lying 
close to its original site, or, more often, in the pelvis 
(Micheli 1938, Walser 1939); it may become calcified 
and radio-opaque. Recurrent or subacute torsion may 
occur and rarely the condition is chronic throughout, as 
in the case described here. There appears to be a definite 
association with torsion of other viscera, particularly the 
omentum (Smoler 1907, Davis 1939) and the vermiform 
appendix (Colt 1932). Two appendices may undergo 
simultaneous torsion. 

Inflammation is much less common; thus Fiske (1936) 
reviewing 44 cases found that only 4 were not cases of 
torsion. Adding the cases reported since, including 
mine, out of a total of 60 there are only 6 in which torsion 
was absent. Fiske suggests that the appendices may 
become secondarily infected from a diverticulitis or from 
the vermiform appendix, and this seems a reasonable 
explanation of the onset of inflammatory change in the 
untwisted organ. In a few cases vascular changes have 
been so marked in the absence of signs of torsion or 
inflammation as to have been described as apoplexy of 
the appendices (Campbell 1938, Randall 1932). These 
are probably instances of infarction. 

Abscess formation or even general peritonitis may result 
from ‘ ither inflamma:ion or torsion, and may give rise to 
bands leading later to obstruction. Baumeister, Jargens 
and Morsman (1938) collected 6 cases of obstruction and 
showed the common cause to be the adhesion of a pair of 
appendices across the antimesenteric surface of the bowel, 
causing narrowing of the lumen; in one of their cases this 
had taken place at two different levels in the sigmoid of 
the same patient. Extensive adhesions to adjacent viscera 
may form, especially to the female pelvic viscera, which in 
one case were densely matted together around a small 
abscess-cavity enclosing a detached appendage (Walser 
1939). Fiske found 26 of his 44 cases in the sigmoid, 9 
in the cecum, 4 in the ascending colon, 2 in the trans- 
verse and 1 in the descending colon. Herniæ of the 
epiploic appendices are occasionally found, usually on 
the left side in elderly males, in association with a low 
mobile sigmoid. The appendices are often adherent 
distally to the sac wall and may be elongated into fibrous 
cords as the sac increases in size. The pedicle may 
separate, giving rise to a loose body in the sac, and the 
appendices may, of course, undergo torsion or become 
inflamed. If the hernia strangulates it gives rise to local 
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and abdominal pain without much general disturbance ; 
if torsion of an epiploic appendix occurs, strangulation of 
the hernia is usually precipitated by the increase in 
volume of the sac contents. The symptoms are then 
similar to those of primary strangulation, but there are 
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often mild preceding attacks due, presumably, to abor- ' 


tive attempts at torsion on the part of the guilty appen- 
dix. The incarceration of an appendix in a hernia may 
so angulate the sigmoid at the mouth of the sac as to give 
rise to actual obstruction (Uggieri 1940). There are 12 


recorded cases of epiploic hernia, which include 3 . 


instances of torsion and 6 of strangulation; where both 
changes had occurred the primary lesion was difficult 
to settle (Uggieri 1940, Patel and Mallet-Guy 1923, 
Oudard and Coureaud 1929). An appendix may, of 
course, contain a diverticulum, but this condition and its 
implications belong to the pathology of diverticulitis. 


CLINICAL ASPECTS 


Outstanding symptoms are not necessarily produced 
in every case of disease of the appendices epiploice. 
Thus 5 of Fiske’s 44 cases were found unexpectedly at 
autopsy or during operation for some other condition. 
Of the 60 recorded cases, 46 gave rise to acute abdominal 
symptoms, 9 were chronic or subacute and 5 were 
asymptomatic. Pain was the only constant complaint, 
being acute, recurrent and subacute, or chronic. It some- 
times followed severe exertion, was nearly always in the 
lower abdomen, and occurred on either side of the mid- 
line with equal frequency; in a few cases pain was 
epigastric. Nausea and vomiting were symptoms in less 
than a fifth of the total. Local tenderness was a 
prominent sign in over half, but the discovery of a 
palpable tumour was rare. . 

As Walser (1939) points out, only a tentative diagnosis 
is possible in the acute case, if the condition is ever even 
considered. I find only one case reported in which the 
preoperative diagnosis was made with certainty (Fiske 
1936) and in that a small mass was present in the left 
iliac fossa. The diagnosis is usually acute (vermicular) 
appendicitis and operation the treatment, no harm 
results provided the true state of affairs is recognised and 
the offending epiploic appendix is removed. As the 
present case showed, however, it may not be easy to 


Fro. Il—Section of twisted epiploic appendix, low power 
(x 8). Scattered areas of subserous and interstitial 
hemorrhage with no trace of the central vessels. 


detect the small mass hidden among the adherent normal 
appendices of a fat-laden colon. Other misdiagnoses are 
‘those of acute diverticulitis, acute salpingitis, twisted 
ovarian cyst and acute cholecystitis. A study of the 9 
chronic cases does, however, suggest that pain in the left 
iliac fossa as an isolated symptom in a well-nourished 
middle-aged person should call the condition to mind. 
While in such a case the diagnosis, sigmoidoscopic appear- 
ances apart, will usually lie between carcinoma and 
diverticulitis of the sigmoid, the complete absence of 
bowel symptoms together with a barium enema showing 
spasm but no positive evidence of diverticulosis will be 
suggestive. Another rare condition with some points of 
similarity is that of chronic regional colitis, but here 
diarrhcea at some stage is the rule and the radiological 
appearances are much more striking (James 1938). 

Death from an appendix epiploica is rare and results 
from complications, either ileus or peritonitis in the 3 
recorded fatal cases. 

In the acute and the uncomplicated chronic case 
treatment consists of the simple removal of the append- 
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age s, in some cases local abscesses, general peritonitis, 
extensive adhesions or obstruction may have to be dealt 
with.` Joffe (1939), as the result of injection studies, 
makes the point that since the vasa recta of the colon 


Fic. III—High-power view (x 400). Area of recent hæmor- 
rhage together with the site of former hemorrhage now 
being infiltrated with polymorphs and lymphocytes. 
Some of the fatty tissue remains normal. | 


often form loops in the appendices during their passage 
round the bowel the removal of an appendage may 
endanger the vitality of the intestinal wall. This, as he 
points out, should discourage the practice of testing 
colonic circulation after a ligation of the mesocolon by 
removing an appendix at the appropriate level and 
watching for bleeding from the stump ; but it can be of 
no importance in relation to the acutely twisted or 
inflamed appendix where any vascular damage that may | 
occur has already taken place. If, when an epiploic 
appendix has been removed, there is some possibility of 
an enclosed diverticulum, the stump should be cauterised 
and finally inverted. A strangulated hernia containing 
one or more appendices demands the usual treatment for 
strangulated hernia, with removal of the contents; the 
twisted appendage in a hernial sac will either cause or 
simulate strangulation so that treatment is the same. 


SUMMARY 

A case of chronic torsion of an epiploic appendix of 
the sigmoid colon is described. l 

Of 60 recorded cases of torsion and inflammation of 
these appendices 46 were acute, 9 chronic and 5 symptom- 
free. All but 6 were instances of torsion, and 6 of the 
cases of torsion occurred in a hernial sac. 

Preoperative diagnosis is rarely possiblein the acute case. 

The possibility of chronic disease of a sigmoid appendix 
should be suggested by the isolated symptom of pain in 
the left iliac fossa in a patient of middle age. 

I wish to thank Mr. Mortimer Woolf, under whose care this 
patient was admitted, Dr. Roodhouse Gloyne for the patholo- 
gical report, and Dr. J. N. O’Reilly, the medical superin- 
tendent at St. Margarct’s Hospital, Epping. Mr. H. Reynolds 
was responsible for the radiogram and Mr. A. W. Smart for 
the microphotographs. 

REFERENCES 


Baumeister, C., Jargens, C. W. and Morsman, O. F. (1938) Ann. 
Surg. 107, 153. 

Campbell, H. E. (1937) Chin. med. J. 51, 357. 

Colt, G. H. (1932) Brit. J. Surg. 19, 508. 

Davis, B. F. (1939) Minn. Med. 22, 151. 

Fiske, F. A. (1936) Amer. J. med. Sci. 192, 354. 

James, T. G. I. (1938) Brit. J. Surg. 25, 511. 

Jotre, I. L. (1939) Vestn. khir. 58, 358. 

Micheli, P. L. (1938) Arch. ital. Chir. 53, 80. 

Oudard and Courcaud (1929) Lyon chir. 26, 701. 

Patel and Mallet-Guy (1923) Ibid, 20, $31. 

Randall, H. E. (1932) J. Amer. med. Ass. 99, 1684. 

Smoler, F. (1907) Wien. klin. Wschr. 20, 632. 

Uggieri, C. (1940) Ann. ital. Chir. 19, 215. 

Walser, H. C. (1939) Amer. J. Obstet. Gynec. 37, 811. 


\ 


THD LANCET] DR. KAYNE: TOPOGRAPHICAL DIFFICULTIES IN DETECTING EARLY FOCI OF PHTHIŞIS [FEB. 1, 1941 143 


TOPOGRAPHICAL DIFFICULTIES IN 
DETECTING 
EARLY FOCI OF PHTHISIS 
By G. GREGORY Kayne, M.D. Lond., M.R.C.P., D.P.H. 
TUBERCULOSIS MEDICAL OFFICER, MIDDLESEX COUNTY COUNCIL 
| (With Illustrative Plate) 


IN assessing the value of different methods of mass 
radiography of the chest the important question is 
whether any particular method makes it possible to 
detect the really early lesion of phthisis, a focus that may 
be less than half an inch in diameter. Even a faint 
shadow of this size or less is easily detected in the lung 
field of a full-sized radiogram obtained with an adequate 
technique. In certain situations, however, such foci 
may be difficult to detect or be missed altogether unless 
the examiner scrutinises those parts of the film with 
particular care. Thus the shadow of a small parenchy- 
matous lesion in the horizontal axis of the hilum (fig. I, 
F1) may be entirely included in the shadow of the hilum 
in the anteroposterior film, and cannot therefore be 
discovered unless lateral films are taken routinely ; 
sometimes the focus will be seen only in an oblique film. 
When the lesion is larger, or situated on a vertical axis 
corresponding to the outer edge of the hilar shadow, the 


Fra. I—The whole of focus 
F1 is situated in front of 
the left hilum and will 
therefore not be seen at all 
in the anteroposterior film, 
As it is also situated to the 
left of part of the hilum, it 
may not be seen in the 
lateral film unless it is very 
dense; and an oblique 
film would then be required 
to separate it from the 
hilar shadow. Focus F2 
is situated behind the right 
hilum, but is somewhat 
larger than focus Fl and 
the axis of its outer border 
is slightly to the right of 
the outer edge of the 
hilum. In the antero- 
posterior film focus F2 will 
therefore cause slight en- 
largement of the right hilar 
shadow. 


result will be slight enlargement of the corresponding 
hilar shadow in the anteroposterior film (fig. I, F2); 
whenever this is seen, a lateral film should be taken. 

The following oase is an example of a parenchymatous 
lesion in the horizontal axis of the hilum. 


Case 1.—A Boy of 15 was in hospital from Aug. 14 to 26, 
1940, where tuberculosis of the prostate and right epididymis 
was diagnosed ; ‘‘ conservative treatment ’’ and a suspensory 
bandage were advised. After his notification to the M.O.H. 
the boy was seen at my clinic a month later, when a cold 
abscess of the testicle was found to be on the point of bursting 
through the skin. There were no symptoms referable to the 
chest, but a radiogram (fig. IIa) showed enlargement of the 
left hilar shadow; a lateral film (fig. IIB) proved this to be 
caused by a slightly oval area of infiltration (about 4 cm. in 
diameter) in the upper lobe, situated in front and partly 
above the hilum. 


A small focus may be entirely covered by the shadow 
of the clavicle or that of a rib. This is most likely to be 
found in connexion with the shadows thrown by the 
anterior parts of the upper three and posterior parts of 
the upper six ribs since the early focus of phthisis 
develops most often in the upper lung field. If the 
course of these ribs is carefully examined the suspicious 
small area in such a case is not likely to be missed 
because the superimposed shadow of the pulmonary 
focus tends to efface the characteristic structure of the 
bone. By altering the position of the patient or the 
angle of the X-ray tube slightly (vertical shift) the lesion 


however, the focus in the 


should be seen on the second film either above or below 
the rib. This is illustrated by figs. IIIA and B, radio- 
grams obtained in a young adult contact; in this case, 
first film was not entirely 
covered by the shadow of the rib. 

The chief purpose of this paper is to draw attention to 
a third situation where a small focus might be missed— 
the smal] area just internal to the tip of the first rib. 
Shadows are often present in this area owing to irregular 
calcification of the costal cartilage or to heavy lung 
markings radiating upwards from the hilum. Moreover, 
the inner end of the clavicle sometimes covers this area 
in the film. Hence, on the one hand, additional shadows 
in this area may be difficult to differentiate, and, on the 
other, any shadows in this area might be dismissed too 
lightly as due to the causes given above. In two contacts 
a too cursory examination of their radiograms led me, 
perhaps at the end of a busy session, to miss a focus of 
early phthisis in this situation only to find extensive lesions 
some months later. These two cases may be a warning 
to others against committing such an error, and may 
serve, too, as a reminder of one of the disadvantages of ` 
miniature screen photography. 

Case 2.—A lad of 17. His sister suffers from advanced 
pulmonary tuberculosis. Both the patient and another 
sister were seen as contacts in November, 1938. This sister, 
aged 14, had no symptoms but a radiogram showed infiltra- 
tion in the upper two-thirds of one lung (she was admitted to 
a sanatorium where an artificial pneumothorax was later 
induced). The patient also had no symptoms, and the 
radiogram was passed by me as normal ; he was told to return 
in six months, that is, in May, 1940.. He did not, however, 
attend until August, having ‘developed a cough three months 
before. A radiogram then showed very extensive bilateral 
lesions (fig. IVs). Reference to the previous radiogram 
(fig. IVa) showed that in the area just within and - 
below the edge of the left first rib a shadow was present with 
heavy lung markings below it. It may be assumed that this 
was already an “ early infiltration,” and that if the film had 
been correctly interpreted at that time the patient would have 
been asked to attend in no longer than a month for another 
X-ray examination. ‘Failure to do so would, in view of the 
character of the lesion, have led to repeated efforts by the clinic 
staff to persuade him to attend, and he would undoubtedly 
have been brought under treatment at least six months earlier. 


CasE 3.—A girl aged 11. Her brother suffers from 
advanced pulmonary tuberculosis. The patient was seen as a 
contact in October, 1938. ‘There were no symptoms, and a 
radiogram was passed by me as normal. When seen again 
in May, 1939, there was no symptoms, she was not X rayed 
but was told to attend again in August for radiography. 
She was, however, not seen again until February, 1940, when 
she complained of no symptoms but had lost some weight. 
Unfortunately she was not X rayed by the medical officer who 
saw her but was told to. attend again in May. When seen 
in June she had lost more weight and was complaining of 
fatigue. A radiogram (fig. VB) now showed much infiltration 
in the left upper zone and also infiltration internal to and 
below the right first rib. Reference to the first radiogram 
(fig. Va) showed that there had then been present at the 
edge of the left first rib a slight but definite circular shadow. 
In view of the interval of eighteen months between the two 
radiograms two alternatives must be considered in interpret- 
ing this focus. It represented either an “ early infiltration ”’ 
which progressed unusually slowly or a residual focus of 
post-primary dissemination, the type that leads to the 
development of the early lesion of phthisis by intrabronchial 
spread following its exacerbation, usually during adolescence. 
Whichever is the true explanation, if the focus had been 
detected when the first film was seen in October, 1938, the 
girl would have been examined radiologically at short intervals 
afterwards and the active lesion would no doubt have been - 
diagnosed some months earlier. 


SUMMARY - 

The detection of early foci of phthisis in a radiogram 
may be difficult when the focus is situated in front of or 
behind the hilum or its outer edge, under cover of the 
clavicle or a rib, or just internal to the tip of the first 
rib. In most instances these lesions can be demonstrated 
in lateral or oblique films, or films taken with slight 
vertical shift. 

Illustrative cases are quoted, special stress being laid 
on the reports of two patients in whom a small focus in 
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the region of the tip of the first rib was not detected on 
the first examination and considerable spread: of the 
lesions had taken place before the patients were seen again. 


‘The difficulty in detecting foci in these regions must | 


be remembered in assessing the value of miniature 
radiography. 


TREATMENT OF GONORRHG@A 
WITH ALBUCID 
By R. Marinxovircu, M.D. Leeds 


DIRECTOR OF THE CITY OF SALFORD V.D. CENTRE 3; INSTRUCTOR IN 
VENEREAL DISEASES TO THE VICTORIA UNIVERSITY Or MANCHESTER 


Ir has been shown that sulphanilamide is partly 
detoxicated in the body through acetylation and excreted 
in the urine as an acetyl derivative, which is inactive 
therapeutically. This is well represented by the struc- 
tural formule of the two compounds : 


NH, — <» — 80,-NH, 


CH,CO:NH — <> — 80,-NH, 
If, however, acetylation occurs at the amino (NH,) group 


attached directly to the SO, group then a compound 
results with the following formula : 


NH,—¢ ‘—S80,-NH — COCH, 
This- is p-aminobenzenesulphonacetamide and will be 
referred to in this paper as Albucid (Messrs. Schering’s 
trade name) for brevity. In this chemical compound the 
hydrogen of the amino group resulting from acetylation 
has weakly acid properties and forms easily soluble salts 
with alkalies. This explains the ready absorption of 
this compound from the intestinal tract when it is 
administered by mouth. After absorption it circulates 
in the blood and is eliminated largely unchanged by the 
kidneys. Part is converted into sulphanilamide and a 
part of this is acetylated in the usual way. Three com- 
pounds are therefore found in the urine after the adminis- 
tration of albucid—(1) albucid, (2) sulphanilamide and 


(3) acetylated sulphanilamide, which is inactive and is 


found in the smallest proportion (10%). The essential 
pharmacological features of albucid are that it is more 
readily absorbed than sulphanilamide; that a higher 
concentration in the blood is achieved by the same 
dosage; and that a higher proportion of albucid than 
of sulphanilamide is eliminated unchanged. 


Few investigations have been carried out in this 
country with this drug, although it has been reported 
abroad as a useful remedy in gonococcal infections and 
devoid of toxicity. Batchelor and his co-workers} 
studied its effect in gonorrheal patients. He used a 
total dosage per patient of 21 g. and effected cure in 
four cases out of thirteen. He concluded that the drug 
is a very feeble curative agent in gonorrhea and has 
no place in the treatment of this disease, except in a few 
patients who prove highly intolerant to sulphapyridine. 
Lloyd ? states that albucid has not satisfied our need for 
an effective but non-toxic remedy. 

A hundred male patients suffering from gonorrhoea 
have been treated with albucid at the Salford V.D. 
Centre and careful observation carried out as to the 
disappearance of gonococci, clearing of the urine, intoler- 
ance to the drug and extension of the infection. 
Adequate tests of cure were carried out after cessation 
of treatment. 


METHOD OF INVESTIGATION | | 


All cases were diagnosed clinically and bacteriologic- 
ally. Only those cases were placed on this treatment 


1. Batchelor, R. C. L., Lees, R. and Thomson, G. M. Brit. med. J. 
1910, 1, 961. 
.2. Lloyd, V. E. Hlth & Empire, 1940, 15, 20. 
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who could attend the clinic daily for fourteen days and 
who were not likely to go away. Urethral smears were 
taken daily in each case; these were stained by Gram’s 
method and the findings recorded. Urines were also 
examined and charted daily. In addition to chemo- 
therapy,. lavage of the whole urethra with potassium 
permanganate 1 in 10,000 was given. 

The dosage adopted was 1-5 g. by mouth three times 
a day for 6 days and 1 g. three times on the seventh day, 
making a total of 30 g. 

After the completion of treatment each patient was 
submitted to the following weekly tests :— 


lst week.— Daily urethral smears and examination of centri- 
fuged deposits for gonococci. Alcohol advised. 

2nd.—Aolan given intracutaneously as a provocative; ne 
day urethral and prostatic secretion collected, stained and 


_ examined. 


3rd.—Urethroscopic examination and massage of the 
urethra over Watson’s sound. l 

4th—Aolan as in the 2nd week. . 

5th.—Silver nitrate 1% instilled into the anterior and 
posterior urethra ; urethral and prostatic excretions examined 
for pus cells and gonococci next day. 

6th, Tth, 8th and 9th.—Rest. 

12th.—General examination of the genito-urinary system 
and gonococcal fixation test. 


If these tests are passed the patient is considered 
cured. , 
RESULTS 


Albucid is well tolerated, and only one patient devel- 


oped a morbilliform eruption of the skin, which lasted 
24 hours. There was no fever.and the patient was not 
inconvenienced at all. Nothing abnormal was found in 
the patient’s blood. Nausea and headache so often 
complained of by patients undergoing treatment with 
ees -sulphanilamide preparations were . completely 
absent. 

Albucid is effective in preventing the extension of 
gonococcal infection. Only: one patient developed 
epididymitis. He was a dock labourer who indulged in 
alcohol, and he developed this complication in the second 
week of the disease. He was cured with sulphapyridine. 

The disappearance of gonococci is progressive from the 
first to the fifth day of treatment; thus in 25% of cases 
the smears were negative on the second day of treatment ; 
in 61% on the third day ; ia 12% on the fourth, and in 2% 
on the fifth day of therapy. In other words, in 86% of 
cases the smears were negative for gonococci after 
2 days’ therapy. _ 

The majority of the male patients arrive within the 
first week of gonococcal infection. Particular care was 
taken to ascertain the exact day of the onset of disease 
in all the patients treated. For the purpose of this 
investigation, immediate therapy means that treatment 
was begun before the seventh day of disease, and delayed 
therapy that it was begun after the seventh day. 
Eighty-six patients came to the clinic before the disease 
was a week old and fourteen after that time. It will be 
seen from table 1 that in eighty-six patitnts treatment 
was immediate and in fourteen it was delayed. Those 
who had delayed treatment showed the better results. 


TABLE I—RESULTS OF IMMEDIATE AND DELAYED TREATMENT 
WITH ALBUOCID ` 


Method of Canes 


Complete | Apparent 
administration cure cure Relapsed 
Immediate .. a 86 63 (73%) | 15 (18%) 8 (9%) 
Delayed s sa 14 11 (79%) 2 (14%) 1 (7%) 


Nine patients failed to pass the tests of cure and 
relapsed clinically, gonococci being found in the urethral 
smears or urinary sediments. These cases are carefully 
investigated, and from long experience it is possible to 
differentiate between a reinfection and a relapse in any 
well-controlled case. The following is a typical clinical 
picture of a relapse case. 


The pationt usually has not attended daily during chemo- 
therapy. | | 

The urine may have taken longer than usual to clear. He 
has passed a certain number of tests and then in the middle 
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of the observation period he has sexual connexion. He 
usually uses a condom. Within 24 or 48 hours there is a slight 
urethral discharge. 

The urine is clear but contains a few threads. The threads 
and slides show a few pus cells but no gonococci. After a 
long search of the slide a pus cell is found with a few devital- 
ised gram-negative diplococci ; they do not take up the stain 
readily, and their shape is suggestive but not so finely 
demarcated as in the early acute new infections. There are 
no symptoms of dysuria. 


A venereologist who takes and stains slides himself is 
able to correlate the clinical with the slide picture, and 
soon learns to differentiate between a relapse and a new 
infection. Ifthe clinical history corresponds to the slide 
findings one is almost certain that the patient has 
relapsed. 

The following:is the clinical picture of a new infection. 


Patient responded well to chemotherapy. Urine became 
clear and discharge ceased on the second day of therapy. 
Smears were continuously negative and the urine was clear 
for 8-10 weeks in spite of sounds and provocative agents. 
Suddenly, in the tenth or fifteenth week after the original 
infection, the patient appears at the clinic with a profuse 
purulent discharge, burning on urination, and the urine is 
uniformly hazy or cloudy in the two-glass tests. The urethral 
smear, stained by Gram’s method, shows in the first field two 
or three or more pus cells crowded with gram-negative 
diplococci. Some of the pus cells appear swollen with their 
contents. Such a patient usually reports to the clinic on a 
Friday or Saturday, saying that was the day. on which the 
condition started, and denies at first any sexual exposure. 
On further inquiry he admits exposure the previous week-end. 
It is well known that the incubation period is a little pro- 
longed in patients who have had gonorrhea before. 


The question arises, should sexual congress be advised 
as a provocative test of cure? The method has been 
advised abroad, but not so far as I am aware in this 
country. 

‘Out of the hundred cases treated in this series, 74% 
were good attenders and passed the tests and observation 

eriod. Some of them were re-examined 6 or 12 months 
after the last test of cure. These were taken to be com- 
pletely cured. Another 17% responded well, attended 
well and passed all the tests except the last one. Follow- 
up letters were sent without response. It is assumed 
that the majority of these are cured, yet they are classi- 
fied as apparent cures. The total of complete and 
apparent cures with albucid is 91% and the relapse-rate 
9° 


As a control, a parallel series of cases were treated with 


urethra] lavage, and sulphapyridine 3 g. daily for the | 


first week and 2 g. daily for the second week, making a 
total dosage of 35.g. The results are set out in table 11, 
and it will be observed that the cure-rate achieved with 
albucid is slightly higher than the rate with sulpha- 
pyridine. 


TABLE TI—COMPARATIVE RESULTS WITH ALBUCID AND 


SULPHAPYRIDINE 
Total 
: Complete | Apparent i Relapse- 
Drug Cases cure cure ate rate 
Albucid .. | 100 74 - 17 91% 9% 
Sulphapyridine | 100 67 21 88% 12% 


SUMMARY 


The use of albucid in gonorrhcea was investigated in 
100 male patients. 

Special attention was given to the disappearance of 
gonococci in the urethral smears and clearing of the 
urine. 

A cure-rate of 91% was achieved. ` l 

Albucid is better tolerated than other sulphonamides, 
and naus a and vomiting were completely absent. 

A parallel series of 100 cases were treated with sulpha- 
pyridine and the results with albucid were found to be 
slightly better. 

Although albucid has not secured a place among the 
various sulphonamide preparations in the treatment of 
gonorrhea, this investigation indicates that it deserves 
further clinical trial. 


HEREDITARY FAMILIAL PURPURA SIMPLEX 
REVIEW OF -27 FAMILIES 


By Ext Davis, M.Sc., M.D. Manc., M.R.O.P. 


SENIOR RESIDENT PHYSICIAN AT ST. STEPHEN’S HOSPITAL, L.O.C. 


I PREVIOUSLY described eleven families with purpura 
simplex in 2 or more members (Davis 1939). I have 
since found sixteen other affected families, bringing the 
series up to twenty-seven (see table). 


There are two relevant references in addition to those in 
my previous paper. Keller (1884), writing of purpura of 
nervous origin, described a patient with a history of hereditary 
purpura simplex. Austin and Pepper (1913), in their work 
on plasma coagulation, had a patient who probably belonged 
to such a family. In my-last report I mentioned a purpuric 


family seen by Forster (1878) and cited by Pratt; I have 


now traced Férster’s original paper and the family. was not 
similar to any of mine. 


The families were collected in thirty months by interro- 


gating and examining all my female patients for purpura, | 


by interrogating the hospital female staff, by the codpera- 
tion of the medical and nursing staff, and by tracking 
down and checking every clue obtained. Two women 
from different parts of Eire told me that the ‘ bruises ” 
(spontaneous ecchymoses) were well known in their 
localities, where they were called ‘‘ dead man’s nips ”’ 
or ‘‘ dead man’s pinch.” : 


_ DISTRIBUTION OF PURPURIC MEMBERS IN TWENTY-SEVEN 


FAMILIES 
Purpuric members Purpuric members 
œ | in four generations É in four generations 
2 r 
E 2 | 7| p| 8 |Total F 2 3| o | 8 |Total 
PIEEJA E a a EONS 

I 1 1 2* 4 XV 2 Sex Pe 2 
It 2 jag Te 4 XVI 1 I as 4 

III 1 2 1 4 XVII 1 2 1 4. 

IV 2 3 5 i XVIII 1 2 1 1% 5 

vV 1 1 2 | XIX 1 1 2 

VI 1 1 2 XX Olt ey 3 

VII 2j.. 2 XXI 1 2 3 

VIII Ae .. 2 XXI 1 1 2 

IX 1 1 2 XXIII 3} és 3 
x 2j.. 2 XXIV 2] a. 2 

XI 2 2 4 XXV 1 4 3 8 

XII 2%) 4 1 7 XXVI Boal sce 3 

XIII 2j.. 2 XXVII 1 2 3 

XIV 1 1 2 i 

* One male. 


In nine of the twenty-seven families purpura occurred, 
as far as was known, in 1 generation only, in twelve in 
2 generations, in five in 3 generations, and in one family 
in 4 generations. Since my last paper was written the 
daughter of E. F. (family 111) has proved to be purpuric, 
and the twenty-seven families now include 88 members 
with spontaneous skin ecchymoses, of whom 84 were 
females; the 4 males came from four different families. 
I personally confirmed the purpura in 53 subjects, and 
in 35 others there was a convincing history. In later 
generations purpura as a rule appeared at progressively 
earlier ages, and purpuratend d o affect younger members 
of a giv n generaiion ¢ar’i rin life. 

The 88 cases comprised : (a) 79 with purpura simplex ; 
(b) 4 with Schonlein purpura; (c) 2 with Schénlein- 
Henoch purpura; (d) 2 in different families who bruised 
on trivial injury (both suffered from active rheumatoid 
arthritis); and (e) 1 with pseudohzemophilia. Non- 
purpuric relations were free from pathological bleedings. 
Of the 88 there were only 7 persons with unusual bleed- 
ings in addition to spontaneous ecchymoses. These 


. included the 5 enumerated in (c), (d) and (e) above ; 
-a sixth had severe bleedings associated with terminal 


nephritis, and the seventh hzemoptyses believed to be 
due to phthisis (family x1, Davis 1939). The pseudo- 
hzemophilic, a boy, was reported to have serious bleed- 
ings, and was the only example of purpura in the fourth 
generation. His was the one family supporting Tidy’s 
(1926 and 1937) view that purpura should never be 
regarded lightly. The capillary-resistance test (Davis 
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1940) was positive in approximately half the purpuric 
cases. Blood investigations, as in the earlier paper, 
proved negative, but the pseudohzmophilic was not seen 
personally. 

Rheumatism.—There was often evidence of rheumatic 


fever in the form of a clear history with a report of long 


treatment in bed ; physical signs were sometimes present 
in addition. Thus, in fifteen families, of 57 purpuric 
members 23 gave evidence of rheumatic fever and so 
did 7 near relations. In five other families there were 
18 purpurics of whom none had had rheumatic fever 
but 6 near relations had had the disease. In the remain- 
ing seven families there was no rheumatic fever. The 
incidence of rheumatoid arthritis was investigated. . In 
seven families, of 19 purpuric members 8 had rheumatoid 
arthritis past or present, and so had 2 near relations ; 
in one other family with 2 purpurics, 1 near relation had 
‘the disease. In five families there was no evidence of 
rheumatic fever or rheumatoid arthritis, but in three of 
them purpuric members had severe fibrositis or arthritis. 
Of the 88 purpurics 15 had arthritis distinct from the 
rheumatoid type or rheumatic fever, and others had had 
severe fibrositic (or myalgic) pain. Evidence of rheu- 
matic fever, arthritis or severe fibrositis was present in 
60 of the purpuric persons. This suggests a special 
association between purpura and rheumatism, in these 
families at least. Indeed, in some families the ecchy- 
moses were traditionally known as ‘‘ rheumatism bruises.” 
It is well known that rheumatic features (joint lesions and 
fibrositic or myalgic pains) may occur in purpurics, but I 
suggest that if purpura is carefully sought among the 
various ‘‘ rheumatic ”’ patients, it will be found fairly 
commonly. 

Tuberculosis.—The incidence of tuberculosis was 
noted. In one family, with 3 purpuric members, a 
purpuric woman, 2 of her sisters and 3 out of 6 children 
of one of these sisters had had tuberculosis. In another 
family with 4 purpuric members, the father and son of 
one and the daughter of another purpuric member 
suffered from the disease. In two other families there 
was a purpuric who had suffered from tuberculosis ; and 
in two more families a purpuric’s sibling had had tuber- 
culosis. Another 3 purpuric members of different fami- 
lies had tuberculous children. | 

Telangiectasis.—Familial purpura simplex was asso- 
ciated with familial telangiectasia and a pronounced 
liability to epistaxis in two families. The only descrip- 
tion I have found of purpura associated with telan- 

-giectasia was in one case reported by Wittkower and 
Rarey (1933). This association seems evidence of a link 
between Osler’s disease and the purpuras. 

I hope later to submit this material to expert genetic 
analysis, but in some families the hereditary transmission 
could be explained on the basis of a dominant gene with 
partial sex limitation. 

SUMMARY 


Hereditary familial purpura simplex is common. 
Twenty-seven families are reviewed, comprising 88 
members with spontaneous skin ecchymoses of whom 84 
were females. i 
6 purpura of the Schénlein or Schénlein-Henoch type, 2 
bruised on trivial traumata, and 1, a boy, had pseudo- 
hemophilia. Other abnormal bleedings were almost 
completely absent in purpuric members and their 
relations. In two of the families familial telangiectasia 
was a feature. Of the 88 cases, 23' gave a history of 
rheumatic fever, 8 of rheumatoid arthritis, 15 of some 
other form of arthritis, and others of severe fibrositis. 
These figures suggest a special association between: 
rheumatism and purpura. 


I wish to thank Dr. W. Allen Daley, medical officer of 
health to the London County Council, and Dr. D. S. Sandiland, 
medical superintendent of Stephen’s Hospital, for permission 
to publish this paper. 

REFERENCES 
Austin, J. H. and Pepper, O. H. P. (1913) Arch. intern. Med. 11, 305. 
Davis, I. (1939) Lancet, 2, 1110. 
— (1940) Ibid, 2, 312. 
Forster, R. (1878) in Gerhardt’s Handbuch der Kinderkrankheciten, 
Tubingen, vol. Im, p. 220. 
Keller, T. (1884) Rev. Médecine, 4, 637. 
Tidy, H. L. (1926) Lancet, 2, 365. 
—. (1937) E Encyclopædia of Medical Practice, London, 


vol. VI, p. 138. 
Wittkower, E. and Rarey, B. (1933) Z. klin. Med. 124, 41. 


Of the 88 cases 79 had purpura simplex, . 


` 1940, for some obscure attacks of dyspnoea. 


MALIGNANT HYDATIDIFORM MOLE 
COMPLICATED BY TORSION OF A FIBROID 


By STANLEY A. Way, M.R.C.S., M.R.C.O.G. 


TUTOR IN OBSTETRICS, UNIVERSITY OF DURHAM 


A PRIMIGRAVIDA aged 31 was referred to the antenatal 
clinic of the Princess Mary Maternity Hospital on account 
of intermittent vaginal hemorrhages of three days’ 
duration, severe abdominal pain lasting twelve hours, and 
an irregular mass in the abdomen. 

She had been married for nine years, and though she and her 
husband were anxious to have a child she had not become 
pregnant until August, 1939. Her last period was on July 31, 
1939, and when I saw her she was two months pregnant. 
For some years after her marriage her periods had lasted 8—10 
days and were heavy, but she had not sought medical advice 
and for the last three years they had only lasted for five days 
and the loss had been smaller. Since missing her last period 
there had been some morning sickness, frequency of micturition 
and pain in the breasts. On Oct. 7 she had a bright red loss 
from the vagina, and another on Oct. 9; between, there was 
a slight brown discharge. On the night of Oct. 9 she was 
seized with violent abdominal pain just above the symphysis 
pubis and slightly to the left of the midline. 

When I examined her on the 10th she described the pain 
as aching in character. The uterus was enlarged to the size 
of a two-months pregnancy and in the abdomen was a hard 
irregular swelling separate from the uterus. It was very 
tender and was about the size of an orange; it was quite 
mobile and did not move with the uterus neither did the 
uterus move with the tumour. It was above and slightly 
behind the uterus and was almost rock like. I made a 
diagnosis of pedunculated fibroid with torsion or degeneration, 
and threatened abortion and she was admitted to hospital. 
Not wishing to interrupt the pregnancy if it could be avoided 
I kept her under observation. That night she had another 
attack of abdominal pain with rising pulse-rate and rigidity 
of the abdominal wall over the whole of the lower abdomen, 
and I decided to perform a laparotomy. : 

The tumour proved to be a fibroid 4 in. in diameter, with 
a pedicle 2} in. long and twisted three times. Its base was 
attached to the fundus of the uterus, medial to and slightly 
behind the left uterine cornu. It was easy to perform 
myomectomy. The uterus and adnexa were otherwise 
normal. Next day there was another bright red loss of about 
20z. She was given liberal doses of morphia for the first three 
days after operation and 2 mg. of Progesterone daily for the 
first week. After tho fourth day there was no further vaginal 
discharge. She made a good recovery and left hospital a 
fortnight after operation. - 

On Nov. 12 she was admitted again on account of further 
bleeding, and also because of hyperemesis which had begun 
six days before. She was now about twelve weeks pregnant, 
but the uterus reached to the umbilicus. This, I thought, 
might be due to blood-clot in the uterus, but in view of the 
hyperemesis I suspected hydatidiform mole. She was radio- 
graphed and no fetal parts were seen. A senior member of 
the hospital staff considered that the ovum was dead and that 
blood-clot in the uterus was probably responsible for the 
increase in size, and suggested that this would be confirmed 
if the Aschheim-Zondek test was faintly positive. While the 
test was being carried out the vomiting increased and the 
discharge persisted. The result of the test was “ very 
strongly positive.” The uterus was therefore explored from 
below. As soon as dilatation was begun severe bleeding 
started ; ovum forceps were introduced and a piece of 
hydatidiform mole withdrawn. I dilated the cervix as far as 
possible but being unable to insert even a finger, I performed 
an abdominal hysterotomy and attempted to evacuate the 
uterus. At one place on the posterior wall the mole was 
closely adherent, and appeared to be invading the uterine 
muscle, so, despite her desire for a child I performed a total 
hysterectomy. She made a good recovery and was discharged 
three weeks later. 

The pathologist reported that the specimen was a hydatidi- 
form mole which had undergone malignant. degeneration to 
chorion epithelioma of low malignancy. 


The patient was readmitted to hospital on Jan. 10, 
On two 
occasions she had suddenly sat up in bed, became 
cyanosed and had difficulty in breathing. The attacks 
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passed off as suddenly as they had come, and there were 
no physical or radiological signs to account for them. An 
Aschheim-Zondek test was negative in all dilutions. The 
nature of the attacks has not been explained and they 
have not recurred. She has remained well since. 


Reviews of Books 


Special Surgery in War Time 


Edited by Sir Humresry Rorresron, Bt., M.D. Camb., 
F.R.C.P., and Aran Moncrierr, M.D. Lond., F.R.C.P. 
London: The Practitioner with Eyre and Spottiswoode. 
. Pp. 74. 6s. i 


Tars little book can be read and digested in an evening. 
Five special aspects of war surgery have been dealt 
with, each by an expert; and the general practitioner, 
called on perhaps for the first time to tackle such 
problems, is well instructed in the principles of prelimi- 
nary treatment. In the first chapter Mr. Nortbfield 
gives an account of head injuries and their management. 
Trotter’s practical classification is adopted and the 
treatment of the various types of syndrome carefully 
explained. Mote stress could have been laid on the 
danger of attempting to reduce the pressure of the 
-cerebrospinal fluid unless there is definite evidence that 
it is raised. Moreover, the intravenous administration 
of hypertonic sodium chloride or hypertonic glucose is 
advised as a satisfactory alternative to hypertonic 
sucrose in lowering the cerebrospinal fluid-pressure ; both 
these substances, however, after producing an initial fall 
in pressure, tend to diffuse through the choroid plexus 
into the cerebrospinal fiuid and to induce by their own 
osmotic tension a reactionary rise in the pressure which, 
in the case of sodium chloride, may be serious. Sucrose 
does not exhibit the same tendency and may properly be 
used for this purpose. Dr. McAlpine describes injuries to 
the spinal cord ; his advice is sound if somewhat didactic 
on problems still the subject of discussion. In the 
management of the paralysed bladder he adheres rigidly 
to the time-honoured method of intermittent catheterisa- 
tion followed by an indwelling catheter. The disad- 
vantages of this practice are admitted in his description 
of the “ inevitable urethritis and mild cystitis ° which 
accompany it. Even with these disadvantages, this 
way of dealing with the paralysed bladder may prove to 
be the best, but evidence is accumulating to show that 
the practice of leaving the bladder alone and allowing it 
to empty itself spontaneously or with the help of care- 
fully applied suprapubic pressure has much to be said 
for it, especially where the patient is nursed in a ward 
in which there are septic cases. 

Mr. Zachary Cope is given the unenviable task of 
discussing abdominal wounds in eleven pages. He has 
therefore confined himself to principles, but it is essenti- 
ally the details of intra-abdominal manipulations which 
are important to the inexperienced surgeon. A descrip- 
tion of the physical signs of intraperitoneal hemorrhage 
and infection is valuable. Mr. Holmes Sellors, in dealing 
with the surgery of the chest, has had a relatively easier 
task, for, although the subject has almost as wide a 
range as the surgery of the abdomen, there is a distinct 
division between the preliminary treatment and the 
later treatment involving a planned thoracotomy. Mr. 
Holmes Sellors deals only with preliminary treatment 
and manages to include in a short chapter the essentials 


of diagnosis and immediate treatment of such conditions ' 


as pneumothorax, hzemothorax, surgical emphysema, 
pulmonary atelectasis and ‘‘ sucking’’ wounds. He 
does not make it quite clear when he would advise the 
aspiration of a hemothorax; ‘f as soon as the risk of 
further bleeding has passed,” he says. From 24 to 48 
hours is common advice. Like many others writing of 
chest wounds he states that blood tends to remain fluid in 
the pleural cavity ; but many surgeons have had to ladle 
out lumps of blood-clot the consistency of liver from a 
pleural cavity wounded only a few hours previously. 

In a chapter on burns Mr. Wallace has wisely avoided 
the controversy now raging over treatment. He has 
indicated that differences of opinion exist but has at the 
same time stated his preference for the use of tannic acid. 
An appendix on the use of the sulphonamide drugs in 
prophylaxis and treatment serves to round off a good book. 


by the same author. 


Hutchison’s Food and the Principles of Dietetics | 


(9th ed.) Revised by V. H. Morrram, M.A. Camb., 
professor of physiology at King’s College of Household 
and Social Science in the University of London; and 
GEORGE GRAHAM, M.D. Camb., F.R.C.P., physician to 
St. Bartholomew’s Hospital, London. London: Edward 
Arnold and Co. Pp. 648. 2ls. 


THE new edition of this well-known. book is full of 
common sense, giving in relatively simple form reliable 


‘information on our present knowledge of dietetics. In 
no way is it sounder than in its emphasis on the funda- 


mental fact that there is no one scheme of diet which is 
perfect —partly because we have not reached finality in 
deciding the composition of such a diet, and partly 


because allowance must be made for individual idiosyn- . 


crasies. Humanity is not cast in a common mould. 
The search for the optimum diet is no doubt a laudable 
activity but it is chasing a will-o’-the-wisp. Even if the 
optimum diet were found for A, B, and C it would just as 
certainly not be optimal for X, Y, and Z. The editors 
found themselves called upon to decide whether to 
produce a modern version of the original text or to 
reconstruct the book radically. They rightly selected 
the second alternative, although this has led to the 


disappearance, with the exception of the historical 


introduction, of much of the original matter. 
The first two parts, which in the main may presump- 


tively be ascribed to the hand of Professor Mottram, give 


a careful review of the principles underlying diet and of 
the nature of the various foodstuffs constituting the 
average or normal diet. These principles are too often 
overlaid, in textbooks, by the meticulosities of the 
academic laboratory worker ; but life and money are too 
short to achieve complete accuracy in dietetics, as the 
writer of this section points out. ‘‘ We can make average 
estimates,” he says ; ‘‘ we may lay down average ‘ laws ’ 
for the feeding of the people . . . the average man 
needs so many calories per day and the average 
woman so many less. We may speak of average figures 
but if we apply these figures to the individual we are 
lost.” In the section on mineral requirements the 
editors remind us that the chemical analysis of a food- 
stuff gives no real information about the availability 
of its mineral constituents. Spinach, for example, with 
about 4 mg. of iron per 100 g. is no more effective in the 
treatment of artificially produced anzmia than tomatoes 
which contain about a tenth of this amount of iron. It 
is not the total quantity of any mineral present but the 
availability which counts. Vitamin requirements are 
assessed cautiously ; the data available do not, as yet, 
permit of hard and fast standards being laid down. 
It is doubtful whether all dietitians would agree that a 
vegetable diet ‘‘ prostitutes nervous energy.” It might 
ee err as to argue like that about a cow, but what about 
a 

` The second part of the book is clinical ; the principles 
of feeding in infancy and childhood are covered by Dr. 
G. F. Harris, and the treatment of disease no doubt by 
Dr. Graham. It includes a tabular su of the 
composition of most infant foods on the market and a full 
list of the various vitamin preparations. This part of the 
book deals well with clinical dietetics, but might with 
advantage have been more detailed. | 


Atlas of. Cardioroentgenology 


By Huco Rogster, M.D., F.A.C.P., associate professor of 
roentgenology in the Temple University School of Medicine, 
Philadelphia. Springfield, Ill.: Charles C. Thomas, 
Pp. 124. £2 7s. | 


THOSE who have read “ Clinical Roentgenology of the 
Cardiovascular System ’’ will welcome another book 
His new volume covers a large 
field of cardio-radiology, and deals especially with the 
commoner diseases. It is presented as a series of case- 
reports, and is profusely illustrated. Full clinical details 
of the cases included are given. In order to correlate the 
radiological appearances with the pathological findings, 
in those cases which came to autopsy, the heart, great 
vessels, trachea, and main bronchi were removed entire. 
The specimens were placed as nearly as possible in the 
positions in which the radiograms were taken, and photo- 
graphs were thus obtained which can be compared with 
the original films. By these means the shadows seen 
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can be explained. Dr. Roesler suggests that the anterior 
film of the heart should not be taken in the full phase of 
inspiration because this tends to distort the cardiac 


shadow. Details. of the radiographic technique 
employed are given in the introduction. It is difficult 


to believe that anterior films of an average-sized adult 
can be taken at a focal film distance of 6 ft. in „sy sec.— 
even when employing a rotating anode tube and 
high milliamperage—without the sacrifice of contrast 
to speed. <A 4 ft. focal film distance is recommended for 


the lateral view although in this position the depth of 


the chest is increased, and the distortion of those struc- 
tures furthest from the film must thereby be enhanced. 
It seems a pity that X-ray kymographic studies of some 
of the hearts shown were not included. 


Actinotherapy and Diathermy 


For the Student. By E. B. CLAYTON, M.B. Camb., director 
of physical treatment department, King’s College Hospital. 
London: Bailliére, Tindall and Cox. Pp. 196. 8s. 6d. 


THis manual is intended primarily for students 
preparing for the C.S.M.M.G. examination but medical 
students and practitioners who wish to acquaint them- 
selves with this form of physical therapy will find the 
book readable and informative. In the new edition, 
revised and slightly enlarged, Dr. Clayton gives a good 
account of the physical factors in treatment, describes 
the apparatus in cominon use and adds sufficient clinical 
matter to suggest the cases most likely to be benefited. 
There are one or two minor criticisms. Not every 
clinician will agree that ultraviolet radiation will cure 
unaided any form of anemia, and high blood-pressure is 
seldom lowered, except possibly for a short time during 
- and immediately after treatment. It might be objected, 
too, that aniline dyes painted on the unbroken skin are 
likely to act as a screen to actinic rays and that the 
injection of s nsitising drugs which Dr. Clayton recom- 
mends has proved disappointing and not entirely free 
from harmful complications and accidents. Dr. 
Clayton’s proper insistence on the dangers of irradiation 
in active phthisis is weakened by his suggestion that an 
- erythematous reaction of the skin of the chest wall is 
-the danger to be mainly avoided. The book as a whole 
is a sound exposition, elementary only in so far as un- 
peace’ | detail and controversial matter has been 
excluded. 


A New Dictionary of Chemistry | 3 


Edited by StTerpHEN Miar, LL.D., B.Sc. 
Longmans Green and Co. Pp. 575. 42s. 


THIs book by Dr. Miall and 22 collaborators is of 
handbook dimensions. Into it they have compressed 
a mass of information from the fields of organic and 
inorganic chemistry and biochemistry, theoretical and 
practical, pure and applied. From the brevity of the 
articles the book is entitled to be called dictionary ; bit 
definitions as such have been mercifully avoided where 
such attention to form would obscure clarity and purpose. 
For organic chemistry the individual compounds are 
given under their common names, and almost always 
with the structural formula attached. In addition, the 


London : 


. better-known organic reactions are given by the names - 


of their discoverers (although one misses the Hell—Vol- 
hard—Zelinsky, which gave so much pleasure to adoles- 
cent minds). Substances of biochemical and pharma- 
ceutical importance are given in great number, while 
chemical engineering is represented by many industrial 
plants, processes and products. In addition there are 
short biographies of eminent chemists and physicists, 
with some remarkable omissions, such as Kuhn, Meyer- 
hof, Michaelis, Warburg and Szent-Györgyi. 

With its numerous and up-to-date references to drugs 
this dictionary should prove useful to medical men and 
pharmacists as well as to chemists. 
on biochemistry might well be learnt by heart by those 
in that calling who are often asked what a biochemist is. 
The book ends with a table giving the physical constants 
(melting-points, - boiling-points, densities and specific 
rotations) of a large number of organic compounds. If 
in future editions a sixth column could be inserted con- 
-taining references to approved methods of preparation 
of the compounds the research worker’s gratitude would 
be complete. | 
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New Inventions 


A CONVENIENT METHOD OF 
' GAS-REPLACEMENT 


IN replacing a pleural effusion an apparatus which 
includes a vacuum bottle is preferable to a three-way 
syringe. Whena syringe has been used in an attempt to 
remove all the fluid, it is often possible by changing over to 
a Potain’s aspirator, for example, to remove further fluid at 
the same session. Complaints are constantly made, how- 
ever, about the Potain’s aspirator. Even if itis carefully 
looked after it isapt to develop leakage points, and if two or 
more replacements have 
be done at the end of a busy 
artificial-pneumothorax 
clinic delay is caused because - 
the whole apparatus has to 
be cleaned after each replace- 
ment. The method described 


ties by enabling one to keep 
in the clinic or consulting- 
room apparatus which 
includes a number of 
exhausted bottles already 
prepared in advance. If a 
patient with an artificial 
pneumothorax and fluid in 
the chest is found to need a 
gas replacement it is possible 
to do this in a few minutes 
without further preparation. 
If several replacements have 
to be done in succession it is 
only necessary to take a fresh 
bottle and boil one short 
length of rubber tubing and 
a metal valve. When active i 
treatment is required for 
hæmothorax due to war injuries the apparatus is 
convenient because it is standing ready for use. 

The bottle marked (a) in the figure (40 oz. U.G.B. 
No. 12812) arrives with an aluminium screw cap and 
thick rubber diaphragm. A hole, 3} in. in diameter, is 
cut in the centre of the cap with a metal punch. A 
rubber bung pierced by two holes (supplied by Messrs. 
Rothband, Manchester) is fitted to the bottle and the 
rubber diaphragm is placed over the bung ; an ink mark 
is made on the diaphragm to indicate the position of one 
of the two holes in the bung. The cap is placed over the 
diaphragm. A vacuum is produced in the bottle by 
piercing the diaphragm over the hole in the bung with a 
hollow needle and attaching the needle by tubing to a 
water-suction pump or a hand pump. Such apparatus 
can generally be found in a hospital dispensary, or can 
be easily made by fitting a suitable valve to a small tyre- 
pump or garden syringe. It is an advantage to start the 
process of exhausting by rinsing the bottle with very hot 
water and then replacing the bung and cap. By using 
a meter to read the degree of vacuum produced it is 
possible to find out what reading indicates a vacuum 
sufficient to suck fluid up to the neck of the bottle. 
Bottles so exhausted will retain their vacuum for long 
poo and the maintenance of the vacuum is ensured 

y putting a collodion seal over the rubber cap. If it is 
necessary to sterilise the bottle it can be autoclaved with 
a little water at the bottom and the cork unscrewed. 

The valve (B) has a needle for piercing the diaphragm, 
and is supplied with the Baxter Transfuso donor set for 
blood-transfusion. It is expensive but can hardly deteri- 
orate, is easy to clean, and gives perfect control of the 
vacuum applied to the pleural cavity. The valve can be 
dispensed with altogether and a needle fitted instead to 
the tubing; the vacuum can then be controlled by a 
screw clip on the tubing, but control may not be so 
perfect as with the valve. The needle (c) is a Morland’s 
artificial-pneumothorax needle or initial. Riviere needle 
and is kept with 18 in. of pressure tubing ready sterilised 
in spirit in a screw-capped bottle. 

I wish to thank Mr. T. Watkin Thomas, Ph.C., pharmacist to 
the Norfolk and Norwich Hospital, for his help in devising this 
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ARTIFICIAL SHORTAGE OF DOCTORS 


ARTIFICIAL SHORTAGE OF DOCTORS 


PEOPLE will go short of anything and be cheerful 


about it if everyone fares the same ; itis the inequality 
that chafes. Lord WooLrToN is seeing that in food we 
all share alike, but there are other directions in which 
rationing is equally urgent. Half way only through 
the winter, when doctors are always at their busiest, 
and approaching the influenza season which despite 
the Health Ministry’s assurance is already upon us, 
we are faced with a shortage of doctors. And why ? 
There are at least 64,000 names on the Medical 
Register and there was a record entry in 1939. 
Before this war the increase of qualified men and 
women more than kept pace with the increase in 
the population—enough to give service of a recognised 
standard to all needing it. There has been no major 
epidemic ; the number of war wounds has been less 
for the whole period than during a single engagement 
in the last war ; air-raid injuries, distressful in a few 
populous centres, have not reached a large aggregate. 
And yet everywhere there is a growing anxiety, now 
becoming acute, that the civilian doctor will break 
down under the strain, and the sick and injured will 
suffer for want of medical care. Obviously on the 
pre-war standard there is no real shortage ; it is just 


a matter of distribution, and the good sense of the — 


nation would welcome a scheme of rationing doctors 
which would result in their equitable distribution, as 
it has welcomed the rationing of food. 

It is no secret that the situation is due to the steady 
and insistent demands of the fighting services for more 
doctors, and primarily to the demand of the Army for 
doctors under its exclusive discipline. Nor would 
there be any fault to find with this demand, for every- 
one recognises the paramount need of efficiency in the 
services and no sacrifice would be regarded as too 
great to meet it. We are not confronted here by the 
sordid clash of rival claimants for personal ends but 
the generous aim of giving the fighting man his due in 
care and comfort. It is clear however that this can no 
longer be served by the severance of the medical pool 
into four parts—one for the Army, one for the Navy, 
one for the Air Force, and one for the civilian—each 
with its own specialists and its own special centres. 
For example, the Army has 12 orthopedic centres in 
addition to those of the E.M.S., with their own 
establishments to maintain and their own call on 
occupational therapists and rehabilitation experts, 
and there are not enough trained instructors to go 
round. The shortage of other specialists, the great 
body of regional surgeons—eye, ear, nose and throat, 
and what not—is equally fictitious: the total of their 
potential patients has not gone up, they have not more 
work to do in the aggregate. If specialist help is 
lacking anywhere it is because the specialist is marking 
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time elsewhere. It is uneconomic—some say it is 
mad—to try and run four services when a common 
pool would economise all the effort. 

There is of course one rider to this self-evident 


proposition. Hitherto our fighting services have 


chiefly been concentrated on this island where their 
medical needs are the same as those of the Home 
Guard and the front-line civilians—in a word, of the 
whole able-bodied population. Increasingly they may 
be going overseas where each unit will have its own 
medical complement. This is a question of arithmetic. 
It is known, although not revealed, what this comple- 


ment means in numbers ; deduct that figure now, add 


a generous proportion for the unknown and the 
unknowable, pool the rest for general home service, 
and let everyone share the base hospitals. No-one 
would suffer. It would require some hard thinking, 
but the chiefs in all the services are used to that and 
they will infuse their deputies and subordinates with 
their own efficiency and reasonableness. Now is the 


time to do it. The medical profession is willing and . 


the public expects its resources to be used frugally 
and wisely. If we adapt our medical organisation 
to meet the war-time needs which we now clearly see, 
we. shall be in a far stronger position to serve the 
country in our own way when war is done. 


PULMONARY FAT-EMBOLISM 


Not many of us would put fat-embolism among the 
commoner complications of severe injury, yet R. B. 
Wricut! wrote that ‘‘fat-embolism should be 
considered in any case where there are grave or 
unusual symptoms following trauma, whether the 
trauma be fracture, contusion, concussion, intra- 
venous therapy, delivery or operation,” and on 
another page Dr. RoBB-SmitH reports on a series of 
115 fatal accidents in 41 of which gross fat-emboli 
were present and were considered a major factor in 
causing the death of 29. This new report leaves no 
doubt as to the reality of the condition and demon- 
strates the need for research into its causation, 
symptoms and ‘treatment, of which little is yet known. 

Neutral fat normally circulates in the blood as an 
emulsion fine enough to pass through the tissue 
capillaries, but in fat-embolism bigger globules appear 
which obstruct the capillaries in the lungs and may 
pass on to reach the brain, kidneys or any other 
organ. It is by no means clear where these globules 
come from. Probably the commonest source is the 
depots, and especially the bone-marrow, since in the 
great majority of cases fat-embolism follows fracture 
of a long bone, but there are difficulties in explaining 
all cases in this way. Thus in 6 of RoBB-SmitH’s 
cases where fat-embolism was thought to be a major 
fatal factor there was no bony injury, and there have 
been instances of fat-embolism following manipulation 


of stiff joints. It has therefore been suggested that _ 


products of tissue destruction circulating in the blood 
may interfere with the emulsification of the plasma fat. 
A large fat-embolus may, as in one of RoBB-SMITH’S 
cases, act as a blood-clot does in obstructing the 
pulmonary artery or one of its main branches, but the 
mechanism by which smaller emboli endanger life is 
uncertain. WaARTHIN? gave eight points to look for 
in making a diagnosis of fat-embolism : (1) injury to 


1. Ann. Surg. 1932, 96, 75. 
2. Warthin, A. S. Internat. Clin. 1913, 4, 171. 
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bone-marrow or adipose tissue; (2) a cardiac, pul- 
monary or cerebral complex, or all combined (restless- 
ness, stupor, coma, dyspnoea, cough); (3) free fat 
droplets and fat-containing alveolar cells in the 


sputum ; (4) free fat droplets in the urine; (5) fat 


droplets in the retinal vessels; (6) fat droplets in 
venous blood; (7) fever rather than a subnormal 
temperature ; and (8) petechial hemorrhages in the 
skin. Unfortunately, however, the more definite of 
these signs may not appear until comparatively late, 
and may not help with the desperately ill patient 
where a differential diagnosis has to be made from 
secondary shock or hemorrhage. The task is often 
complicated by the association of fat-embolism, with 
shock or hemorrhage. Ross-SmitH describes the 
usual clinical course. The symptoms come on after 
_ an interval lasting from a few hours to several days 
' (less than five), after which the patient becomes short 
of breath, pale, cyanosed and restless, bringing up 
frothy cdema fluid with little coughing; there is 
- fever with quick pulse and respirations, but—a 
valuable point in diagnosis—the blood-pressure does 
not fall. Next may come symptoms from systemic 
emboli—signs of cerebral irritation, stupor, or palsies, 
sometimes with hyperpyrexia, petechiæ and so on. 
Later still there will be signs of pulmonary con- 
solidation. In the fatal case there should be no 
difficulty in demonstrating the fat emboli in fresh 
sections of lung. Joan Ross °? describes the lungs in 
fat-embolism as deeply congested throughout, with 
no localised hemorrhagic patches. 
The importance of making an accurate differentia- 
tion of fat-embolism from shock or hemorrhage lies 
in the different treatment required. In fat-embolism 
the dangers of pulmonary cedema and overloading the 
right side of the heart may be increased by raising the 
blood-volume, but Ross-Smiru suggests that no harm 
will be done by transfusion before symptoms appear. 
The only prophylactic measure which can be adopted 
in our present ignorance of causation is early immobili- 
sation of injured parts, and when fat-embolism has 
developed oxygen should be given with barbiturates 
rather than morphia for pain. Various measures to 
render the circulating fat harmless have been tried and 
there is urgent need for further experimental work on 
them. There is need, too, for inquiry into the part 
played by fat-embolism in the production of the 
pulmonary symptoms observed in people who have 
been exposed to high explosives. ROBB-SMITH main- 
tains that these symptoms may be due toa combination 
of pulmonary concussion and fat-embolism. ZUCKER- 
MAN,‘ however, has noted no fat-embolism in the lungs 
-of animals exposed to blast. He has pointed out that 
in air-raids people are subjected not only to the blast 
wave itself but also to such secondary effects as violent 
displacement and the impact of flying masonry. The 
secondary effects are as a rule associated with some 
form of external injury, occasionally with fractures 
and often with pulmonary hemorrhages. It may 
well be that pulmonary fat-embolism arises from these 
secondary effects and not directly from blast, and this 
point can only be cleared up by further investigation. 
Fat-emboli should be specifically looked for in 
autopsies on air-raid casualties, and the examination 
should be amplified by an accurate appraisal of the 
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circumstances under which the casualty occurred. 
The findings of such a two-sided investigation may 
affect the whole treatment of air-raid casualties with 
pulmonary symptoms. | 


DIAGNOSIS OF GASTRIC CARCINOMA 


IT has been said that carcinoma of the stomach 
appears as two diseases, so different are the mani- 
festations of the established and almost hopeless 
condition from the hardly noticeable signs of a still 
operable growth. Students used to be taught that 
carcinoma of the stomach is characterised by pro- 
gressive weakness, loss of weight, loss of appetite, 
indigestion and vomiting, and presents on investiga- 
tion an epigastric tumour with absent or deficient 
hydrochloric acid in the gastric juice. Unfortunately 
these well-recognised features are only those of 
advanced disease with poor prospect of cure. The 
chance of the growth being operable at this stage is 
only about one in three, and even then the risk of 
death as the immediate result of radical removal, even 
in the most competent hands, approaches the same 
ratio. The further outlook for the survivors of the 
operation is that only one out of four will be alive and 
well five years later. The fact that a quarter of all 
deaths from cancer are due to growths arising in the 
stomach completes the outline of a problem and a 
challenge to the medical profession which it will only 
be able to meet by a critical revision of the present 
methods of diagnosis. ' 

Earlier diagnosis would not only increase the 
operability-rate and the proportion of ultimate cures 
but would also greatly reduce the operative mortality, 
since the dangers are referable, directly or indirectly, 
to the infection of a large sloughing mass in the 
stomach. But early diagnosis is often missed because 
of failure to recognise the malignant basis of the initial 
mild digestive disturbances. In many instances early 
carcinoma of the stomach gives no indication what- 
ever of its presence; it may even remain “silent ” 
until a rapid onset of late symptoms reveals a hopeless 
condition. In most cases, however, there is a longer 
or shorter intermediate stage between early and late 
disease, in which the patient experiences mild epi- 
gastric discomfort, flatulence and loss of vigour. 
The recent analysis of nearly 11,000 cases at the Mayo 
Clinic? from 1907 to 1938 indicates that half the 
patients had initial symptoms of this sort, a quarter 
had ulcer-type symptoms, while the remaining quarter 
had non-gastric symptoms such as anemia or asthenia. 
Most patients think nothing of these mild disturb- 
ances, but their persistence may bring the intelligent 
person to his medical adviser. It is at this point that 
a tragedy too often happens for there may be no 
abdominal tumour to be felt, and the doctor will 
reflect that, after all, the patient’s appetite is unim- 
paired and his weight is steady. Suspicion may be 
further allayed by the finding of acid in the test-meal 
and a reassuring improvement may follow the prescrip- 
tion of a carminative. So the months pass by, in 
which the patient’s chance of life evaporates, until a 
little jaundice or a coffee-ground vomitus reveals too 
late the grave character of.the illness. The American 
citizen is perhaps luckier in his experience, for he has 
read in the lay journals about cancer and has seen 


1. Walters, W., Gray, H. K., Priestley, J. T., Lewis, E. B. and 
Berkson, J. Proc. Mayo Clin. 1940, 15, 625. 
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whole-page advertisements of life-insurance companies 
about the possible seriousness of this or that symptom. 
Moreover, when he presents himself with his flatulence 
for a “check-up” instrumental and radiological 
investigations are more readily applied than in 
England ; indeed, radiography may even precede the 
examination of the patient. English medicine justly 
prides itself on its teaching of thorough primary 
clinical examination, but we are perhaps too much 
biased by a, negative result from palpation and 
inspection, particularly in the field of dyspepsia, and 
tend to delay direct investigation. On another page 
Mr. Hermon TAYLOR condemns the practice of the 
temporising carminative as a “ therapeutic ”’ test for 
carcinoma of the stomach and rightly insists that a full 
gastric investigation must be made at the beginning in 
any patient whose dyspepsia, however mild, arises 
after the age of forty. And, it may be added, the 
doctor must steel his courage against the probability 
of many negative results and criticism for under- 
taking “unnecessary ” investigations—for making 
a fuss. . 

The first investigation in suspected carcinoma of the 
stomach is of course radiological ; and routine X-ray 
examinations on the American model deserve more 
universal application. Positive evidence of a filling 
defect or an area of infiltrated gastric wall is usually 
decisive and in the group of cases at the Mayo Clinic 
in which the growth was removable a definite diagnosis 
of malignancy was made by the radiologist in 75% 
and a doubtful diagnosis in another 13%.: A negative 
or inconclusive radiogram should not however be 
accepted without further investigation by the 
gastroscope since the smallest growths and hence the 
most favourable cases can only be detected by this 
method. The need is for a precise anatomical diag- 
nosis and gastroscopy can give it. It even makes 
analysis of gastric juice for acid or of fæces for blood 
superfluous when malignant disease is in question. 
During the last five years the gastroscope has 
revolutionised the investigation of gastric disease, 
just as the cystoscope has changed the principles of 
diagnosis in genito-urinary disease during the last 
three decades. Seeing is believing, and it is now 
possible to be precise in a field of medicine which has 
been more befogged by ill-founded hypotheses and 
circumstantial evidence than almost any other. The 
technique of gastroscopy has been much simplified by 
Hancock’s method of anesthetising the throat with 
Decicain lozenges, while Hermon Taytor’s new 
instrument, which provides controlled instead of 
passive flexibility, has now passed its experimental 
stages and is removing the limitations of intragastric 
visibility and overcoming most of the causes of instru- 
mental failure. Gastroscopy can now be applied to 
outpatients, and gastroscopy clinics on the lines 
established by HaRotp EpwaRrbDs will be essential in 
post-war medicine. HERMON TAYLoR’s “:two-view 
test ’’ for malignancy in a doubtful lesion appears to 
depend overmuch on an accurate hand drawing of the 
endoscopic appearances, but this difficulty intragastric 
photography will remove as soon as it becomes 
feasible. The value of gastroscopy is clearly demon- 
strated by the operability-rate of 68% in his gastro- 
scopically diagnosed cases, for few of the resections 
would have been done at that early stage without its 
aid. 
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THE EXPERT'S PLACE 


WueN Dean CoLET founded St. Paul’s School he 
wrote his own Latin grammar for the boys, judging 
the works of others too hard for his “ little begin- 
ners’’; and a generation ago publishers employed 
experienced scholars to: produce schoolbooks for 
infants. This is a sound principle, for only the expert 
knows which facts’ are fundamental and how to 


present them stripped of confusing detail. In medi- 


cine elementary textbooks are too often written by 
struggling registrars seeking, if not for profit, to make 
a name, and with few exceptions nobody bothers with | 
such trivialities once he has established himself. But 

there is no more worthy task for the wise and experi- 

enced than writing such books, since the teaching the 

student receives in the elements of medicine may, make 

or mar him ; not only his knowledge but his attitude 

to knowledge, and thus his future value as a scientist, 

depends on it. Similarly in the practice of medicine 

it is too often assumed that the hallmark of the expert 

lies more in his ability to treat gross disease than in his 

skill at managing its beginnings; this is one of the 

factors which makes preventive medicine an unpopular 

career to many of our best students. The beginnings 

of disease are notoriously the most difficult to 

diagnose, yet their recognition offers the greatest 
prospect of lasting benefit to the patient. It is unfor- 

tunate that in some hospitals the treatment of 

outpatients falls to junior members of the staff. This 

arrangement often means that teachers have little 

opportunity of treating disease in its earlier and more 

curable. forms, and that students are deprived of 

intensive teaching by the leaders of the profession on 

disease in the guise which they will most commonly 

encounter in practice. SmmRLAW:! has urged the 

application of the same principle in the treatment of 
casualties by placing their classification in really 

skilled hands. Accurate classification is probably the 

most important step in the whole casualty service, for 

on it depends not only the appropriate treatment but 

the conservation of resources at a time when that may 

be vital. In these days of pressure on hospital beds 

an expert should determine which casualty ought to be 

admitted to hospital and to a particular type of 
hospital treatment, which is the one for immediate 

operation, which for preliminary resuscitation, and 

which for evacuation or return home. To make such: 
decisions may be far from easy, especially with 

patients who have just passed through a terrifying. 
experience. A senior member of the profession may 
be more useful doing the preliminary sorting of these 
cases than operating in the theatre. This does not 
require the creation of yet another race of specialists, 
for there is no reason why the senior members of a 
unit should not take turns at classification. The aim 
is to place our best men where their skill can be used 
to the best advantage, and used early. 


1. Shirlaw, G. B. Lancet, 1940, 2, 599. 


The Index and title-page to Vol. II, 1940, which was 
completed with the issue of Dec. 28, will be ready shortly. 
A copy will be sent gratis to subscribers on receipt of 
a post card addressed to the Manager of THe LANCET, 
7, Adam Street, Adelphi, W.C.2. Subscribers who 
have not already indicated their desire to receive 
indexes regularly as published should do so now. 
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Annotations 


THE CHILD WITH BRAINS TO SPARE 
EVERY nursemaid knows that boredom can make a 


devil of a child. And though she may not call this 


phenomenon a behaviour disorder of intellectual origin, 
she knows well enough how to treat it. She finds the 
child something to do. If his boredom goes long un- 
recognised a child may be driven to take a strong line 
with his environment ; the treatment, however, remains 
the same. This is well illustrated in a series of 7 cases, 
reported by M. W. Thorner and G. H. J. Pearson,! 
of children between the ages of four and sixteen, in all 


‘of whom a high intelligence was getting too little to bite 


on. In every case the mental age was well in advance 
of the chronological age, in one boy by as much as six 
years. His behaviour disorder had taken the form of 
sex delinquencies, for which he had been expelled from 
school; actually, bored by the juvenile prattle of his 
contemporaries, he had sought the society of older boys 
and his rôle had been a passive one in the sexual activities 
which followed. He was found to be a good draughts- 
man, drawing lessons were arranged for him and he was 
sent to high school. All this was settled in four inter- 
views, and ten months later he was doing exceptionally 
well both in drawing and at school. The other cases 
showed a similar sequence; one aggressive girl of four 
with a mental age of seven settled down as soon as she 
was sent to school and allowed to use her ability ; 
another girl of sixteen with a mental age of eighteen 
was continually thwarted by a stupid mother who 
dressed and treated her as a child of thirteen. Her plan 
to get to college was encouraged and she continues to do 
well, to the ‘perplexity and slight annoyance of her 
mother. Such children are probably not rare and it is 
as much the job of the teacher to see that the intelligent 
child gets his chance as to ensure that the dullard is 


not pressed beyond his capacity. If these simple 


adjustments are not made early the child will, probably 
reach the child-guidance clinic, and though the neces- 
sary chance can then be made for him, he will have lost 
useful time and been through experiences in which he 
has been not only tried but trying. 


COMPLEMENT-FIXATION TEST IN CEREBROSPINAL 
FEVER 


SINCE the introduction of chemotherapy, bacteriologi- 
cal confirmation of the diagnosis of meningococcal disease 
has become much less common, owing to the rapid action 
of the sulphonamides. Thus the indirect detection of the 
infecting agent by finding specific antibodies in the blood 


has a greater value in diagnosis now than it would have 


done in the past. Maegraith ? introduced his precipitation 


_ or contact test, using a precipitating antiserum with 


the centrifuged spinal fluid. Cruickshank? failed to 
obtain many positive readings with this test and thinks 
that a specially prepared precipitating serum is needed 
for satisfactory results. In his hands the agglutinin and 
opsonin tests have not been satisfactory either. Ile now 
submits a progress report on the complement-fixation 
test in meningococcal disease in the hope that others will 
be stimulated to pursue it during the present winter and 
spring when material is likely to be abundant. The 
evidence so far suggests that it may be a useful diagnostic 
test in the second week of meningitis. From 30 patients 
with meningococcal infection 43 samples of sera were 
examined, 173 in the first week of disease, 13 in the second 
week and 13 in the third week. If we count 7 doubtful 
reactions as negative, and 12 weak positives as positive, 
the following facts emerge: in the first weck there were 


1. Amer. J. Dis. Child. 1940, 60, a ar 
2. Maegraith, B. G. Lancet, 1935, , 545. 
3. Cruickshank, R. J. Path. Bact. Jaai 1941, p. 142. 


6 negative and 11 positive results ; in the second week 2 
negative and 11 positive results ; in the third to seventh 
week 6 negative and 7 positive results. Thus there is an 
apparent shift to positivity during the second week of 
infection. It cannot be said that a strong case for the 
test has yet been made out. The. number of cases 
examined is too small to be significant and examination 
of a larger series may well reveal a higher proportion 
of negatives in the second week. Even with chemo- 
therapy the cases bacteriologically unconfirmed are 
chiefly those in which organisms in the spinal fluid or 
blood are few ; and, because of this, it seems probable 


that in such cases antibody production will be least. 


Again, the result may largely depend on the nature of 
the antigen employed by any particular worker; 
Cruickshank used a mixture of a freshly isolated group I 
and a type 3 strain. Like so many other laboratory tests 
the negative result cannot be relied on, and only the 
positive is of value. As we may have to wait until the 
second week for a positive result, the test will not influ- 
ence treatment. Fortunately this does not matter in 
most cases, as long as sulphapyridine, and probably 
sulphathiazole, are given early, for these drugs are 
effective alike against the meningococcus, streptococcus 
and pneumococcus. The test may sometimes help to 
decide whether a bacteriologically unconfirmed meningitis 
associated with an otitis media or chronic otorrhma is 
streptococcal (derived from the ear infection) or meningo- 
coccal in origin, although the information is likely to be 
obtained too late to influence a decision to operate. In 
spite of these disadvantages the possibilities of this test 
are worth exploring. 


BIRTHPLACE OF LISTERISM 


GLasGow Royal Infirmary is one of the great voluntary 
hospitals of Britain. The fame and reputation of a 
voluntary hospital depend in the main on its power to 
attract students to its teaching school, which in turn 
depends on the ideals and spirit of its teachers and the 
broadmindedness of its lay governors. In a series of 
short sketches !—he disclaims the title of history—Mr. 
John Patrick, F.R.F.P.S., has given an engaging account 
of the fortunes of the infirmary during its life of a hundred 
and fifty years. The articles were first written for a 
magazine published by Messrs. Colvilles, benefactors of 
the infirmary, with the aim of giving readers some 
knowledge of the institution they were supporting ; now 
Messrs. Colvilles have reprinted them for wider circula- 
tion on behalf of the court of directors of the infirmary. 

From the outset the lay governors and medical staff. of 
the infirmary and the citizens of Glasgow were united in 
the desire to build, not merely in stone but in spirit, a 
worthy institution. So well did they succeed that 40 
years later Dr. Moses Steven Buchanan, the first historian 
of the infirmary, was justified in asserting, a little 
magniloquently, that “it was well calculated to serve 
as a model for other institutions of the same nature,” and 
he goes on, “‘ in consequence of the late regulations of the 
Court of Directors in regard to the courses of Clinical 
Medicine and Surgery which must be delivered regularly 
to the attending pupils by all the representative Physi- 
cians and Surgeons, it claims a decided superiority over 
every other institution in the Empire.” This statement 
is remarkable for two points—one historical and the other 
merely verbal. Historically it was written about the 
time when the London schools of medicine were disturbed 
by the attempts (stigmatised at the time by THE LANCET 
as examples of gross nepotism) to confine the holding of 
lecturerships to certain favoured gentlemen; to throw 
open the privilege of lecturing to all the members of the 
staff was such a contrasting gesture that Dr. Buchanan’s 
boast is all but legitimate. The verbal point is that it is 


1. A Short History of Glasgow Royal Infirmary, printed for Glasgow 
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a very early example of the use of the word “ Empire ” 
to describe Great Britain’s holdings in the world, a usage 
which did not become common for at least another thirty 
years. It was just at the mid-point of the infirmary’s 
history that Joseph Lister came on the scene. Lister 
was on the surgical staff from 1861 to 1869. Hospital 
gangrene was still the dread and misery of surgeons ; 
even Sir James Simpson suggested that surgery should 
be carried out in small huts holding only two or three 
patients ‘and scattered over wide areas, and that the 
huts should be demolished and rebuilt every few years. 
The infirmary saw the early trials and final establishment 
of Lister’s principles of antiseptic surgery. Dr. William 
Findlay wrote of the achievement : ; 
“ His plan at first was crude and rough 
For germs like cats are mortal teugh 
Their thread to nick ; 
But Joe he mixed the rare druschoch _ 
Soon did the trick.” 

The infirmary has been rebuilt more than once and 
each time has strengthened its hold on the affections of 
the citizens, on the devotion of its students and teachers, 
and on the ready and generous service of its lay board. 
Whatever may be the fate of the voluntary hospitals of 
the country in the future it is impossible to imagine that 
a tradition of such service and devotion should fail to 
keep it in the forefront of medical progress. 


DANGERS OF NASAL IMMUNISATION 

Our snuff-taking forefathers knew the value of 
pleasurable stimuli applied to the nasal mucous mem- 
brane. The modern variant, the nasal instillation of 
immunising stimuli, is chiefly linked with the name of 
Claus Jensen.! There is ample evidence that toxins and 
toxoids are thus absorbed and do immunise, or stimulate 
immunity in those already immunised. Most of the 


work has been done with diphtheria prophylactic, but _ 


Gold in the United States (quoted by Firor ?) has applied 
tetanus toxoid successfully in this way, and the nasal 
route has also been used for introducing pertussis antigen. 
As Jensen remarked, a considerable number of children 
fail to return for the second or third injection of diph- 
theria prophylactic ; if the mother in the home could 
easily apply prophylactic effectively and harmlessly by 
the nasal route, a considerable advance in voluntary 
immunisation would be achieved. When the procedure 
was first introduced caution suggested reservation of 
judgment, for the method gave no control over the 
amount of antigen absorbed, and it seemed possible that 
direct application to the mucous membrane might 
engender trouble in the sinuses, or what would be just as 
irksome. to the public-health administrative, a belief 
among the public that fortuitous infections were caused 
by the nasal application. 

Fraser and his colleagues * in Toronto applied pledgets 
of cotton-wool well soaked with diphtheria toxoid and 
obtained good immunity, but were disappointed that 
there was a proportion of failures in re-immunisation. 
Jensen was little troubled by reactions. Bousfield 4 
varied Jensen’s directions by using a fine spray. Of 
seven volunteers, one experienced disabling shortness of 
breath and was therefore excluded after the first spraying. 
Of the remaining six, four suffered uncomfortable 
reactions after the second spraying, two being confined to 
bed the next day, one with vomiting. Since 1935 all 
probationary nurses in the mental hospitals of Copen- 
hagen have received a subcutaneous injection of toxoid, 
followed after an interval by three successive nasal 
applications of toxoid. In 1938 Anderson ê noticed that 
an unusual number of nurses needed treatment for 
rhinitis. Of 236 nurses examined, 152 showed no 
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symptoms reasonably attributable to the instilfations ; 
84 traced their nasal troubles to the instillations, in 71 
the affection having begun immediately after the treat- 
ment, and in 13 a few weeks afterwards; 38 suffered 
from a temporary disturbance only, but 46 showed 
chronic crust formation, small hemorrhages, coryza and 
sinusitis. Anderson was not inclined entirely to excul- 
pate the Jensen procedure. Obviously further informa- 
tion is needed but it seems that nasal immunisation is 
not to be taken in hand lightly. 


ANIMAL PARASITES IN THE ORBIT 

Tue damage which animal parasites in Egypt do in the 
orbit has been well illustrated by M.A. Kamel! in a discus- 
sion of the ‘‘ fly-blown orbit,” the result of the burrowing 
of fly larvæ, nearly always of the species Wohlfahrtia 
magnifica. The infection must be common, for there 
exists in Egypt a recognised class of maggot extractors. 
women whose work ensures that the infection does not 
ordinarily come to the notice of medical men, and 
yet larve from 32 cases were sent to the Memorial 
Ophthalmic Laboratory, Cairo, for identification from 
places in the Nile Delta in 1939. The incidence is mainly 
limited to July, August and September and to children 
under six years. It seems that if a child with the 
prevailing conjunctivitis has a discharge which smells 
this attracts the ordinary house fly to feed and the 
wohlfahrtia to posit larve. These burrow till only their 
spiracles are left exposed at the base of the ulcer they 
form, yet, though they cannot go deeper without 
asphyxia and death, as many as 80 have been found 
in one orbit. The foul discharge they cause may be 
pent in a cavity, producing exophthalmos, chemosis and 
a high temperature, and, particularly in children, there 
may be penetration of the sclera with panophthalmitis 
emaking evisceration imperative. 

Parasitism by sparganum, the larve of diphyHobothriid 
tapeworms, is found in the Far East, and in the Tonking 
delta has been seen in the orbit 14 times in nine months 
by Joyeux and his colleagues.2, The real intermediate 
host is the tree frog Rana limnocharis, but man has 
taken on that function by treating an inflamed eye with 
a cold poultice of an eviscerated carcase or chopped 
thigh muscles of this creature. The use of the frog 
poultice seems to have arisen either from the belief that 
cold-blooded frog would antagonise the heat of inflam- 
mation, or because it is locally believed that some of 
these inflammations are due to worms—and frogs eat 
worms. It is evidently a thermotaxy that causes a 
sparganum in the frog to migrate into the lids, orbit or 
adjacent parts of man. There it may produce an acute 
inflammation or a reaction described as histologically like 


. that of syphilis, and which in fact yields to intravenous 


novarsenobenzol. Cornet,’ however, thinks this treat- 
ment is tedious and advises surgical interference at once 
if the parasite is superficial but, if it is deeper, delayed 
until the application of heat has brought it to the surface. 
Alternatively the parasite may be injected with alcohol 
as it lies deep in the orbit. 


COLD FEET 
LITERAL cold feet are common enough in winter in 
England however small we may think the incidence 
of the moral variety. Those who blame nature for 
isolating our extremities at the end of a length of shank, 
and thus exposing them to the refrigerating properties 
of snow, slush and floor draughts, will be glad to hear 
the arrangement has points. Sheard and Williams ‘ 
have lately shown that the feet play a major part in the 
fine regulation of body heat. The physics of temperature 
regulation has been closely studied by American workers 
- Thirteenth annual report of the Memorial Ophthalmic Labora- 
tory, Cairo, 1940. 
. Joyeux, B., Truong- -cam-Cong ae Nguyen-xuan-Nguyen, Rev. 
med. franç. ert. Orient, 1939, 2T 


Ibid, 1938, 16, 151. 
C. and W iliams, M. Proc. Mayo Clin. 1940, 15, 758. 


- Cornet, E. 
i Sheard, C 
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since J. D. Hardy, several years ago, perfected a con- 
venient instrument for measuring body heat. Some 
of their findings have already been noticed in our 
columns,® notably their observation that the skin, 
whatever its colour, radiates in the relatively long 
infrared range, acting as a perfect ‘ black body.” 
Burton, reviewing recent developments,* remarks that 
since it has been possible to measure accurately the 
quantities of heat lost by conduction, radiation and 
evaporation, it has been shown that more than half the 
total heat loss of the body is accounted for by radiation. 
Thus air temperature and humidity are not the only 
factors relating the body to its thermal environment : 
owing to radiation, the temperature of such things as 
walls and windows affect it. Sheard and Williams have 
concentrated on the regional loss from various parts of 
the body surface, and have found the extremities, 
particularly the feet, to be the most active at ordinary 
temperatures. From this they argue that, environ- 
mental conditions being equal, people with a high basal 
metabolic rate and therefore more heat to lose should 
have warmer feet than. those with a lower B.M.R. 
In 6 subjects with rates ranging from normal to — 14% 
this was found to be true, thermocouples on 19 regions 
of the body failing to show any correlation between skin 
temperature and B.M.R. except on the toes, where it was 
definite. The order of difference was 1°C. for each 
Calorie per sq. m. per hour of B.M.R. Working with 
Kirklin and Plummer,’ Sheard has found that the same 
principle holds in exophthalmic goitre—the increased 
B.M.R. is accompanied by a rise of temperature in the 
feet. The patients, indeed, are aware of this without 
any measurements and tend to stick their feet out of bed. 
There is a definite fall in the temperature of the toes 
after partial thyroidectomy. Skin temperature being 
determined chiefly by blood flow, Sheard and Williams ° 
suggest that B.M.R., toe temperature and vasomotor 
control ought to be correlated under conditions known 
to influence one or other of these factors. In the more 
homely sphere, the observations seem to provide scien- 
tific backing for the old-established connexion between 
winter chills and cold feet. | 


MALARIA IN CEYLON 

Marara still remains a living danger in Ceylon. 
Vast regions of the island are jungle bound, where once 
there were thriving cities. The south and west lowlands 
_ and the central mountains are healthy country, receiving 
ample rainfall from the south-west monsoon. There the 
people live among gardens, fruit trees, flowering shrubs 
and rice fields. The north and west were once as whole- 
some and gracious; the cities of the Singhalese, with 
their great irrigation tanks, were the homes of a rich and 
cultured people. The Tamils drove them out, and left 
them to straggle back as a helpless remnant, unable to 
recover their prosperity. Malaria had taken hold on 
this region, and proved a more enduring invader than 
the Tamils; the great water tanks buried in jungle 
are now considered to be the permanent breeding places 
of mosquitoes. When, however, there is a drought in 
the south, malaria spreads outward from this fastness. 
The big rivers, especially the Mahaweli Ganga, dry up 
at their source, and pools remaining in the rocky bed 
form ideal breeding grounds for anopheles mosquitoes. 
The crops fail for want of water, the people are weak 
from famine and sickness and the death-rate in such 
epidemics is high. 

In 1939 the conditions of the last great epidemic of 
1934-35 were created afresh. The monsoon failed and 
rainfall was well below the average in all the catchment 
areas, the Matara district suffering the worst deficiency. 


5. Lancet, 1929, 2, 988. 
6. Burton, A. C. Ann. Rev. Physiol. 1939, 1, 109 


7. Kirklin, O. L., Plummer, W. A. and Sheard, Proc. Mayo Clin. 
= 1940, 15, 774. ; ; 


Armed with these salient facts culled from previous and 
hard-won experience, the report of the director of 
medical and sanitary service is of special interest. It 
shows that hospital cases during 1939 numbered 107,345, 
while 3,103,450 were treated at the outpatient depart- 
ments of hospitals and dispensaries. There were 2677 
deaths during the year, being a fatality of 2%, slightly 
less than that of the 1934-35 epidemic. The considerable 
epidemic of 1939, beginning in April and lasting up to 
August, extended over a slightly larger area than that 
affected in 1934-35. The spleen rates of 1936 and 1937 
were high, but in 1938 a downward trend was observed 
over the epidemic zone in the island. The duration of 
the epidemic varied from 131 to 163 days in different areas. 
It was met by well-organised measures, based on the 
experience gained in 1934-35, and it found the island well 
covered by trained personnel. Timely notice of the 
advancing epidemic made it possible to marshal all- the 
resources and labour necessary, and temporary hospitals 
were opened at Alawwa, Rambukkana, Hewadiwela, 
Mawanella and Dedigama. These measures were aided 
by antilarval operations and destruction of adult 
mosquitoes. <A total of 21,690 films examined gave a 
distribution of 21% for benign: tertian, 28% for sub- 
tertian and 51% for quartan. The parasite rates were 
highest in the dry zone and lowest in the wet; quartan 
predominated in the intermediate and dry, while benign 
tertian dominated the wet zone. 

Of 9785 Anopheles culicifacies dissected, 154 were 
found infected with odcysts. Infections with malaria 
were found in this well-known species only and it has been 
well established that it is the main carrier on the island. 


CHLORATE OF POTASH FOR POLIOMYELITIS 


DuRING the past two years there have been favourable 
reports, on .the Continent, of the use of potassium 
chlorate in acute anterior poliomyelitis. The drug won 
such plaudits that Gsell! gave it to 97 patients in 
the 1939 epidemic in Switzerland. He has compared the 
results with those obtained with non-specific therapy in 
22 cases from the same epidemic, and in 170 cases — 
encountered in the previous three years. There did not 
seem to be much spontaneous variation in the form of the 
disease during that time. His figures showed no advan- 
tage in survival or freedom from ‘residual paralysis for 
patients treated with potassium chlorate, although it was 
given early (half the patients were admitted to hospital 
in the preparalytic stage) and in very large amounts 
(0-1 g. per kg. per day, with the nasal installation of 2% 
potassium chlorate four times a day in addition). The 
statistical evaluation of results in poliomyelitis is 
difficult, so Gsell also studies individual case-histories in 
order to answer the following questions. Can the drug 
arrest the most severe form of the infection, in which 
there is an ascending paralysis? If it is given in the 
preparalytic stage, will it prevent paralysis? Does it 
cure poliomyelitic meningitis? Does it, as has been 
claimed, even reduce the duration of pyrexia? Dis- 
appointingly, the answer was no every time. 


Sir WILLIAM Horrocks, who died on Jan. 26 at 
Hersham, Surrey, at the age of 81 spent his life in and 
for the Army medical service. As teacher, editor and 
investigator alike he won lasting fame ; he was a member 
of the Royal Society commission whose discovery of 
the goat as the vector of Micrococcus melitensis was 
turned to such good purpose that Malta fever became a 
misnomer. At the end of the last war he became director 
of hygiene at the War Office and was appointed K.C.M.G. 


Sir GEORGE STANISTREET who died at Bournemouth on 
the same day in his 75th year was responsible for medical 
andsurgicalsupplies during thelastwar. He became major- 
general in 1918 and was appointed K.B.E. four years later. 


1. Gsell, O. Schweiz. med. Wschr. Aug. 24, 1940, p. 803. 
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POST-WAR HOSPITAL POLICY : 
THE NUFFIELD PROVINCIAL HOSPITAL TRUST AT WORK 


By Sm E. FARQUHAR BUZZARD, Bt., K.C.V.O., D.M. Oxfd 


CHAIRMAN OF THE MEDICAL ADVISORY COUNCIL OF THE TRUST 


IN view of the letter which the Minister of Health 
addressed to the chairman of the Nuffield Provincial 
Hospitals Trust which was published by the lay press on 
Jan. 15, the time appears to. be opportune for some 


description of the work already carried ‘out during the - 


last twelve months in developing the trust’s scheme for 
the regionalisation of hospital and medical services and 
for some indication of the implications contained in such 
a scheme for the provincial hospitals, the community and 
the medical profession. | 

In the letter referred to above the Minister states that 
he is convinced that some form of regional unit will be 
necessary to make the best use of our existing hospital 
accommodation_and expresses his desire to find the right 
relation between the local authorities on the one hand 
and the voluntary hospitals on the other. This has 
confirmed the .trustees in their view that hospital 
organisation in the future will be based on regional units. 


POLICY OF THE TRUST 
This may be briefly described as follows :— 

(a) to divide the country into a number of regions with the 
object of establishing in each an organisation of hospital and 
health services through a regional council representing the 
voluntary hospitals and local authorities within the region. 
It is intended that a hospital or group of hospitals associated 
- with a university medical school should be the regional centre 
whenever possible and the region should be subdivided into 
two, three or more divisions based on a “‘ key ” hospital, each 
with a divisional hospitals council appointing representatives 
upon the regional council, 

(b) to give financial aid to the initiation and support of 
these regional councils, and 
., (c) to allot, on application, to such regional or divisional 
councils, sums of money for the promotion of hospital and 
‘health services, medical research and teaching which, in the 
opinion of the regional council, are necessary to meet the 
needs of the population in the region. (Such grants will not 


ordinarily be made to individual hospitals otherwise than — 


through regional and divisional hospitals councils. Similarly 
a number of local authorities are already making contributions 
under section 181 (3) of the Public Health Act 1936 to such 
councils.) ; 
PROGRESS TO DATE 
Despite war conditions progress has been made in 
implementing the policy of regionalisation outlined above. 
There has been an encouraging response on the part of 
local authorities, notably in the larger industrial areas. 
There is, on the part of voluntary hospitals generally, an 
increasing recognition of the desirability of the codrdina- 
tion of all hospital services. The medical profession, 
furthermore, is actively interested and is taking part in 
creating regional medical advisory committees. This 
statement is based upon visits which I have paid to such 


centres as Edinburgh, Newcastle, Liverpool, Manchester,. 


Leeds, Sheffield, Cambridge, Bristol and Plymouth, in 
all of which places regional schemes are in various stages 
of development. | 

During the past year regional hospitals councils have 
been constituted in three different parts of the country: 
in Berks. Bucks and Oxon, in the South-Western region 
(Devon and Cornwall) and in the North-Eastern region 
(comprising Northumberland, Durham and parts of the 
North Riding of Yorkshire). Regional medical advisory 
committees have been constituted in each of these 
regions and in Scotland. The following examples may 
be cited of the activities already being undertaken by 
one or more of these regional councils or by the divisional 
councils comprised in them. 

(a) Survey of hospital services on a regional or divisional 
basis with the object of preparing a comprehensive report on 
the existence of duplication or overlapping or the necessity 
-for the development of new services or the extension of 
services already available. 


(b) Organisation of a system of transfer of patients from the 
“key ” hospital to other hospitals within the division after 
operation or for the continuation of treatment. The result of 
this arrangement is to reduce the period of occupation of beds 
in the “ key ” hospital, thus freeing these beds for other 
patients requiring such specialist treatment as is unobtainable 
in other hospitals in the division. It is hoped that this system 
will reduce waiting-lists and thus be of great benefit to the 
community. , 

(c) Organisation of divisional blood-transfusion services. 

(d) Organisation of a divisional system of ear, nose and 
throat clinics. This arrangement is intended to provide a 
system of clinics in a number of district hospitals in affiliation 
to the ear, nose and throat department of the “‘ key ” hospital 
in the division. 

(e) Proposals are under consideration for (i) regional or 
divisional accident services, (ii) regional pathological services, 
and in connexion with these latter proposals it is considered 
that a pathological service is not only urgently necessary but is 
peculiarly well adapted to regional organisation. 


It will be clear from this brief description of the policy 
and the progress of the regionalisation scheme sponsored 
by the trust that its implications for provincial hospitals, 
the community and the medical profession are manifold 
and far-reaching and it may be well to indicate in greater 
detail some of the changes that these implications may 
involve. 

IMPLICATIONS OF THE POLICY 


During recent years, there has been a rapidly spreading 
tendency on the part of the public to seek help from 
hospitals in time of sickness or injury, and practically all 
classes now expect such help in return for smaller or 
larger payments or contributions. The reasons for this 


change are easily exposed. With the advance of medical . 


knowledge methods of diagnosis and treatment have 
become so much more expensive and so much more 
specialised that many of them are not readily available 
except in institutions. Moreover, social and domestic 
conditions have altered with the result that many house- 
holds are unable to stand the strain of long illnesses and 
skilled nursing at home. Regional councils will need to 
face this problem, recognising that it will grow rather 
than dwindle in the future and that hospital develop- 
ment must provide for the accommodation of patients 
varying over a wide income range. 

This increase in the scope and utility of hospital work 
has many repercussions. It is essential, on economic 
grounds, to centralise the more expensive and more 


-specia ised methods of investigation and treatment in 


the larger hospitals, and at the same time to make them 
accessible, in case of need, to every doctor and patient 
within the region. The solution of this dual problem is 
an implicit obligation laid on regional councils and one 
which must involve some radical changes in hospital 
organisation and in the economic position of the medical 
profession. . | 

The key hospital.—Regions cover wide areas contain- 
ing populations which vary in size and, under the 
scheme envisaged, are broken up into two or more 
divisions in accordance with the distribution of the 
hospitals and of the population witHin the region. 
The primary or key hospital or group of hospitals of the 
region, as has been stated already, should, if possible, be 


one connected with a medical school, staffed and equipped | 


to undertake all general and special hospital work and 
capable of offering both advisory and practical assistance 
to institutions within the region less completely pro- 
visioned. The key hospital of the region will naturally 
be the key hospital of the division in which it lies. The 
key hospital of other divisions should generally be a 
large non-teaching hospital which again should be linked 
to the smaller hospitals of. the division by means of 
organised services. There should also be the system of. 
interchange of patients between key and secondary 
hospitals previously referred to. 

The smaller hospital—tin the organisation of medical 
services some of the smaller or cottage hospitals without a 
resident medical officer present a difficult problem and 
the question arises not infrequently as to their utility and 
economic value. It is to be hoped that hospitals with 
less than 20 beds can be usefully included in a regionalisa- 
tion scheme and be worthy of regionaT support if used for 
suitable purposes, such as ear, nose and throat, dental 
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and schoot clinics and convalescent accommodation. In 
many regions there are scattered about small hospitals of 
not more than 50 beds and without resident medical staff 
which should be linked up with the key hospitals by 
means of an understanding that they should undertake 
the care of patients from their neighbourhood 


(i) who do not need more special skill than can be obtained 
locally or by visits of specialists from the centre and 

(ii) who are ready to leave the key hospital and are not yet 
fit to return to their homes. 


It can hardly be doubted that the general practitioners 
who staff them would welcome the addition to their 
number of one or more consultants paying regular visits 
and would readily undertake to keep adequate records of 
cases under their care, in conformity with a system 
of record-keeping adopted by the region on the advice of 
the medical advisory committee. Uniformity of records 
is important for the progress of medical science and 
should facilitate field research work undertaken at the 
centre of the region. 

The linking of key hospitals with general hospitals of 
over 50 beds with one or more resident medical officers by 
means of a system of periodic visits by the consulting 
staff of the key hospital would be one method of bringing 
the general practitioner into closer contact with the key 
hospital and thus enable him to keep pace with advancing 
knowledge. Another step directed towards the same 
object would be the organisation of special services such 
as pathological, accident and cancer services on a 
regional basis. 

Consultants and specialisis—The development of 
organised medical services has been delayed by the lack 
of any regional hospital scheme in the past, with the 
result that progress in medical knowledge-and skill has 
outrun any measures taken for their widespread applica- 
tion. The distribution of consultants and specialists has 
been extremely unequal: in some regions there are 
many, even if not enough; in others very few or none. 
‘But even where there are many in a key centre they 
should in the future extend their activities thence to a 
personal share in the work of smaller hospitals where 
there is a shortage. The staffs of large hospitals will 
need to be increased if they have the responsibility of 
visiting outlying institutions. 
advisable for consultants to be nominally on the staff of 
a key hospital but to reside in an outlying area and serve 
a group of small hospitals. . 
essential in the organisation of the Emergency Medical 
Service. 

It may well be that the regionalisation scheme will 
ultimately involve the appointment of doctors to a 
region, or to a group of hospitals within a region, rather 
than to individual hospitals so that each member of the 
staff of a region may eventually carry out the work for 
which his abilities and experience most suit him, whether 
it be general consulting practice, one of the specialties, 
teaching or research. In these ways increments of 
medical knowledge may be more easily, quickly and skil- 
fully applied to the general practice of the profession. 
Moreover, it may be submitted with some confidence that, 
with a recognition of the value of a wider distribution of 
specialist work, more men and women with the ability 
and qualifications to perform consultant and specialist 
services would be attracted to these branches of the 
profession, provided that they could depénd on equitable 
payment from some source or another. 

Municipal and voluntary hospitals.—All the changes 
envisaged in regard to institutional treatment for patients 
of all classes point to. the conclusion that the voluntary 
_ hospitals no longer meet the increased medical and health 
needs of the population. This fact was recognised by the 
state in the Local Government Act of 1929 with the 
result that there are now more beds in the country in 
municipal than in voluntary hospitals. It is essential 
that the system of staffing all these hospitals, both 
municipal and voluntary, should be unified, a step which 
involves the remuneration of hospital medical staffs on a 
similar basis throughout the country as well as the 
measures in regard to the. distribution of staff already 
referred to. The day of the honorary position of 
hospital staffs has passed and it is necessary to consider 
the sources from which funds can be found for their 
stipends. 


MEDICAL USES OF RADIUM 


In some areas it may be © 


This has been found to be an _ 
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The information which has been accumulated by the 
trust during the past year in regard to the emergency 
hospital and medical services suggests that these services 
would’ have benefited considerably had regional and 
divisional councils been in existence to take a prominent 
share in their administration. The problems of hospital 
service administration vary so widely in different regions 
that local knowledge is an invaluable and almost 
essential asset. 

CONCLUSION 


The medical profession has a great part to play in the | 


i 
| 
| 
| 
| 
| 


future in the organisation of better health services. The : 


medical advisory council of the trust is unanimous in its 
approval of the regionalisation scheme as a first step 
upon this road. The council is further in sympathy 
with the practice, already followed in the three regions in 
which hospitals councils have been constituted, of 
establishing regional medical advisory committees. 
These committees are representative of the various 
branches of the profession, of general and consulting 


practice, of specialties such as pathology and ortho- | 


1 


peedics, of teaching and research and of public health and | 


preventive medicine. On the shoulders of these medical 
advisory committees will fall the responsibility of 
advising the regional councils in regard to the initiation 
or development of requisite services or, it may be, the 
limitation or curtailment of certain services in order to 
avoid wasteful overlapping or competition. The estab- 
lishment of these committees is an experiment in social 
medicine of the first importance and there is good reason 
to believe that the success of the regionalisation scheme 
will largely depend upon their strength and activity. 


MEDICAL USES OF RADIUM 


To maintain the continuity of their reports on experi- 
mental research the Joint Radiological Committee of 
the Medical Research Council and the British Empire 
Cancer Campaign have published their report for 19389 
in the British Journal of Radiology ! instead of as their 
usual monograph. In an introductory note, they explain 
that the disorganisation of radiological treatment at the 
beginning of the war has made it impossible for most of 
the clinical centres under their direction to submit 
their usual statements, but it is satisfactory to find that 
several centres have been able to continue their investi- 
gation of the physical properties of neutrons. The 
physics department of the Imperial College of Science 
and Technology has shown that secondary neutrons 
were produced when uranium oxide was bombarded with 
slow neutrons, and are investigating the possibilities of a 
chain action which would cause cumulative disintegra- 
tion of uranium oxide. Prof. F. L. Hopwood, D.Sc., 
of St. Bartholomew’s Hospital and Jhis collaborators 
have searched for neutrons emitted from radium and 
uranium during neutron bombardment without finding 
any. He has also, together with Prof. A. Wormall, 
D.Sc., and Mr. T. E. Banks begun an investigation into 
the use of radio sulphur as a biological indicator. This 
is the useful method whereby the element sulphur is 
rendered radio-active, becoming in the process S,;, a 
change fairly easily induced by exposure to the beam 


_ of the cyclotron, now available in the Cavendish Labora- 


tory. The radio-activity acts as a label for these atoms 
because it can be detected by special instruments, and 
considerable light can thus be thrown on physiological 
processes by following radio-active atoms introduced 
into animals by ingestion or injection. This work is 
still in the preliminary stages but is certain to be of 
increasing importance. `’ 

The question of the distribution of dosage under 
ordinary conditions of clinical radiotherapy has interested 
Prof. W. V. Mayneord, D.Sc., of the Royal Cancer 
Hospital and the workers of the Radium Beam Therapy 
Research Centre. Prof. Mayneord has continued to use 
the contour projector to estimate the integral dose 
throughout the mass radiated. The other workers have 
also attacked the problem of three-dimensional distri- 
bution. The results of their investigations into the 
effects of matched beams of gamma and X-rays will be 


1. Summary of Reports from Experimental Research Centres for 
1939, Brit. J. Radiol. January, 1941, p. 1. 
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of great practical importance and the care taken to 
find a suitable material for the construction of con- 
densors with characteristics independent of wave-length 
is a valuable contribution. 

Four laboratories, the Strangeways Laboratory at 
Cambridge, Mount Vernon Hospital at Northwood, the 
Institute of Animal Genetics of Edinburgh University, 
and the Barnato Joel Laboratories of the Middlesex 
Hospital, have continued experimental research on the 
` biological effects of radiation. At the first, Dr. F. G. 
Spear reports new work on the reactions of human 
tumour cells, which are compared with those of cells 
in tissue culture, of normal cells in vivo and of embryonic 
cells during development. Experiments on the signi- 
ficance of the wave-length factor by Mr. I. Lasnitzki 
and Mr. D. E. Lea, Ph.D., of this laboratory using 


tissue-cultures and chick embryos show a higher effi- ` 


ciency of medium and soft X rays as compared with 
gamma rays. 
tion to a similar experiment by Dr. J. C. Mottram and 
Mr. L. H. Gray, Ph.D., who radiated the tails of mice 
and point out that although a dose may be constant for 
radiation of different wave-lengths, it does not follow 
that the amounts of energy released are identical. This 
observation has led to some very interesting experiments 
on the ionising power of secondary electrons from 
atoms which may normally be present in living tissue. 
Sulphur was found to increase the secondary emission 
from two qualities of X radiation, 190 kV and 117 kV. 
Again the comparison is with gamma radiation. 

Mr. H. J. Müller, Ph.D., uses gene mutation and 
translocation, structural changes produced in the 
chromosomes of the mature male germ cells of the 
drosophila, as his indicator. His work relating to 
mutations from a single ionisation has now reached a 
point where he can say that this effect is approximately 
proportional to the dose received, even if this is fraction- 
ated and prolonged over long periods. The importance 
of this to all whose work exposes them to penetrating 
radiation is obvious. His maximal effect is produced 
by raying the mature spermatozoa because trans- 
locations are also important at this stage, but genes 
being the unit for inheritance total hereditary effect 
depends on the total dose received by the individual 
throughout the whole length of life. 

The work done by Prof. Sidney Russ, D.Sc., and Miss 
G. M. Scott is always practical, and the negative finding 
that the effects produced by radon do not differ essen- 
tially from those produced by radium is important at a 
time when the use of radon offers protection against the 
risk of radium being dispersed by enemy action. The 
biological effect of neutron radiation is as important as 
the physical properties, and investigation of the bio- 
logical effects from neutrons and the relative effect of 
neutrons and gamma rays of mouse tumours has been 
undertaken. The investigators conclude that if 
tumours are damaged by neutrons through the reaction 
of a single recoil proton new factors come into con- 
sideration which may prove of value in cancer therapy. 


SCOTLAND 


WAITING-LISTS 


A FURTHER step has been taken in the reduction of the 
waiting-lists of voluntary hospitals. Agreement has 
been reached between the Department of Health for 
Scotland and the British Hospitals Association (Scottish 
section) and beds are to be made available in the 
emergency hospitals and annexes for the treatment of 
ordinary civilians who would normally be admitted to 
voluntary hospitals. The voluntary hospitals will con- 
tinue to admit patients in the ordinary way but may 
nominate patients whom they cannot admit quickly 
for admission to the appropriate casualty hospital. 
Preference will be given to patients engaged on work 
of national importance whose restoration to full health 
would be of national value. They will be treated in the 
casualty hospitals free but the voluntary hospital from 
which they come will make a small: payment for each 
to cover food, drugs and dressings. 


POLISH MEDICAL FACULTY IN EDINBURGH 


The Polish government have accepted the offer of the 
University of Edinburgh to set up a Polish medical 


IN ENGLAND NOW 


Their results should be examined in rela- 


.I persisted. 
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faculty. Many Polish medical officers have felt the need 
for postgraduate refresher study and there are in the 
Polish forces in this country a large number of men whose 
medical studies in their own country were interrupted 
by the war and who now wish to complete them. There 
are énough Polish professors and lecturers in this 
country to form a teaching faculty with the help of 
the university departments. Language difficulties make 
it desirable for Polish students to be taught by Polish | 
teachers wherever possible. Arrangements are not yet 
complete, but in the meantime a beginning is to be made 
by attaching Polish graduates to some departments for 
postgraduate work. The provision of teaching beds in 
a central situation is one of the important problems 
which remain to be settled. 


In England Now 


A Running Commentary by Peripatetic Correspondents 


I was travelling in a tramcar in a midland industrial 
town at the rush-hour when streams of workers were 
pouring out of the factories. Beside me was a young ` 
workman who looked pale and tired. He yawned and 
I said to him, ‘‘ Are you still working long hours ? ”’ 
He shrugged his shoulders, looked at me suspiciously 
and grunted, “ Yes.” “How are you standing up to 
it?’ ‘* Takes it out of you,” he said. ‘‘ I’ve lost two 
stone in weight since the war started.” .‘‘ Why do you: 
think you’ve lost weight ? ” ‘‘ Because I know I have,” 
said he truculently. ‘‘ Yes,” I said, ‘‘ but what do you 
think is the cause of it?” “ Because we work every 
day of the week and get no chance to recover.” “Do 
you eat well and get enough to eat? ” ‘* Yes,” he said. 
‘*T take sixteen sandwiches and eat them during the 
shift. If you don’t eat a lot you can’t stand the work.” 
And then musingly, ‘‘ You’ve got to look after yourself 
when working these hours; otherwise you’d crack up ; 
it’s a case of work and sleep and work again; get’s a 
bit dull, but we can stand it, specially young men like 
me; it’s the old chaps I’m sorry. for—they’re completely - 
done in towards the end of the twelve-hour shift, and 
we've got to finish off for them, poor blighters. Pity 
they can’t get lighter jobs.” “Is yours a heavy job ? ” 
“ Yes.” “What do you actually do?” . 
“ Aircraft,” he said, in a tone that forbade any further 
reference to the matter. I got out of the tram with a 
“ good luck ” to him, and I daresay he didn't notice 
that I metaphorically cance my nat 


I once had a E sho said that if he ever wrote’ 
a detective novel, he would call it ‘‘ The Patient in 
Bed 17.” In spite of the criminal apparatus (poisons, 
corpses, mortuaries, anesthetics, knives, lunatics and 
doctors) to be found in this hospital, crime has not yet 
risen above the level of the recurrent petty thief who 
steals ten shillings from the coat the surgeon has left 
hanging in the anesthetic room. 

When I heard that most of the children had suddenly 
developed diarrhcea I looked forward to some happy 
hours of detection. Armed with pencil and paper, I 
assumed the personality of Colonel Wimsey Thorndyke, 
the famous hospital sleuth who has brought so many 
villains from the Salpétriére to the Streté, and set out. 


I found myself somewhat late on the scene, the incident 


had occurred three days before and was considered to 
be closed. Rather damped, I went more slowly to work. 
The outbreak had the explosive character of an epidemic 
due to food or drink. Water and milk were readily 
excluded by the peculiarly local distribution of the cases. 
Soldiers, civilian sick, maternity patients and staff were 
not affected. Nor were infants who were on a diet of 
milk only. The sister of one ward was positive that the 
minced meat was to blame, another felt equally strongly 
that one should never trust a German sausage. Inquiry 
showed that many children who had sausage did not have 
diarrhoea, and many who had diarrhea did not have 
sausage. The meat (slices of boiled mutton) had upset 
no-one, but every child but one of those who had 
diarrhoea had eaten similar meat minced. The one 
exception had developed tonsillitis at the same time that 
she had diarrhma. 

In a good thriller a murderer never strikes only once. 
Imagine, Poirot, my consternation, on arrival at the 
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- hospital on the following day, to find that the occurrence 
had been repeated. Forty-four innocent children had 
been stricken in the night. All had had mince, while 
most of their happy confreres had not. Furthermore, 
three old women in one ward were also affected and 
they were the only adults to prefer minced beef to beef 
-cut off the joint. - The time for unmasking was near. 
I approached the cook and demanded to be shown the 
mincer. He told me that meat was cut off one of the 
bars minced and put in a warm oven until it was sent 

the wards. The mincer was cleaned by pouring hot 
water through it. ‘‘ Who cleans it? ” Jack ”?” (a 
mentally defective inmate). ‘“ Ah! Take the mincer 
to pieces.” The blades, the disc, the worm, were spot- 
lessly clean. Saddened, I was turning away, but in a 
last effort I produced a speculum and inserted it into the 
mouthpiece of the machine. 
travelled back and forth and revealed in the depths a 
pallid heap of yesterday’s mince. With a flash of 
triumph I turned round, but Dr. Watson had gone off to 
see a Canadian who had fallen from his motor bike. So, 
taking a pinch of cocaine and tucking my violin under 
my chin, I started to write this little monograph. 


* * * 


The war is responsible for a lot of trouble, but not for 
everything that goes wrong. - Today, for instance, all 
sorts of people are holding up their hands in horror at 
what they call ‘‘ the great increase in juvenile crime.” 
Technically, of course, there is no such thing as juvenile 
crime, the authorities having decided that the anti- 
social activities of the young shall be camouflaged as 
_ juvenile delinquency.” It doesn’t much matter. The 
fact remains that the charge sheets in the juvenile courts 
are longer and fuller than they were, and there does seem 
be an increase in the number of serious offences. It 
is desirable, however, before jumping at any conclusion, 
to analyse the cases. If this be done, it will be found 
that a large proportion are no more than the outcome of 
thoughtless mischief. The three small boys who stole 
from a shop a card attached to which were a dozen 
twopenny bottles of hair oil were naughty, but they can 
have had no really criminal intent. .The bottles of hair 
oil were of no use to them ; they certainly had no notion 
of employing them for any esthetic purpose. 
heads, after their raid upon the shop, were as untidy as 
they had been before. : Having got hold of the little 
bottles all they did was smash them against a wall, one 
by one. This no doubt was satisfying, but not criminal. 
Their act was one of sheer mischief. So with the boys 
- who took a great deal of trouble over rifling a box on a 
lorry and found.their booty was quite uninteresting— 
tothem. It was a shaving set, most of which they threw 
away. Recently a number of cases have come before 
one juvenile court, each exactly like the last. Three or 
four small. boys have appeared, and all of them have 
admitted taking from unattended buses packets of bus- 
tickets. No satisfactory explanation has so far been 
forthcoming. It is not easy to see what can be the charm 
of bus-tickets, which carry no pictures, and are not even 
coloured. A school attendance officer suggested that 
they may be taking the place of cigarette cards, now no 
longer obtainable. This was reported in the local news- 
paper, and a man, for many years bedridden, was scorn- 
ful. He explained that when he was a boy a mysterious 
sort of gambling game was played with disused bus- 
tickets, the basis being the numbers printed on them. 
But he went on to explain that tickets: arranged in 
sequence (as were the stolen ones) were of no use. He 
rubbed his head and began to think again. The fact of 
the cases under consideration was that the small boys, 
having got hold of the tickets, promptly lost them or 
threw them away. In short, the entire business con- 
sisted in the fun to be got from outwitting the bus people. 
That, probably, is the explanation of quite a lot of 
juvenile delinquency. The small boys steal, not so 
much with the hope of gain, as for the sport of the thing : 
just as their elders go off big-game hunting—merely for 
the thrill. | | 
Bigger boys offer a much more serious problem. Why, 
for instance, should two boys of 16, both looking more 
like 20, smash a whole series of plate-glass windows ? 
Within a couple of weeks they did more than a hundred 
pounds’ worth of damage, All they had to say was that 


The little circle of light 


Their 


they were sorry. Both were in regular work earning 
good wages; both came from comfortable homes; 
neither showed any sign of a grievance against society. 
Was this, again, merely an example of thoughtless 
mischief? It looked like it, but if so it was a very. serious 
form of mischief. They were technically ‘ young 
persons,” but actually were young men, earning wages 
which not so long ago would have been considered ample 
by men of mature age. And that raises a question which 
is causing a good deal of perplexity in many directions. 
Are wages paid to lads too big? Almost certainly they 
are. Many lads are picking up so much money, of whose 
value they have little knowledge, that they are developing 
quite irresponsible habits. They will throw up a job for 
the flimsiest possible reason, knowing that they can get 
another just so soon as they feel inclined. That is bad 
for them and for everybody else. It engenders that 
spirit of selfishness which is responsible for so many of 
our present discontents. 

There remain, however, a great many cases of what, 
in older people, would be called crime. Stealing seems 
to be on the increase, often accompanied by breaking and 
entering. Lock-up shops are a common prey and, it 
must be admitted, an easy one. The actual amount of 
loss is considerable. It is aggravated by the fact that 
a good deal of wilful damage is often done, as by the 
boys who lighted several fires before leaving. Fortun- 
ately they all went out. Some other boys, not content 
with getting off with a lot of consumable stuff, scattered 
and trampled on a number of cartons of cheese and 
other foodstuffs. In these cases lust for gain seemed to 
be combined with a spirit of mischief. Today, it must be 
admitted, poverty is seldom if ever offered as anexcuse. A 
big proportion of the erring boys come from comfortable 
homes in which there is no lack of anything in reason. 

What is to be done about it? Some magistrates are 
falling back upon the old method (largely out of fashion 
now) of ordering a judicial beating. But is that wise ? 
It must be remembered that a judicial beating can be 
ordered only for those under 14, technically children. 
In practice it is found that already the children have 
been well and truly beaten by one or other parent with- 
out, apparently, any good effect. The parents say so, 
quite often. And, after all, does beating serve any end 
except to assuage the spirit of vindictiveness which is 


present in most of us? Should we not, rather, ponder 


more deeply upon the root causes of delinquency ? . One, 
indubitably, is a widespread sense of irresponsibility, 
common to parents as well as children. That has its 
roots deep down in our modern society. 


x * æ 


Among the chief interests of Gilbert White of Selborne 
was the recording and cautious interpretation of climate 
and weather. It is pleasant to turn to his famous book 
about Selborne and compare what he has to tell us of 
the hard winters of his time with. the winter of last year 
and the milder but still disagreeable characteristics of 
the present season. For me it is particularly interesting 
because I happen to live within a few miles of Selborne. 
At the end of his book White gave what he called a 
summary of the weather for the twenty-five years 
between 1768 and 1792. He was especially concerned 
to record the length of the winter season, for in each year 
his commentary is ‘mainly written about the weather 
from January to June, and he often dismisses the rest 
of the year with a mere sentence or two. The striking 
fact appears that what we call an ‘“‘ open ”? winter was 
then comparatively rare: in nine only of the twenty- 
five years was January free of frost and snow. White’s 
hardest winter was in the January of 1776, the year when 
the Thames was frozen ‘‘ both above and below bridge,” 
and the snow lay deep in London streets for twenty-six 
days. ‘‘ According to all appearances we might now 
have expected the continuance of this rigorous weather 
for weeks to come, since every night increased in 
severity : but behold, without any apparent cause, ‘on 
Feb. lst a thaw took place, and some rain followed before 
night. > On Feb. 2nd the thaw persisted and on the 
3rd swarms of little insects were frisking and sporting 
in a courtyard at South Lambeth as if they had felt no 
frost. Why the juices in the small bodies and 
smaller limbs of such minute beings are not frozen is a 
matter of curious inquiry.’ 
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From these jottings it will be gathered that in White’s 
time really severe winters were not any more common 
than they are nowadays; and further, his records seem 
to confirm the popular notion that the South of England 
winter seldom begins till January, rarely lasts into 
February, and only exceptionally into March. One 
observation which he makes somewhere in one of his 
letters, which I cannot at the moment track down, is 
that severe frosts, especially if they are lasting, always 
follow unusual rains, and do not occur unless the ground 
has become thoroughly sodden. I should be curious to 
know if this observation has been confirmed by our 
modern meteorologists. It is certainly true that in this 
neighbourhood last November was an unusually wet 
month and the frosts began early and have continued 
long. White of course knew nothing of cyclones and 
anticyclones, nothing of warm and cold “ fronts,” but 
he did leave us a picture of the average climate which 
may serve to convince us that there has been no radical 
alteration in the last 150 years. 


* * * i 


The railway station where I wait for my next train 
has two bookstalls, and, as I spend much of my time 
gazing at one or other of them, I know their wares by 
heart. There are the usual railway-journey magazines, 
the glossy shilling weeklies, the matt threepenny ones ; 
there is an area occupied by different magazines for 
women, differing, at least, as to covers; there are piles 
of reprints, romantic, criminal, and non-fiction. But 
the real places of honour are given to a periodical 
devoted to Going About With Nothing On, the cover of 
which depicts two or three deliciously pneumatic nymphs 
gazing out over a land- or sea-scape. Copies of this 
magazine, besides forming a sturdy pile on their own, 
slop over into every available spare space on the stalls. 
I counted seventeen current numbers on the two book- 

stalls. Now what I wanted to know was: Who buys 
this magazine—without having it delivered by post in a 
plain wrapper, that is? Has anyone been observed 
buying it? I once bought one and read it ostentatiously 
from Norwich to Liverpool Street for a bet; but that, I 
felt, was different (and quite candidly, it wasn’t worth 
it; I wouldn’t do it again; I had thought I didn’t care 
what strangers thought of me, but I found I had been 
mistaken). Besides which, that was before the war, 
when the magazine kept discreetly in its own pile. This 
resent exuberance, I feel sure, is a war-time symptom. 
ut of what? (Psychologists, R.S.V.P.) Our armed 
forces certainly don’t fall for it. The N.C.O.s who 
share my third-class smoker all seem to read Penguin 
Shakespeares unless they are doing their trigonometry 
homework. Other ranks sleep or absorb a crime ration. 


Well, I watched these bookstalls for four hours, with . 


ten minutes off for tea, and nothing happened. Perhaps 
I looked too much like the detective at the wedding- 
reception. I don’t know. Nobody, so to speak, even 
hovered. I can understand a chap’s nerve failing him 
at the last moment, and fobbing himself off with a 
gardening monthly because he suddenly felt conspicuous. 
I once acquired an extremely dull middle volume of 
Proust instead of an Edgar Wallace I had promised 


myself, because I found the lord-lieutenant of the. 


county—my one and only two-guinea patient—at my 
elbow buying the Times and Blackwoods. There was no 
legerdemain either ; nobody slapped their other choices 
in a pile on top of one of these magazines, and so removed 
it under cover of, say, the Hibbert Journal. No. I 
watched carefully for that. At the end of my vigil, 
when there was a very strong rumour that one of the 
next trains would visit my destination, there arrived on 
the scene a couple of elderly subalterns. ‘‘ It’s the 
padre’s birthday tomorrow,”’ said one, ‘‘ what about 
it?” The other whinnied encouragingly; and they 
proceeded to buy not only my pet magazine but a 
number of paper-covered novels, the jackets of which 
promised the. gravity-removing adventures of priests 
finding themselves among artists, and of the dalliance of 
men and maidens shipwrecked on islands. Careless of 
‘all bystanders learning their intentions they bought 
these volumes loudly and wholeheartedly. So whole- 
heartedly that they neglected to buy themselves any- 
eae read on their journey. 
one ? 


PARTING OF THE WAYS 


Is that how it is 
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Letters to the Editor A 


PARTING OF THE WAYS IN DIET 


f SIR, —At the present time it looks as though the British 

diet may become ‘deficient in first-class protein, iron, 
calcium and in most if not all of the vitamins. Of meat 
we obtain but ls. 2d. worth per week—possibly 2 oz. 
per day; poultry, game, eggs and white fish are almost 
prohibitive in price, certainly so for the poor; cheese 
has almost vanished off the market and in places milk 
is still scarce for anyone but pregnant or nursing mothers 
and children under five. Oranges, grapefruit and lemons 
are extremely scarce and bananas are no longer imported. 
Watercress and ‘‘ greens ”?” have been damaged by the 
inclement weather. The British public will not eat 
much wholemeal bread and must wait for its fortified 
loaf till next May, which anyway won’t contain riboflavin, 
nicotinic acid and pantothenic acid. 

There appears to be two ways to meet the difficulty. 
The first is to turn over to a diet consisting predominantly 
of wholemeal bread, green and root vegetables, potatoes 
and oatmeal, with possibly a small amount of 
cheese and meat. There is little doubt that such a diet 
would support adult life and provide all the vitamins 
except possibly D in more than satisfactory amounts 
and all inorganic elements needed, except calcium, 
almost in excess. I admit that that diet would take 
some eating and getting used to, and also that it would 
fall far short of the 37 grammes of first-class animal 
protein supposed to be essential for adults. But I would 
risk that for adults. The other way is gratefully to 
accept an offer from the United States to import into 
this country myriads of capsules containing concentrates 
of vitamins and the requisite inorganic elements and 
distribute them among the population. But do you 


imagine that the British public can ever be educated up 


to take either alternative ? I do not, but I wonder if 
the Board of Education and the Ministry of Food are 
going to try and if so through what medium. 

Barkley, Leicester. V. H. MOTTRAM. 


THINGS TO COME 


Sır, —It appears certain that the New World which is 
to emerge at the end of the present conflict will bring 
revolutionary changes in the organisation and practice 
of medicine. On all sides we can see the beginning of 
an irresistible process of nationalisation and socialism. 
The future of medicine lies in prevention and in no field 
is there greater need or scope for its application than 
in maternity and child welfare. The maintenance of a 
healthy stock is vital to the very existence of the state. 
Happy and healthy mothers and babies should be the 
first concern of the medical man of today ; now is the 
time for all who believe that medicine can make vital 
contributions to the welfare of mankind to put forward 
their suggestions. 

As an obstetrician I seek the hospitality of your 
columns to make the following propositions : 


1. Compulsory notification of pregnancy. 

2. Establishment of health centres. 

3. Therapeutic abortion to be available in proper cases and 
with adequate safeguards. 

4. Family allowances, and other means of direct encourage- 
ment to the raising of families. 

5. The end of domiciliary midwifery. 


Let me enlarge briefly on these points. 

1. Compulsory notification may not be a popular 

suggestion to make to a nation fighting to defend its 
freedom, but I am convinced of the value of it. No-one 
appears to mind notifying the birth of a baby, and it is 
a small step to notify the expected arrival of one. It is 
necessary for the efficient working of all the suggestions 
that follow. 
2. Health centres, under the contol of the M.O.H.s, 
would embody the present antenatal clinics and con- 
traception clinics where they exist. Their scope should 
be enlarged so as to make them attractive to the young 
adults of both sexes and they would include gymnasia, 
swimming baths and rooms for lectures on hygiene 
including the hygiene of marriage. 

3. By therapeutic abortion is not meant “ easy 
abortion ” after the manner of the Russian experiment, 


N 
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but abortion in cases where the continuance of pregnancy 
would be more antisocial than its termination. In my 
own work as gynæcologist to a large mental hospital I 
have not hesitated to induce abortion among the 
inmates, and I cannot imagine any logical argument 
whiçh could be sustained that it was wrong to have done 
so. There should be a reduction in the appalling figure of 
125,000 feeble-minded children reported to the local 
authorities (statistics from 1931-37 show that the num- 
bers are rising). 
after medical consultation, in a case of frank and fully 
proved rape; nor in the subjects of active tuberculosis 
where the tragedy of allowing the continuation of the 
_ pregnancy is seen in the Registrar-General’s figures for 
deaths from tuberculosis in infants under 5. And more 
examples could be given. — 

4. Family allowances are really part of the larger issue 
of housing, unemployment, &c.—too large an issue to 
discuss in a letter. Something of this nature must be 
done to remove the present-day anomaly whereby the 
state is, in certain circumstances, prepared to expend 30s. 
a week to maintain an imbecile child, but only 5s. a 
week to support a healthy one. 

5. Few would lament the end of domiciliary midwifery. 
Childbearing must be made as safe, painless and 
inexpensive as possible for every mother in every class 
of society. At a well-conducted maternity home the 
maternal death-rate is much below the average for the 
country asa whole. What has already been done in this 
direction here and there ought to become general. 

The difficulties of making childbirth painless at the 
patient’s home are well known to those of us who have 
practical experience. We know equally well that it can 
be safely and efficiently conducted under institutional con- 
ditions. Maternity homes should have a private wing for 
the more well-to-do patients, and from this source small 
funds could be made forthcoming to help the poorer 
mothers with comforts for themselves and their babies. 
' The House of Lords debated recently the subject of 
euthanasia. While this interests us all, it is more 
immediately profitable to concentrate effort on the 
problems attaching to the entry into the world of a new 
life, so as to ensure for it an environment more befitting 
than a stable or a slum. 


London, W.1. EVERARD WILLIAMS. 


Sir,—Dr. Amor asked how personality change can be 
brought about in the individual and in the mass. May 
I try and put it in a sentence or two. When a patient is 
willing to codperate and recognises the need of change, I 
employ the following steps: 1. Insight and recognition 
as to where the change is needed. 2. Specific admission. 
3. Decision to make the change. 4. Reparation where 
necessary. 5. Acceptance of a power which enables the 
change to take place. 6. Establishment and growth. 
A new world will be built by new men. Starting with 
ourselves the infectious quality of new life spreads to 
others. There is thus formed within the nation a living 
framework of disciplined, unselfish, responsible men and 
women who know how to work together. In such a way 
national renaissance could occur, positive characteristics 
being enhanced and weak points recognised and 
eradicated. This new spirit will spread from nation to 
nation. 

St. Albans. 


SAVING THE PREMATURE BABY 


S1r,—I was very glad to see that Dr. Collis has taken 
exception to the remarks of Sir Robert Hutchison on 
the attitude to be adopted to premature infants, and I 
think the majority of the profession will agree with what 
he says. Sir Roberts statement that ‘“ neonatal 
mortality is not related to poverty and no improvement 
in social conditions can improve it ’’ runs quite contrary 
to my own experience in Aberdeen. 

The common causes of neonatal deaths are faulty 
management of the labour and prematurity. So long as 
prematurity is common there will always be a high 
neonatal mortality, as the nednatal death-rate is directly 
proportional to the weight of the child at birth, even 
under the best conditions. In my experiente prema- 
turity amongst the prosperous section of the community 
is rare except where labour is induced because of pre- 
eclamptic toxemia. Amongst the poor where the diet 


E. E. CLAXTON. 


B.M.A. MEDICAL PLANNING COMMISSION 


Nor have I hesitated to induce abortion, 
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is deficient and adequate rest often impossible, premature 
labour is much more frequent. In Aberdeen, amongst 
the . well-to-do, the neonatal mortality due to prema- 
turity is 10 per 1000 as against 20 per 1000 for the rest 
of the city. There is not the slightest doubt, however, 
that skilled medical and nursing care will save many 
infants who would otherwise die. >; 

Surely the solution of this enormous and important 
problem demands the combined efforts of those 
concerned—viz., general practitioners, local authorities 
through their maternity and child welfare services, the 
pediatrician and the obstetrician. It is therefore with 
some disappointment that I-read in Dr. Collis’s letter 
that ‘‘ the battle with the obstetricians and the mid- 
wives has not yet been won ” and references to ‘“‘ ammu- 
nition ’’ and ‘‘ the enemy.” On this side of the water 
we get enough experience of such things in spheres other 
than that of medicine. 7 

Aberdeen. DUGALD BAIRD. 


B.M.A. MEDICAL PLANNING COMMISSION 


SIR, —As younger members of the medical profession 
we welcome Sir Ernest Graham-Little’s timely criticism 
of the proposed planning commission set up by the 
central executive committee of the B.M.A. He has 
pointed out the unrepresentative nature of this body, 
both as regards the profession as a whole and younger . 
members in particular, many of whom by serving in 
H.M. Forces are divorced from civil activities. 

We wish to record our grave misgivings about the 
commission and its purposes. This is based on a 
knowledge of previous actions taken by the central bodies 
of the B.M.A. which have already adequately been 
exposed in your columns. The council and central 
executive of the B.M.A. has long since ceased to. consider, 
much less to represent, the views of the ordinary members, 
who were not informed of the proposed formation of the 
commission, and moreover had no voice in electing 
representatives. We have been presented with a fait 
accompli which is totalitarian in principle, and as such 
must be received with disfavour and distrust. Re- 
organisation of the medical profession must affect the 
general public. The central executive is therefore ex- 
ceeding its functions, since in the democracy for which 
we are fighting Parliament is the proper body to express 
the policy of the people. 


T. H. Boon MarGAReEtT M. M. H. L. Ross 

W. E. CHAPMAN Morrison J. SHORT 

WINIFRED M. A. H. G. MUNRO J. SIMPSON 
Dawson T. O'SULLIVAN G. A. SMART 


Erse L. PEET 
MARGARET PURDIE 
G. O. RICHARDSON 


HELEN W. GEDDES 
T. I. GORDON 
H. J. JOHNSON 


J. P. SPARES 
C. J. L. THURGAR 
T. H. TWEEDY 


J. D. T. JONES Ian D. Rory STANLEY Way 
D. M. LEIBPRMAN FRANK ROBERTSON JANE S. . 
H. G. MILLER 


K. V. ROBINSON 
Newcastic-upon-Tyne. 
PREVENTION OF DIABETES 

Sir,—I regret that a failure on my part to particularise 
in my letter of Jan. 4 has led Dr. Young to believe that 
I hold an opinion that I certainly do not. I agree with 
Dr, Young and with Haist, Campbell and Best (New. 
Engl. J. Med. 1940, 223, 607) that the evidence indicates 
that in diabetic animals whose disease is not controlled 


WEIGHTMAN. 


by insulin the ingestion of excessive amounts of carbo- 


hydrate probably exhausts, whilst restriction of carbo- 
hydrate, either by starvation or by giving fat diets, 
probably rests the remaining insulin-producing tissue. 
This I attribute to the fact that, because carbohydrate 
requires insulin for its disposal at adequate rates, 
excessive amounts of carbohydrate rapidly exhaust the 
limited supply of insulin in diabetic animals. In the 
normal animal, however, which possesses sufficient 
insulin to dispose of any reasonable amount of carbo- 
hydrate, the position is different. Here large amounts of 
carbohydrate appear to increase the sensitivity of the 
animal to insulin so that each unit of insulin ban 
more effective and the strain on the pancreas is thus 
lightened. Similarly restriction of carbohydrate impairs - 
sensitivity to insulin and increases the strain on the 
pancreas. Dr. Young is in error in attributing to me 
the view that the sensitivity of the tissues to insulin 
is impaired by a diet of fat. I have, on the contrary, 
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shown that fat has no influence on insulin sensitivity 
but that the degree of insulin sensitivity—and sugar- 
tolerance—is determined solely by the amount of carbo- 
hydrate in the diet; the more carbohydrate the greater 
the insulin sensitivity, the less carbohydrate the less the 
sensitivity to insulin (Clin. Sci. 1935-36, 2, 67). This 
statement applies to normal animals, healthy men, and 
insulin-sensitive diabetics whose disease is fully con- 
trolled. It does not apply to insulin-insensitive dia- 


betics even when their disease is controlled. In them’ 


administration of carbohydrate increases the need for 
ingulin (Clin. Sci. 1939, 4, 153) and in them the diets 
advocated by Petren, which contain little carbohydrate, 
produce excellent results. 

My objection to the paper by Haist, Campbell and 
Best is mainly concerned with their interpretation of the 
experiments on normal animals. They conclude that in 
normal animals high carbohydrate diets increase, whilst 
starvation, high fat diets and insulin rest the insulin- 
producing tissue. In my opinion their experiments 
are capable of exactly the opposite interpretation. 
In consequence their suggestion that, to prevent the 
development of diabetes in predisposed subjects, the 
children of diabetic parents should be subjected to 
periods of starvation, prophylactic administration of 
insulin and high fat diets, appears to me to be more 
likely to produce the opposite effect from that which they 


desire. H. P. Himsworru. 
University College Hospital Medical School. 


ZETIOLOGY OF UTERINE DESCENT 


Sır, —I have read with interest and regret the’ dis- 
cussion on uterine descent in THE LANCET of Jan. 18— 
with interest because our friends in Ireland can still pass 
the time at academics, and with regret because with so 
much leisure a better picture was not presented. To 
impute uterine descent to damage of the uterine liga- 
ments during labour, as though the uterine ligaments 
are alone concerned in the uterine position, seems to me 
extraordinary. The aperture in the pelvic floor through 
which the urethra, vagina and rectum pass to reach the 
surface of the body is only about 13 in. long and is 
bounded in front by the pubic arch, and at the sides and 
behind by the U-shaped muscle, part of the pelvic floor. 
When one reflects that it is through this aperture that 
the child must pass to be born, one would have thought 
that . obstetricians and gynecologists—especially in 
Ireland, where they are so advanced in such matters— 
would have given some credit to the pelvic floor, reflect- 
ing that not only does it retain the pelvic viscera in the 
non-pregnant (during coughing or when lifting heavy 
weights or playing tennis), but that during pregnancy it 
hypertrophies, presenting in well-developed primi- 
gravide: a great thick band almost as strong as an iron 
ring. And they might also have reflected that injury to it 
during childbirth probably has a bearing on subsequent 
prolapse. But in your report there is not a word suggest- 
ing that this structure is at all important, or that injury 
„to it is of any consequence. 

Why do obstetricians and others glue their eyes on the 
ee ligaments ? Three operations were mentioned 

s giving the surgeon insight into the “‘ importance ” of 
the ligaments of the uterus: vaginal hysterectomy, the 
Fothergill operation, and Wertheim’s operation. The 
speaker did not mention hysterectomy of the pregnant 
uterus, an operation which according to Bland-Sutton 
is one of the easiest in surgery because all the uterine 
ligaments become softened in pregnancy; indeed he 
might have said that they almost disappear. How 
could the opener of the discussion maintain that the 
uterosacral ligaments during pregnancy ‘‘ prevent undue 
falling forward of the heavy fundus ?’’ Does he think 
not only that the pelvic floor—striated musculature—is 
useless, but that the abdominal wall is useless too ? 
Who has seen the uterine ligaments in late pregnancy 
as bands capable of sustaining the heavy uterus? 

_ Nobody. During childbirth the pelvic floor is damaged 
anteriorly by the occiput sliding or grinding semi- 
laterally past the anterior arm of the taut muscle which, 
displaced laterally by the foetal head, is caught between 
the foetal bony occiput and the semi-lateral bony pubic 
arch; the muscle-fibres are cut as by a knife, and this 
may occur without any laceration of the vagina. 


That women with this lesion suffer in consequence 
from prolapse is confirmed by the effect of the related 
surgical reply. The arm of the puborectalis which has 
been torn or cut is exposed. The anterior extremity of 


the muscle band is severed from its origin and fixed by - 


suture to the pubic arch more medianly. I have done 
this operation on one or other side, sometimes on both, 
over seventy times with one death, and I have had several 
failures but some brilliant successes. When the pelvic 
floor is intact and functions properly the ligaments of the 
uterus can be left to take care of themselves. 


Rugby. R. H. PARAMORE. 


TREATMENT OF WAR NEUROSIS 


S1r,—One or two points in last week’s article by 
Dr. Eliot Slater and others call for clarification. They 
have seen over 1500 cases of neurosis and psychosis and 
it is a pity they do not give any indication of the pro- 
portion they have been able to send back to duty, both 


to fighting units and to others imposing less of the active. 


stress of warfare. These figures would be instructive 
because the impression the article conveys is one of 


therapeutic pessimism, and indeed they emphasise that ` 


treatment should not be aimed too high and that over- 
optimism is to be avoided. 

- Admittedly the prognosis depends on a number of 
factors, particularly the type of strain the patient has 
been subjected to and the rapidity with which he is 
brought under treatment, and it is astonishing to learn 
that it may be weeks or months before even the pos- 
sibility of treatment is reached. I had hoped this was 
a thing of the past. But I formed the opinion that more 
could be done for the different types of cases by psycho- 
therapy than the authors seem to believe, even without 
the use of radical methods. This view is supported by 
a large experience in the last war and by the cases I 
have seen so far in the present war. 

Dr. Slater and his colleagues will therefore have to be 
prepared to meet the criticism that, in advocating. so 
freely discharge from the Army, they may be taking the 
easy course and that, having regard to the very qualified 
views they hold as to the value of psychotherapy, they 
are perhaps leaving important measures of treatment 
untried. They state that it is no good sending back 
into the Army, merely because he is symptom-free, a 
man who is liable to break down under small strain, 
and also that it is necessary to make an assessment 
of the personality before deciding on the disposal of the 


case. It would be of great interest to learn what 


criteria'they use in estimating this liability to breakdown 
and what qualitative and quantitative factors they 
employ in assessing the personality. 

Many excellent and tried soldiers have neurotic 
qualities and considerable numbers of men in the last 
war made good after an attack of war neurosis even on 
being returned to the environment which precipitated 
the breakdown. 

Harley Street, W.1. 


CHOICE OF ANASTHETIG IN EMERGENCY’ 


Stmr,—Reading your review of the Essentials of 
General Anzsthesia, it seemed to me that among the 
many alternatives discussed one aspect was neglected ; 
and this omission is common in other volumes on the 
subject. What anzsthetic should be used in an emer- 
gency when no experienced anesthetist is available ? 
Surely there can be no doubt that a chloroform-ether 
mixture is the safest and easiest. It needs no special 
apparatus, just a mask, tongue forceps, gag and drop 
bottle. Men educated in Scotland, certainly up to the 


FREDERICK DILLON. 


, first decade of this century, rarely ‘used any anzesthetic 


other than chloroform. That there were occasional 
fatalities I know. I never saw one. The addition of 


ether undoubtedly diminished its dangers, without. 


incurring the risk of lung complications not rarely fatal 
when open ether was given. 

From my own experience I am sure that the failure to 
give a “ good ” anesthetic is the fear engendered by 
London teachers, especially in the years at the beginning 
of the century when the chloroform-ether controversy 
was at its height. Too often I have seen and experienced 
the inadequate anzsthesia brought about by this fear, 
and the consequent giving of too small quantities of an 


= ag i 
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anesthetic, . The administration of a chloroform-ether 
- mixture is easily taught and the technique so simple that 
any doctor in an emergency can give it, with success 
both from the patient’s and surgeon’s -point of view. 


Lowndes Street, S.W.1. H. BECKETT-OVERY. 


SAVING ON DRUGS 

SIR, —I am pleased to hear that the therapeutic 
requirements committee of the Medical Research 
Council are to publish a revised edition of their memor- 
andum on economy in the use of drugs. This committee 
has done exceptionally valuable work, but unfortunately 
its recommendations are read only by a comparatively 
few even though they are published in the medical 
journals, because sad to relate probably only 50% of 
medical men read current medical journals. This 
influential committee must therefore go further than 
mere recommendation and persuade the appropriate 
ministry to prevent the importation or manufacture of 
all drugs in category C of the committee’s classification. 
At present bananas and other valuable fruits are banned 
but the importation of cassia, foeniculum and tamarindus 
can continue unchecked. 

The committee has also published a list of medicinal 
plants which could be grown in this country. The 
Ministry of Health in conjunction with the Ministry of 
Agriculture are doing something to carry the proposals 
into effect. But more energetic action is required. Let 
the - Royal Colleges disimburse some of their lucre and 
establish experimental farms for the growth of medicinal 
plants on a commercial scale. Such a long-term policy 
might also be the first step in the much needed rationalisa- 
tion of the chaotic drug industry. — | 


Mitcham, Surrey. MAURICE H. PAPPWORTH. 


CHILLY SWEEPER 


Srr,—This morning I observed a man sweeping away 
snow in Harley Street. He was dressed in a thin blue 
jacket and shabby trousers both drenched in the icy 
sleet which was falling at the time. It seems a grim 
irony that in this street which symbolises the centre of 
medical knowledge to many people a man should be 
doing such work in a garb which no-one could pretend to 
be healthy. I presume that he was doing casual work 
for Marylebone borough council. Surely there is some 
way of seeing that men working in the freezing cold under 
heavy sleet are provided with adequate protection 
against it—particularly as it seems improbable that they 
have a change of clothes or underclothes. 


Harley Street, W.1, Jan. 19. CLIFFORD ALLEN. 
FEEDING OF CHILDREN 


Sm,—The reduction of the meat ration for children is 
to my mind a dangerous act. It is not perhaps the 


. reduction itself but the fact that the Government is 


capable of reducing the diet of growing children in any 
item. In this total war children have suffered, and will 
suffer, terribly, but if we are to win the war we must 
adhere to our war aim to preserve and advance Christian 
living. Such living demands the achievement of the 
best possible care of the growing child, and the war 
should be no excuse for a falling off from the highest 
standards in environment, in education and in the feeding 
of children. Things happen very quickly in childhood 
and the chances of doing good or ill to a growing child 
pass and pass again. There may be little to show as 
each opportunity arises, but our children of today will 
emerge as men and women of Britain still growing, but 
profoundly affected by the standard of skilled care and 
attention and love which has been given to their education. 

As a result of rationing of food associated with the 
1914-18 war the incidence of fractures at a famous school 


rose from an average of 0:75% per annum to 178%. 


(Friend, G. E. The Schoolboy, Cambridge, 1935. See 
_Lancet, 1935, 1, 1894). <A rise in the incidence of frac- 
- tures is a crude and obvious sign of impaired health, and 
long before such manifestations appear there must be 
an appreciable degree of subnormal health which will 
alter. the workings of growth and thereby have a per- 
manent effect on human life, as well as exposing these 
growing lives to greater risk of disease. The Ministry of 
Food should treat the feeding of children as a separate 
problem, decide on the optimum diet and supply such a 
diet if at all possible, even at the sacrifice of ration to the 


) 
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adult population. Let the scientist dietitians experi- 
ment on the adult population. May be we could “‘ go 
to it’ better and better on porridge, potatoes and milk. 


Sutton, Surrey. A. L. KERR. 


TYPHOID IN NOTTINGHAM 


Srr,—In the review in your issue of Jan. 11 (p. 57) 
of my annual report on the health of the City of Not- 
tingham for 1939, you refer to an outbreak of typhoid 
fever. You say that all but two of the cases were infected 
on the same day. This is incorrect and is not to be 
found in my report. You also say that the outbreak 
was due to an infected food. I did not limit it to one 
food. In spite of your provocative note I am not to 
be tempted to disclose further details, for reasons still 
valid. There was proof within a few days af mode of 
spread, and by means of such proof the outbreak was 
controlled. If your note means that outbreaks of true 
typhoid fever are never due to specifically infected food, 
then I err in good company inasmuch as there are no 
fewer than three such outbreaks reported in the annual 
report of the chief medical officer to the Ministry for 
1938. The Nottingham outbreak was typhoid, not 
paratyphoid. Your use of the term “ eberthella ”. is 
noticed ; should this not be allowed to die? Bac- 
teriologists tell me it is obsolete. $ 
, CYRIL BANES, 
Medical Officer of Health, Nottingham. 


*,* Dr. Banks is a little hard on an interested inquirer. 
We did not suggest that the outbreak was traced to any 
specific food ; this is one of the points we do not know 
and Dr. Banks still does not say. If the infection was 
spread by foods generally or various, then the tracing 
of the epidemic in the time would have been possible 
only if the cases Were limited to persons in an institution, 
or who had fed at the same table. Nor did we imply that 
outbreaks of true typhoid are rarely spread by infected 
foods ; we knew of no outbreak the cause of which was 


_ suspected in 24 hours and proved within a few days—and 


said so. Until Dr. Banks told us that the disease in 
Nottingham was typhoid, not paratyphoid, we were not 
justified in assuming that it was. The word eberthella 
would at all events have made it clear.—Eb. L. 


EDUCATION OR COMPULSORY IMMUNISATION? 


After reading Dr. Killick Millard’s letter on compulsory 
immunisation in THe LANCET of Nov. 23 (p. 667) Dr. 
CHARLES F. BOLDUAN, director of the Bureau of Health 
Education in New York, has sent us some information 
about how his health department has answered this 
question. In 1910 the number of deaths from diphtheria 
in New York city was 1715, a rate of 124-8 per 100,000 
children under fifteen. By 1928, when the department 
first set itself seriously to control diphtheria, the number 
of deaths from the disease had gradually fallen to 642, 
and the rate to 38:1. The department might have 
advised the Board of Health to enact a law compelling 
parents to have their children immunised, and under a 
power dating from 1866 such a law would have had ali the 


force of one passed by the state legislature itself. Instead, -. 


however, it decided on health education in preference to 
police power, and organised an intensive campaign to 
instruct parents on the value of immunisation. Since 
then the deaths from diphtheria have fallen rapidly ; by 
1930 they were down to 198, by 1936 to 35, and by 1939 
to 22. Up to Dec. 23 there had only been 10 deaths 
oe o and this in a city grown to a population of 


The University of London extension and tutorial classes 
council in coöperation with the Central Association for Mental 
Welfare propose to hold a course of lectures and clinical 
instruction for medical practitioners on mental deficiency and 
allied conditions. The course will be held at Oxford and the 
dates suggested are from March 24 to April 4. The course 
cannot be held unless sufficient numbers apply and those who 
wish to attend are asked to send in their applications as soon 
as possible to the educational secretary of the association. 
The course will include lectures on the nature of mental 
deficiency ; on the administrative procedure in the ascertain- 
ment and treatment of mental defectives under the Mental 
Deficiency Act; on the work of the school medical officer in 
relation to defectives; and on the psychology of defectives. 


THE LANCET] 


PARLIAMENT 


[FEB. 1, 1941 163 


Parliament ° 


MEMBERS of Parliament have returned to their duties 
after a fairly lengthy Christmas recess with an appetite 
for information, so far as it can safely be vouchsafed to 
them, on the growth of our war effort. Two days last 
week were given up to a useful debate in the House of 
Commons on the need for expediting production and for 
utilising to the maximum extent the nation’s available 
man-power. These are the two questions round which 
most of the friendly criticism of the Prime Minister and 
his colleagues in the War Cabinet has centred during the 
past few months. It was all to the good, therefore, that 
this criticism should find an adequate outlet in public 
session, and receive a definite and authoritative answer. 
The attack proceeded broadly on two separate fronts. 
First, Mr. Shinwell strongly urged the desirability of 
centralising the controlling authority by the appoint- 
ment of an Economic Minister charged with the same 
overriding power on the home front as the Defence 
Minister exercises on the military front. Mr. Churchill 
replied to this with a spirited defence of the committee 
system he has fashioned for this purpose, and which he 
thinks is more in keeping with our political traditions 
than machinery of a more dictatorial nature. In any 
case, he reminded the House that they had placed on 
him .the responsibility for organising the national war 
effort and he was quite ready to be judged by results. 
In the end the overwhelming sense of the House was in 
favour of trusting Mr. Churchill to do the job in his own 
way. ‘Tiere was, however, a sharp cleavage of opinion 
on the question of compulsion. Mr. Shinwell found 
himself in conflict with many of his Labour colleagues in 
saying that it was ‘‘impossible to impose military 
discipline on several millions of young men and at the 
same time to allow the remaining millions of the popula- 
tion to escape their responsibilities.” This point of view 
found strong support from Lord Winterton, but Mr. Law- 
son vigorously denounced it with the remark that 
“those who want to compare compulsion in the Army 
and compulsion in industry simply know nothing about 
industry.” But here again the Prime Minister told his 
critics frankly that he fully appreciated the situation, and 
had taken adequate means to meet it. He admitted that 
we were now about to enter for the first time in this war a 
period of man-power stringency, but this would be fully 
met by Mr. Bevin, the Minister of Labour. One state- 
ment made by Mr. Churchill cheered and interested the 
House above all else. It was amazing, he said, that after 
sixteen months of war between the greatest states armed 
with the most deadly weapons not more than 60,000 
‘British folks, nearly half of whom were civilians, had 
lost their lives by enemy action. All will agree that this 
figure is horrible enough, but Mr. Churchill put the 
matter in the right perspective when he remarked that 
it was far less than the casualties in a single protracted 
battle on the Western Front in 1916, 1917 or 1918. 
Therefore, while oyr Army is growing every week in 
power, efficiency and equipment, and while a decisive 
expansion of the Air Force is in progress, it is the muni- 
tion factories and agricultural rather than the fighting 
services which will in the next five or six months make the 
chief demand for man-power on the public. 


QUESTION TIME \ 


B.M.A. Medical Planning Commission 

Sir Ernest GRAHAM-LITTLE asked the Prime Minister 
whether his attention had been drawn to the formation, by 
the British Medical Association, of a medical planning com- 
mission to consider problems of reconstruction and reorganisa- 
tion in the field of medicine in the postwar area ; and whether 
in view of the complexity of these problems and the importance 
to the public as well as to the medical profession of such 
reorganisation he would consider the desirability of appointing 
a royal commission to conduct this inquiry with the ultimate 
purpose of appointing an independent Government commis- 
sion to regulate this reorganisation, in place of an individual 
and unofficial medical association, whose recommendations 
could not command the. general assent which would be 
accorded to a Government inquiry.—Mr. WINSTON CHURCHILL 
replied: I am aware of this inquiry by the British Medical 
Association, and of similar inquiries by other bodies interested 
in the medical and hospital field. They will no doubt afford 


a useful addition to the abundant material available, in the 
reports of commissions and elsewhere, when the opportunity 
of reconstruction comes. I donot think that the appointment 
of a royal commission would in present circumstances be 
opportune. 


A.R.P. Doctors and Service on Local Authorities 


Dr. H. B. Morean asked the Minister of Health under 
what statutory authority his department had ruled that, 
notwithstanding the provisions of the Local Government 
Staffs (War Service) Act, 1939, doctors undertaking for 
reward professional work in connexion with air-raid precau- 
tions were disqualified from becoming, or continuing to remain, 
members of the council of local authorities; and would 
appropriate steps be at once taken to correct such an unfor- 
tunate and inequitable position—Mr. M. MacDonaip 
replied : No such ruling has been given, either by the Minister 
of Home Security or by myself; nor is there any statutory 
authority under which it could have been given. I am aware 
that the clerk of a local authority has advised his council that 
a medical officer appointed by them to take charge of an air- 
raid shelter is gE ma for membership of the council. 
If proceedings Were instituted against any person holding such 
an appointment who became, or continued to act as, a 
member of the council, it would be for the court before which 
proceedings were taken to determine whether, in the light of 
the relevant statutory provisions, he w&s or was not dis- 
qualified. 

Evacuation of Patients from London 

Mr. GEORGE Strauss asked the Minister whether he was 
aware that there were still a large number of old and 
chronically sick cases in the London hospitals ; that many 
casualties in recent raids on London had been caused thereby ; 
and would he now take steps to have them removed to 
reception areas.—Mr. MAODONALD replied: The number of 
old and chronically sick cases in the London hospitals has 
been very much reduced, and is now less than half the normal. 
Many of those who remain have expressed unwillingness to 
go. Top floors and other particularly exposed parts of the 
hospitals are not in use, and casualties have been few. I 
regret that it is not practicable at the present time for all the 
remaining chronic sick to be moved out in view of the heavy 
calls made on the outer beds by acute sick, air-raid casualties 
and service cases. 


t 


R.A.M.C. and Air-raid Casualties. 


Mr. F. S. Cocxs asked the Minister whether he would consult 
with the military authorities with a view to securing the 
coöperation of the Royal Army Medical Corps in the work of 
treating casualties in bombing raids.—Mr. MacDonaxp 
replied : Coöperation of the kind has already been agreed in 
principle and has in considerable measure been put into force, 
particularly in the case of specialist officers. In some cases 
R.A.M.C. orderlies have assisted in the initial treatment of 
civilian casualties. The Secretary of State for War and I are 
continually reviewing the position with a view to increasing 
the degree of coöperation between military and civilian 
medical officers. 

| Health in the Shelters 

In reply to a question Mr. MacDonatp stated that in the 
City of London and the metropolitan boroughs 8 doctors are 
in whole-time attendance at shelters, 159 more are under 
contract to visit shelters each night; and a further 308 are on 
call. l és 
_ In answer to a further question Mr. MacDONALD said that 
in addition to taking power to exclude a tuberculous person 
from a public shelter if his presence in the shelter is likely to be 
dangerous to other shelterers, he has made certain suggestions 
to local authorities for dealing with this problem. The 
responsibility for safeguarding the public health in any 
particular area rested in the first instance on the medical 
officer of health for the area, and Mr. MacDonald had no 
doubt that he would take steps to secure the provision of 
alternative shelter accommodation for any tuberculous persons 
for whom he thought such provision is necessary in‘the public 
interest. | | 

Civilian Prisoners of War and N.H.I. 

Mr. Ben Smrra asked the Minister if he was aware that, in 
the case of seamen removed from their ships by the enemy 
and treated as civilian prisoners of war, no health and pensions 
insurance contributions were payable as from the date of the 
loss of the ship either by capture or sinking; that, in 
consequence, all such seamen were in arrears of contributions, 
and should they be released prior to or during the penalty 
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year 1941, there would be a reduction or cessation of benefit 
unless the accrued arrears were discharged at the full health 
and pensions rate by the seamen ; and whether, as the position 
had already arisen in the case of seamen rescued from the 
Altmark, he would ensure that such men were not called upon 
to make substantial payments to clear arrears in the circum- 
stances.—Mr. MacDonaLp replied: I am aware that' the 
existing law does not make satisfactory provision for maintain- 
ing the National Health Insurance and contributory pensions 
rights of civilian prisoners of war and I hope to have an early 
opportunity of introducing the necessary amending legislation. 


Our Reinforced Loaf 
- In reply to a question the Parliamentary Secretary to the 
Ministry said that the total cost of fortifying white flour with 
vitamin B, could not be stated, but it is not expected to 
exceed one-tenth ‘of a penny per quartern white loaf. 

In reply to a further question he added that. wholemeal 
bread made from a 100% extraction flour contains about 
28 units of vitamin B, per oz., but that bread made from such 
@ flour is not fully digested. Bread made from flour of 85% 
extraction, which it has been decided to adopt as the minimum 
for a wholemeal flour, would contain about 20 units of vitamin 
B, per oz. It was proposed to add vitamin B, to white flour 
in sufficient quantity to raise the vitamin B, content of white 
bread also to 20 units per oz. 


| Foreign Firms and Patents : 


Sir ERNEST QRAHAM-LITTLE asked the Minister of Economic | 


Warfare whether he had investigated the possibility of there 
being any direct or indirect financial relationship between the 
Hofiman-La Roche Company of Basle, parent company of 
Roche Products Ltd., and the German concerns of Bayer 
Products or I.G., and whether he had satisfied himself that 
none. of the payments made to Roche Products Ltd. for 
synthetic vitamins B, would pass into the possession of 
Germany through Switzerland.—Dr. Daron replied: 
This matter has been carefully investigated ; but I have 
found. no evidence that any of the payments made to Roche 
Products Ltd. will pass to Germany through Switzerland. 
Sir ERNEST GRAHAM-LITTLE asked the Parliamentary 


Secretary to the Ministry of Food on what licence from the. 


German I.G. patents for the manufacture of vitamin B, the 
Government is now relying for the right to manufacture this 
product ; and why, in view of the war, any such licence was 
required to operate a German patent.—Mr. Harcourt 
JOHNSTONE replied: The Government have not undertaken 
the manufacture of vitamin B,, but will for the present obtain 
supplies from a firm of chemical manufacturers which had the 
right to use patents Nos. 471, 416 and 475, 595 covering 
inventions made by the German company, I.G. Farbenindus- 
trie. Bayer Products Ltd. of Africa Hquse, Kingsway, are the 
registered proprietors of both patents in this country. 
Influenza 

In reply to Sir Franois FREMANTLE Mr. MacDONALD said : 

There is no evidence at present of any general epidemic of 


influenza. In 126 major cities and towns of England and 
Wales during the four weeks ending Jan. 13, 1939-40, there 


‘were respectively 27, 45, 94 and 158 deaths from inflvenza. 


The comparable figures for 1940-41 were 30, 40, 53 and 74. 
Physical Training in London 


In reply to a question the President of the Board of Trade - 


stated conditions in London during the last five months have 
almost wholly precluded the continuance of evening activities., 
Nevertheless, good use has been made of the week-ends to 
train leaders and maintain recreative activities for young 
people, and a successful experiment has been made in central 
London in lunch-time keep-fit classes for girls and women. 
Some 300 classes, including keep-fit classes, are being held by 
the local authority in publi¢ shelters, and the provision of 
dormitory shelter is being facilitated in boys’ and girls’ clubs, 
so that the work of the clubs may continue during the evening, 
or an existing public shelter may be partially or wholly 
allocated for the same purpose. One of the three new 
recreation centres planned by the authority for opening last 
September has been opened. The meetings of the London 
Youth Committee and the Borough Youth Committees, like 
those of other committees of the London County Council, have 
been suspended by the council, but emergency arrangements 
were made to deal with urgent matters. ‘Those arrangements 
have, among other things, enabled over 60 applications for 
grant to be submitted to the board, and the board had mad 

grants in respect of over 50 of these applications. . ... . 
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; Accidents in Factories 
The Minister of Labour announced that accidents reported 
under the Factories Act were in 1940 1384 fatal and 231,000 
non-fatal, and in 1939, 1104 fatal and 192,371 non-fatal. The 
figures for 1940 are provisional and subject to correction. 


P ublic Health ! 


Health in Northern Ireland 7 

THE annual report of the Registrar-General for 
Northern Ireland for 1939 shows that the custom 
peace-time progress in declining mortality-rates was we 
maintained in that year. The population is slightly 
increasing and is estimated as 1,295,000. The crude 
death-rate of 13°6 per 1000 was the lowest recorded since 
Northern Ireland became a separate administrative unit. 
Standardisation to allow for the changing age and sex 
composition of the population gives a figure which has 
declined steadily over the previous five years and is less 
than the level of 1926 by nearly 20 per cent. The infant- 
mortality rate also touched its lowest point but at 70 per 
1000 live births is high in comparison with the figure of 
50 in England and Wales. There is a considerable 
difference in this respect between the urban and rural 
districts of Northern Ireland with rates respectively of 
80 and 58. The most striking component of this 
difference is, the detailed tables show, mortality attri- 
buted to diarrhceal diseases. In 1934-39 these causes 
of death were consistently 3—4 times as important in the 
urban as in the rural communities; and such a gifference 
might well be an object of special inquiry. 

The downward trend of the tuberculosis death-rate 
continued uychecked to a low record level, but its 
importance is still apparent in the observation that 
tuberculous diseases were responsible for very nearly hal’ 


the total mortality at ages 15-25 and rather more thar — 


a third at 25-35. The death-rate from pneumonia 
showed a decline from 0-80 per 1000 in 1938 to 0-62 in 
1939, and as influenza was probably present to a greater 
degree in the latter year (judging from its mortality) 
modern methods of treatment may well be the cause. 
Similarly considerable improvement is apparent in the 
rate of mortality in pregnancy and childbirth. In 1935-36 
2:2 deaths per 1000 births were attributed to puerperal 
and post-abortive sepsis, in 1937-38 there were only 1-2 
and in 1939 as few as 0:8. No corresponding improve- 


ment is shown by other puerperal diseases. . Deaths from. 


violence were responsible for 3:4% of all deaths and 
motor vehicles yearly supply about a fifth of them. 


From the Annual Reports 
: NORWICH 

Dr. V. F. Soothill reports that the population of 
Norwich has fallen to 121,700. For 1939 the Registrar- 
General furnishes two figures of population, one for the 
calculation of the birth-rate, the other for the death-rate. 
This is usual in war-time when many adult males are on 
service, the deaths of whom are. not accredited to the 
districts, and, in the present war, evacuation and 
reception have disturbed normality. The figure for 
calculating the death-rate is below that for the birth-rate 
except in some recéption areas. The higher number 
gives the nearer approach to the true population figuré. 
Before the industrial revolution, Bristol and Norwich 
were the only towns in England outside London with any 
considerable population. Their populations have in- 
creased actually since the eighteenth century, but 
relatively have fallen greatly. They retain the honour 
of being the only towns which are counties by historical 
right, though for administrative purposes they hhave no 
advantage over the other county boroughs. 

In 1939 Norwich had the low infantile-mortality rate 
of 27:77. Many districts in 1939 registered total 
infantile-mortality rates below the neonatal rates of 
former years, so we must be making some progress in the 
reduction of neonatal deaths which had stubbornly 
resisted our endeavours. The year was exceptional and 
we have no hope that its low rates will be repeated until 
peace has been restored, but the fact that they have been 
attained tells us that neonatal death is not ‘‘ incurable.” 
The birth-rate was 13:29 and the adjusted death-rate 
11-52. The crude death-rate was 12-58, so the popula- 
tion is not falling from natural decrease, There were 
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two maternal deaths, one from sepsis and one other, 
giving a total maternal mortality of 1-24 per 1000 live 
births. Vaccination is in a very poor way in Norwich, 
for only 15-6% of the infants born were successfully 
vaccinated in 1939, and 783% of the parents were 
conscientious objectors. Four new cases of ringworm 
were found in the school-children, three of which were 
m one family. The first discovered was a boy recently 
returned from India who was presumed to have been 
cured, but he infected a brother and a sister. In the 
past, histories comparable with this were abundant, but 
of recent years have been so rare that when they occur 
they are worth recording. 


Infectious Disease in England and Wales 
WEEK ENDED JAN. 4 


Nottfications.—The following cases of infectious disease 
were notified during the week; smallpox, 0;_ scarlet 
fever, 1335 ; whooping-cough, 2783 ; diphtheria, 1396 ; 
enteric fever, 18; measles (excluding rubella), 17,816; 
pneumonia (primary or influenzal), 1297; puerperal 
pyrexia, 122; cerebrospinal fever, 229; poliomyelitis, 9; 
polio-encephalitis,1; encephalitis lethargica, 2; dysentery, 
68; ophthalmia neonatorum, 62. No case of cholera, 
plague or typhus fever was notified during the week. 


The number of civilian and service sick in the Infectious Hospitals 
of the London County Council on Jan. 10 was 2279, including: 
scarlet fever, 319 ; diphtheria, 345 ; measles, 884 ; whooping-cough, 
119 ; enteritis, 32 ; chicken-pox, 221; erysipelas, 48 ; mumps, 27 : 
poliomyelitis, 1; dysentery, 11; cerebrospinal fever, 47 ; puerperal 
sepsis, 6; enteric fevers, 6; german measles, 2; other diseases 
(non-infectious), 127 ; not yet diagnosed, 84. 


Deaths.—In 126 great towns there was no death from 


smallpox or enteric fever, 3 (0) from scarlet fever, 27 (2) 
from whooping-cough, 21 (5) from measles, 54 (2) from 
diphtheria, 34 (4) from diarrhcea and enteritis under 2 
years, and 53 (8) from influenza. The figures in paren- 
theses are those for London itself. 


Fatal cases of diphtheria were scattered over 24 great towns, 
Liverpool reporting 12 deaths and no other town more than 4. 
There were 14 deaths from whooping-cough at Birmingham. 


The number of stillbirths notified during the week was 
204 (corresponding to a rate of 41 per thousand total 
births), including 16 in London. . 


BACTERICIDAL AEROSOLS 


Dr. C. O. Twort writes : There were some errors in my 
letter of Jan. 11 (p. 61). In the list of five desirable 
characteristics of a germicidal aerosol the fourth and fifth 
should read “it should preferably possess high persist- 
ence,” and “ it should preferably be non-inflammable.”’ 
Then in the paragraph on smokes on page 61 the passage 
beginning at line 5 should be amended to read “ Their 
outstanding feature is that they are much more bacteri- 
_cidal in the air to the flora of the saliva than they are to 
broth emulsions of the several laboratory cultures 
tested, and when equal parts of water and sterile saliva 
were used as an emulsifying medium the sensitivitiy 
of the contained bacteria to the germicide was increased, 
instead of being decreased as it was with hypochlorite, 
S2 or ultraviolet light. The average results when using 
various concentrations for varying contact times indic- 
ated that smokes were ten times as lethal and 1% 
hypochlorite solutions were a tenth as lethal to the flora 
of the saliva compared with the lethal effectiveness on 
broth emulsions of stock laboratory cultures.” On 
page 62, last paragraph, I should have advocated balsa- 
mic smokes, rather than the burning of balsamic candles. 
In the legend to the table it should have been made clear 
that the Corynebacterium xerosis is not our standard test 
organism and was only used in certain of the experiments 
with smokes and 8?*, more especially those with very high 
dilutions of the latter. Elsewhere the organism used 
was the “ F coccus,” a saprophytic, white, gram-positive 
micrococcus. 


PYLUMBRIN is a stable sterile 35% aqueous solution of 
the diethanolamine salt of 3:5 di-iodo-4-pyridone-N- 
acetic acid which Messrs. Boots are manufacturing in 
their Nottingham laboratories and are supplying in 
ampoules of 3 c.cm. and 20 c.cm. for excretion pyelo- 
graphy. It may be given either by intravenous injection 
or subcutaneously if a suitable vein cannot be found. 
Clinical] trial has shown that it is well tolerated and gives 
good contrast shadows. 


Obituary 


CHARLES THURSTAN HOLLAND 
CH.M., LL.D. LPOOL, F.R.C.8. 


Mr. Thurstan Holland who died on,Jan. 16 at the age 


of 78 was one of the small group of Liverpool pioneers - 


who introduced radiology into this country. 

Born at Bridgwater in 1863, the son of Alderman W. T. 
Holland, he was educated privately and at University 
College Hospital. He qualified 
M.R.C.S. in 1888 and the same . 
year set up in practice in 
Liverpool. He was already an 
expert amateur photographer 
—he was also an expert 
mountaineer and in his Alpine 
studies these two hobbies were 
happily combined. But now 
his photography assumed a 
new importance. At this time 
Oliver Lodge held the uni- 
versity chair of physics and 
Holland was helping Robert 
Jones, and he has described 
how these contacts started 
him on what was to become 


his life’s work. Towards the . Haines 


end of 1895 Röntgen dis- | 

covered that an electric charge passing through a vacuum 
produced a ray much more penetrating than ordinary 
light. Sir Robert heard of the discovery through a 
private letter before any reference had been made to it in 
an English paper. Sensing immediately the value of the 
discovery as applied to his own work he ordered an 
apparatus and placed it in Holland’s hands. Later he 
wrote ‘‘ The first X ray in our country was, I think, taken 
by Dr. Holland and myself with a little tube, and we 
were able to develop a photograph of æ small bullet 
which was embedded in a boy’s wrist.” At first the new 
discovery was used mostly on limb fractures and foreign 
bodies, but the scope of the work widened when in the 
same year the Royal Southern Hospital asked Holland 
to set up one of the first radiology departments of the 
country. To begin with he used his own apparatus 


which was erected in a semi-underground room placed 


under the stairs leading up to the wards. In 1904 
Holland left to organise the new radiology department 
at the Liverpool Royal Infirmary. His work here was 
interrupted by the war, when as consulting radiologist 
to the Western Command he spent busy years organising 


a radiology service from Pembroke to Carlisle. He also 


sat on the War Office committee on radiology. But in 
the midst of this administrative work he found time to 
devise and perfect his new technique for localising 
bullets. 
The war had given an impetus to the development of 
radiology and in 1920 he was appointed lecturer in 
radiology in the University of Liverpool, and two years 
later he was granted the degree of Ch.M. in. recognition 
of his services in organising the new diploma in that 
subject. In 1928 as a member of twenty years’ standing 
he was elected to the fellowship of the Royal College of 
Surgeons. He had twice been president of the Röntgen 
Society, and in 1929 he served as president of the British 
Institute of Radiology, with which it had been incor- 
porated. In 1924 Holland delivered the Silvanus 
Thompson lecture and the following year he presided 


over the first International Congress of Radiology when ` 


it met in London. He was also a fellow of the American 
College of Radiology. l 

Holland was blunt and downright, and if you did not 
know him well he could be withering, for he had the 
honesty, as well as the kindness of a big-hearted man. 
After his illness in 1931 he aged a good deal and as his 
intimate friends died he became very lonely. But he 
still retained his sense of humour if rather grimmer than 
before and he enjoyed watching cricket at Aigburth 
though he could not flay enough the modern dull 
county games. He was a great man with a fine zest for 


e. 
He married Lilian Fergusson who died in 1924 and he 
is survived by one son. 


i 


166 . THE TANGETI 


MEDICAL NEWS 


[FEB. 1, 1941 


FRANK THOMAS PAUL 
CH.M., D.SC. LPOOL, F.R.C.S. 


THROUGH the death of Mr. Paul on Jan. 17 so soon 
after that of Mr. ‘Thurstan Holland, Liverpool has lost 
yet another of the group of men who made her school of 
medicine famous. 


Paul was born at Pentney, Norfolk, in 1851. He was 


‘educated at Yarmouth Grammar School and after a brief 


experience of commercial 
life he entered Guy’s in 
1869. He qualified in 1873 
and after holding house- 
posts at Guy’s he went to 
Liverpool as resident 
medical officer and super- 
intendent at the Royal 
Infirmary, a post which (it 
was later recalled) then 
combined duties which 
were carried out 50 years 
afterwards by no less than 
eleven different people. 
After five years on the staff 
of the Stanley Hospital in 
1883, on the retirement of 
Thomas Ransford, Paul 
was appointed surgeon to 
the Royal Southern Hos- 
pital and here he remained until 1890 when he returned 
to the Royal Infirmary as surgeon. As an administrator 
and teacher he played an important part in the growth of 
the medical school in its incorporation in the university. 
He served it successively as demonstrator in physiology, 


as pathologist, as lecturer in dental anatomy and in | 


clinical surgery, as professor of medical jurisprudence, 
and for seven years as dean of the medical faculty. In 
1912 he retired from the staff of the Royal Infirmary, 
but the war of 1914 recalled him to hospital work and 
with the rank of major R.A.M.C. (T.F.) he was attached 
to the first Western General Hospital. 

Paul’s skilful technique as a surgeon was founded on 
his knowledge of surgical pathology and excited the 
admiration of his brother craftsmen. Lord Moynihan 
delighted to watch him operate, and when in 1926 the 
late Mr. Frank Jeans presented a cast of Paul’s hand to 
the Liverpool Medical Institution (of which Paul had 
been president) he said, ‘‘ Paul operating in the heyday of 
his manual efficiency always made me think that he did 
with his hands what Pavlova did with her feet, only 
Paul’s work was much more useful.” In replying, Mr. 
Paul reminded him that the gentle touch comes from the 
heart rather than from the hands. In 1925 his colleagues 
from the Royal Infirmary, to celebrate his 75th birthday 
and his fiftieth year as member of the institution, pub- 
lished a volume of selected papers from his writings. 
Paul’s name will always be associated with the surgery 
of the large bowel and Paul’s tube is as well known as 
Thomas’s splint ; in this volume the first use of the glass 
tube in 1891 is described, along with the experimental 
work on gastroenterostomy and intestinal suture on 
which it was based. 

His last years of retirement were spent at Grayshott, 
Hants, where he grew orchids and indulged his passion 
for colour photography. It was a happy time, for he had 
always enjoyed the freedom of the countryside when he had 
the chance, camping in the open or touring in a caravan. 

Mr. Paul married Geraldine Greg, who survives him 
with three daughters. 


EDWIN D’ARCY McCREA 
M.D., M.CH. DUBL., F.R.C.S., F.R.C.S.I. 


EDITH FLORENCE WILLOCK McCREA 
. M.B. DUBL., F.R.C.S.I., D.P.H. 

Edwin D’Arcy McCrea and his wife, Edith McCrea 
who were killed with their two children during an air 
attack on Manchester were both graduates of Dublin 
University and fellows of the Royal College of Surgeons 
in Ireland. Mr. McCrea, who also held the English 
fellowship, came to England in 1922 where he was 
appointed registrar in the urological department of 
Salford Royal Hospital. In 1934 he was appointed 
surgeon to the hospital. Prof. J. S. B. Stopford, who 


when he first settled in Manchestér was associated with 
him and Prof. MacSwiney in several investigations, 
writes: ‘‘ McCrea was the surgical member of the team, 
but he contributed far more than operative skill and it 
was easy to see that he possessed to a high degree those 
qualities which are essential for research. This associa- 
tion enabled me also to appreciate his fineness of character 
and sterling worth as a man. That was fortunate 
because few who did not come into such intimate contact 
could really know him in consequence of his reserved, 
modest and almost shy nature. By his tragic death 
Manchester has lost a distinguished surgeon at a time 
when he was approaching the peak of his power and 
influence. We were just beginning to reap the rich 
harvest which would have been the outcome of his 
intense labours, and there is little doubt that, if he had 
lived, he would during the next few years have greatly 
enriched surgical knowledge.” 
published Diseases of the Urethra and Penis in which he 
reviewed surgical writings on these organs and with the 
help of excellent illustrations amalgamated them with 
his own findings. In his earlier days McCrea had been a 
fine tennis player and represented Ireland in the Davis 
Cup. But of late years he had devoted himself to his 
work and his patients. They and a few close friends 
were well aware of his generous and kindly spirit and his 
sincerity. 

Mrs. McCrea, who went to school at Cheltenham 
College, qualified in 1921. She was an honorary surgeon 
to the Manchester Babies’ Hospital, where she had held 
the post of resident medical officer when she first came 
to Manchester. She also worked as surgical registrar 
and surgical assistant at Ancoats Hospital, and as 
surgical assistant at the Stretford Memorial Hospital. 


Medical News 


University of Cambridge 


On Jan. 25 the following degrees were conferred :— 


M.B., B.Chir. (by prory).—J. S. Hesketh, M. R. Pollock, F. T. 
G. Prunty, M. A. Fawkes, Owen Clarke, D. M. Jackson, Lucien 
Read, P. F. Milling, R. C. Tufton, D. W. M. James, Robert Morton, 
C. S. N. Swan, W. R. Burkitt, W. M. Scott, J. O. D. Wiliams, A. G. 
Farr, L. A. Little, H. D. L. Campion, and F. J. Y. Wood. 


University of Wales 
At recent examinations the following were successful :— 
D.P.H. 


Part II.—R. T. Bevan, Phyllis E. M. Bowen, Sonia D. Dymond, 
Gladys M. Herbert, and Mary Williams. : 


Scottish Conjoint Board 

The following, having passed the final examination of the 
board, have been admitted licentiates of the Royal Colleges 
of Physicians and Surgeons of Edinburgh and of the Royal 
Faculty of Physicians and Surgeons of Glasgow :— 


M. A. Attia, R. R. B. Baxendine, Michael Berman, R. H. Brundage, 
David Collins, M. M. Dinowitz, Morris Dirdack, M. L. A. El Diwany, 
S. C. J. Falkman, Sidney Finkelstein, Eleanor Franks, H. H. 
Frumin, Joel Glass, A. A. Goldstein, George Kilgour, Irwin 
Krauthamer, Thomas Lyle, Donald MacKay, W. L. Milligan, 
Z. F. Nakhoda, R. M. Norwell, K. I. Peckitt, Bernard Schneider, 
William Schreiber, H. J. J. Schwartz, Murray Serlen, John Simpson, 
Frederick Stein, Robert Stewart, W. J. Taylor, H. B. Wender, 
Tan Yong-Leng, and A. H. Zidan. 


The following graduates of recognised universities, having 
passed the final examination, have also been admitted 
licentiates :— 


Erwin Cohnrcich, M.D. Munich ; George David, M.D. Berlin; 
Simcha Geliebter, M.D. Milan ; H. E. Haas, M.D. Cologne ; Berthold 
Hermann, M.D. Vienna; and Eugene Tiscenco, M.D. Berlin. 


Royal College of Obstetricians and Gynecologists 


At a meeting of the council held on Jan. 25, with Mr. Eardley 
Holland, the vice-president, in the chair, M. T. Drummond 
(Sydney) was admitted to the membership in absentia. The 
following were elected to the membership :— 

Alice J. M. T. Barnes, London; A. P. Barry, Dublin; D. R. 
Beaton, R.A.M.C.; S. A. Bond, London ; Margaret M. Burton, 
London; A. S. Duncan, Edinburgh; H. R. Duval, London; Jack 
Joseph, London; H. ©. McLaren, Aberdeen; J. C. Newbold, 
London; R. B. K. Rickford,,London ; K. G. Seager, Croydon ; 
K. C. Shah, Bombay; and D. C. Wiseman, Loicester. 

Professor W. Fletcher Shaw, the president, was reappointed 
to represent the college on the Central Medical War Com- 
mittee, and Mr. J. P. Hedley was renominated representative 
on the council of the Queen’s Institute of District Nursing. 


Last May McCrea had: 
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The Gillson scholarship in pathology of the Society of 
Apothecaries of London has been awarded to Dr. Helen M. 
Wright for 1941. 


In a recent casualty list Captain D. B. Milne, L.R.C.P.E., 
R.A.M.C., and W.S./Captain A. L. Potter, M.D. Lpool, 
R.A.M.C., are posted as wounded. 


The Chadwick trustees recently offered two prizes for essays , 


on the construction -and management of air-raid shelters, 
with special reference to ventilation, heating, sanitation and 
the provision of sleeping accommodation. They have now 
awarded the first prize of £100 for the essay submitted jointly 
by Mr. Phillip O. Reece, A.M.Inst.C.E., and Dr. S. L. Wright, 
of Wembley, and the second prize of £50 for the essay sub- 
mitted by Mr. Jocelyn F. Adburgham, L.R.I.B.A., of Victoria 
Street, S.W.1. 


At the Royal Society of Medicine on Wednesday, Feb. 5, 
at 2.30 P.M., Dr. J. D. Rolleston will read a paper to the 
history „of medicine section on medical aspects of Saint 
Simon’s memoirs. At 2.30 P.M., on the same day Mr. J. B. 
Hunter will deliver his presidential address to the section of 
surgery. He will speak on the Emergency Medical Service 
and the future. On Friday, Feb. 7, at 10.30 a.m., Prof. H. 
Frey, Dr. A. B. Stokes and. Mrs. Irene Ewing will open a 
discussion at the section of otology on the psychological 
aspects of deafness. At 2.15 p.m. on the same day at the 
section of laryngology Mr. V. Negus and Mr. W. Stirk 
Adams will open a discussion on adenoids—their influence and 
methods of removal. 


Appointments l 


CRAIG, A. J., M.D. Malta, F.R.C.S.: surgical registrar at the National 

Temperance roe London: 
’ os . e i e9 . -H.: 

West Riding of Yorkshire. 

GRAY, T. G., M.B. St. And.: R.S.O. at Blackburn Royal Infirmary. 

MATHESON, N. R., M.B. Brist.: temp. asst. school M.O. for Plymouth. 

PARSONS-SMITH, GERALD, M.A. Camb., M.R.C.P.: medical registrar 
at the Royal Cancer Hospital (Free), London. 

PETTY, HAROLD, M.B. Leeds: R.S.O. at Clayton Hospital, Wakefield. 

ae se V EOTET; M.D. Geneva, M.R.C.S., D.P.H.: deputy M.O.H. 

rking. 
WERE o ENE W., M.B. Lond., D.P.H.: temp. asst. M.O.H. for 


deputy county M.O. for the 


Births, Marriages and Deaths 


BIRTHS 


BAKER.—On Jan. 20, at Cheltenham, the wife of Dr. A. H. L. 
aker—a son. , 

BurRRows.—On Jan. 23, at Burghill, Herefordshire, the wife of 
Dr. T. E. Burrows—a daughter. 

HooToN.—On Jan. 24, at Southport, the wife of Lieutenant William 
Hooton, R.A.M.C.—a son. 

WOOLLEY.—On Jan. 26, at Derby, the wife of Surgeon Lieut.- 
Commander E. J. Starbuck Woolley, R.N.V.R.—a daughter. 

YOuUNG.—On Jan. 22, at Secunderabad, tho wife of Lieutenant 
W. E. Young, R.A.M.C.—a son. 


MARRIAGES 


ELLIS—RUSSELL.—On Jan. 18, Richard W. B. Ellis, M.D., F.R.C.P., 
weap bv-Ideutenant R.A.F. (V.R.), to Audrey Eva Russell, 


JOHNSTON—TUTCHER.—On Jan. 23, at Old Woking Church, Munro 
K. ponston: M.B., Captain R.A.M.C., to Margaret Elizabeth 


Tutcher. 
ROGAN—CLARKE.—On Nov. 30, at Singapore, John Rogan, M.D., 
Major R.A.M.C., to Anne Clarke. 


DEATHS 


BAMBER.—On Jan. 9, at Downpatrick, Charles James, Bamber, 
M.V.O., M.R.C.S., Colonel late I.M.S., aged 86. 

BOSANQUET.—On Jan. 24, at Springfield Road, N.W., William 
Cecil Bosanquet, D.M. Oxfd, F.R.C.P., late fellow of New 
College, Oxford, aged 74. 

FOWLER.—On Jan. 21, Charles Edward Percy Fowler, O.B.E., 
F.R.C.S., Colonel A.M.S. of Wickham Bishops, Essex. 

Fox.—On Jan. 22, at Newtown Linford, Leicestershire, Ida Emilie 
Fox, M.D. Durh. . 

GREY.—On Jan. 23, in London, Francis Temple Grey, M.B., Ch.M. 
Sydney, M.R.C.P. 

HoRROcKS.—On Jan. 26, at Hersham, Walton-on-Thames, Sir 
William Heaton Horrocks, K.C.M.G., C.B., M.B. Manc., Colonel 
late R.A.M.C., aged 81. 

VICK.—On Jan. 23, at Exmouth, George David Baker Levick, 
M.R.C.S., formerly of Pinner, aged 74. 

Morris.—On Jan. 25, at Harrogate, Robert Alexander Morris, 
M.D. Durh., J.P. 

STANISTREET.—On Jan. 26, at Bourncmouth, Sir George Stanistreet, 
K.B.E., C.B., C.M.G., M.B. Dubl., Major-General late R.A.M.C., 


age ° 

TAYLOR.—On Jan. 25, at Walton; Clevedon, Ashby Taylor, M.R.C.S., 
aged 74, of Sénéehal, Island of Sark. 

WHITLEY.~-On Jan. 13, at Stroud, Henry Walter Whitley, M.R.C.S. 


t- 


‘them. 


Notes, Comments and Abstracts 


WELFARE WORK IN A FIGHTING CITY 


IT is never agreeable to see a sound health programme 
arrested, or worse still slipping back. The war might have 
shown us this picture often enough if the public-health 
service had not seen in the population shifts, the massing 
of people in shelters and the dietary changes produced 
by rationing an opportunity rather than a defeat. Dr. 
Violet Russell, writing of the effects of war on Kensington 
maternity and child-welfare work,? tells of the first 
evacuation, the filtering back, the second exodus and the 
second return of some. At the beginning of 1940 there 
were over 4000 children under five in the borough—about 
half the pre-war number; by the end of July there were 
over 5000, but after the second evacuation the number 
fell to 2500. This was an advantage in a borough which 
in peace-time is overcrowded. Four of the welfare 
centres were working at the beginning of 1940, but as the 
number of children zose they were increased to seven, 
three new ones being opened in first-aid posts. Workers 
found that customs were changing; with husbands 
employed instead of on the dole more mothers could stay 
at home to look after their children instead of going out as 
daily workers. The day nurseries had been closed when 
war broke out (except for one, transferred to the country) 
but their services were scarcely needed in this new state 
of things. In the same way, infants could be nursed at 
home instead of being admitted to hospital. The change 
in public opinion over hospital treatment in the last 
twenty or thirty years is strikingly illustrated by Dr. 
Russell’s remark that ‘‘ nothing less than a war would 
have got these mothers to consent to home nursing.” 
Yet the sick infant is undoubtedly safer in his own home . 
than in a ward, and it turns out that the district nurse 
can use the opportunity to train the mother in many 
important aspects of infant care. Mothers are also 
readily convinced that large shelters are not the best 
places for small infants. Most of them take the children 


. into Anderson or small surface shelters, where the danger 


of infection is small. The national milk scheme at first 
seemed to provide a new danger; the council had been 
in the habit of supplying dried milk, and, when liquid milk 
superseded it in houses where accommodation for food 
storage scarcely exists, welfare workers were troubled to 
see the milk jug standing uncovered on the kitchen 
table, the toddler clutching the brim with grubby fingers 
and the rest of the family taking swigs from the jug 
when they thought of it. This familiarity with the 
family milk supply was an advantage to everyone but 
the baby. The concession of the Ministry to allow dried 
milk for infants under one was much appreciated, and the 
council made supplementary grants where they were 


. needed. War-time dinner centres are being set up in 


large numbers, and are popular; those attending them 
are being unobtrusively instructed in making the best 
choice and use of war-time food. l 


EVACUATION REVIEWED 


THE 1939 evacuation was a valuable rehearsal for the 
much more urgent evacuation of 1940, and those respon- 
sible in the reception areas have profited by the lessons 
their first experience taught them. Mr. Geoffrey 
Shakespeare’s report to the Minister of Health on 
conditions in reception areas ? gives a human picture of 
the city woman transferred to the country and of her 
country hostess. He makes it quite clear that the secret 
of success lies in providing the newcomers with social 
activities which will not only amuse but also occupy 
Social centres, communal feeding centres, occupa- 
tional clubs, nursery and play centres for children, hostels 
for visiting fathers and hostels for whole families all 
help, and some progressive authorities have recognised 
this and provided these amenities. Others, from caution, 
lack of enthusiasm, or ignorance of their own powers, 
have hung back. Nonetheless evacuation is in the main 
succeeding ; unaccompanied children have nearly all 
settled down well, and many town-dwellers are bégin- 
ning to find advantages in the country. One need 
stands out clearly : all areas would benefit from the help 


1. Med. Offr, Jan. 18, 1941, p. 21. 
2. H.M. Stationery Office. 3d. 
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of welfare workers who understand the town-dwellers’ 
point of view. Mr. Shakespeare recommends the 
appointment of such welfare officers throughout the 
reception areas to codrdinate and stimulate all welfare 
activities ; and these officers should have a knowledge 
of social legislation, i in order to give skilled advice. Their 
appointment. could be made either on a county basis or 
by the authorities of boroughs or large districts. The 
welfare officers could ease the burden on local authorities 
and voluntary workers and keep in touch with local 
welfare committees ; they could also visit the billeted 
weekly and help to settle points of friction as they arose. 
One borough which has employed 40 voluntary billeting 
officers in this way has had excellent results. Points 
which cannot be settled are referred to the trained wel- 
fare officer of the district or to the local welfare com- 
mittee. Committees of the kind have helped to settle 
misunderstandings between local authorities and school- 
teachers in charge of unaccompanied children, and 
between householders and the billeted. Mr. Shakespeare 
suggests that more of these committees should be 
formed, and that representatives of the evacuated 
population should be coépted on to them. There is said 
to be a shortage of women of-a suitable type to appoint 
as Welfare officers; Mr. Shakespeare suggests that a 
selection committee should be appointed by the Ministry 
of Health, to work with the L.C.C., the Women’s Volun- 
tary Service, and the National Council for Social Service 
to prepare a list of suitable women for submission to the 
regional officers. These would include L.C.C. care 
committee organisers, women house-property managers, 
hospital almoners, public-health officers, and escorts 
who have shown their worth under the children’ S 
Overseas reception scheme. 


THE PERSONALITY OF ANIMALS? 


How, do you think, does a screech owl see ? 

. What sort of clock keeps time for the bee ? 
Why does the pigeon strike for home ? 
Can a hen tell the colour of a scarlet comb ? 
How does the fish, in his midnight swim, 
Steer clear of the rocks that encompass him ? 
Can he hear your voice ? Will he come at call ? 
Has a digger wasp any brains at all ? 
What can induce the eel to shove 
Off on a journey of death and love ? 
Which wears the breeches, hart or hind ? 
Did you know that your dog was colour-blind ? 
These are the things, all strictly true, 
Which Munro Fox has explained for you, 
In a Pelican Book which i is bound in blue. 


LIMB SUPPORTS FOR STRETCHERS 


Dr. F. Gordon Cawston of Durban, South Africa, 


sends us details of a modification of the attachment for 
stretchers which he described last year (Brit. med. J. 
1940, 1, 747). The device is intended to keep painful 
limbs raised during transport. Two metal hoops are 


Stretcher with hoops and one canvas 
cross-band in position. Details of 
hoop are shown above. 


` required, made of } in. wire such as is used for the side- 
bars of a Thomas splint and shaped like croquet hoops 


(see figure), with a transverse bar 10 in. long at the top. 


1. By H. Munro Fox, F.R.S., professor of zoology in the University 
of Birmingham. Harmondsworth: Penguin Books. Pp.123. 6d. 


and legs 12 in. long bent at an obtuse angle to the bar. ` 
The legs are prolonged into vertical slot-pieces 2 in. long, — 
which fit into slots clamped to the side-bars of the 
stretcher, so that the top bar of each hoop runs parallel 
with the axis of the patient. The slots are multiple, to 
allow for patients of various sizes, and are arranged so 
that the hoops can be fitted at either knee or shoulder 
level. A cross-band of stout canvas, 2 ft. long and 1 ft. 
wide, can be stretched across the patient from one hoop 
to the other, forming a bridge on which the injured limb 
is laid (see figure). The cross-band is made with wide 
hems at each end so that it can be threaded on the hoops 
before they are dropped into the slots. Each stretcher 
should be equipped with four hoops and two canvas 
cross-bands, so that both arm and leg can be supported 
if need be. In tropical countries the canvas can even 
be used to shade the head. 

The hoops bend to cant inwards when the weight of 
the patient hollows the stretcher; to overcome 
Dr. Cawston, in his latest design, has had the slot-pieces | 
of each hoop prolonged below the stretcher for a few 
inches and connected with the hoop of the opposite side 
by a strap which can be braced to the right degree of 
tension to keep the hoops upright. In this variant of 


‘the device the hoops are fixed in their slots, and the 


piece of wood or metal c g the slots is clamped to 
the side-bars of the stretcher by movable thumbscrews. 
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‘ACROSS DOWN 

1. Such particles form a large 1. ou find it in plood, you 

sun (8). a certainly get it in the 
5. To swallow anything—by neck (6). 

way of a joke ? (6). 2. Slave of habit—but I must 
9. This organiser might take change in 22 (6). 

you in (8). 8. It feels some cruel and 
10. Wing tip to wing tip (6). looks it too O av 
12. Musical judges (9). 4, Callup? O.K. © (5). 
13. Always behind (5) 6. Ripen thieforeerious trouble 
14. A china treo ? (6). (9). 
17. Never trite to the immun- 7. Not a fang ( (8) 

ologist (5). 8. Heads and | put mostly 
20. Rash thing to do (5). heads (8). 
21.. With that cough avoid this’ 11. Thamas takes a turn (6). 

club (6). 15. Might—and-in fact does— 
24. A healer returns (5). stop ə hole (9). : 
25. They aro strongly anti- 16. The whitest man I know (6). 

anthelmintic (9). 18. This would make @ cretinu 
28. God healed the patient ; he C.O. (8). 

closed the plaster (6). 19. On the dot (8). 
29. Never produced by hard - 22. Sce 2 (6). 

words (8). 23. Tho tracts of gou and 
30. Some take it for rheumat- Burdach do it ((6). 

ism, somo with cheese (two 26. Thore goes a happy 


- Oe 


He does not care a damn. 
I wish I were a 
My God! Perhaps I am. 


me cheat makes a blot (5). 


words, 2, 4). 
31. W rapped up like a peer or 
an organ (8). 


The solution will be given next weck 27. 
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AN OUTBREAK OF 
“PEMPHIGUS NEONATORUM” IN A 
MATERNITY HOME 


By S. D. Extxtiotr, M.B. Lond., D.P.H. 
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E. HARPER GILLESPIE, M.B. Edin. 


BACTERIOLOGIST IN THE DEPARTMENT OF BAOTERIOLOGY AND 
FREVENTIVE MEDICINE, UNIVERSITY OF MANCHESTER ; AND 


EARDLEY HOLLAND, M.D. Lond., F.R.C.P., F.R.C.S., 
F.R.C.0.G. 


OBSTETRIC AND GYNÆCOLOGICAL SURGEON TO THE LONDON HOSPITAL; 
, COUNTY OBSTETRIC CONSULTANT FOR HERTS 
Pd 


Tais outbreak of mild staphylococcal skin infection, 
which affected 22 infants, 2 mothers and a nurse, 
occurred between October, 1939, and February, 1940, 
at a maternity home. We use the word “ pemphigus” 
because it is in common usage to describe this type of 
skin infection in the newly born. The term “ bullous 
impetigo,” often used alternatively, does not properly 
describe the condition, because in this epidemic, which 
appeared to conform fairly closely with the mild type of 
pemphigus described in the Ministry of Health’s memo- 
randum (1925), bulla did not appear. We agree with 
Carter and Osborn (1938), who described an epidemic in 
many respects similar to ours, when they propose the 
term “‘ contagious subepithelial dermatitis.” 


HISTORY OF THE OUTBREAK 


The home, formerly a private residence, has beds for 
38 women. It is fully equipped, adequately staffed with 
midwives and nurses, has an isolation-room, and the beds 
are properly spaced. The nursery, with accommodation 


for 20 infants, is 24 by 18 ft. and 11 ft. high, with a- 


window 8 ft. square on one side facing the door. A day 
and a night nurse were on full-time and two other day 
nurses on part-time duty in the nursery. The night 
nurse (Nurse X) was on duty in the nursery from the 
date it opened (September, 1939) until Feb. 8, 1940, when 
she was suspended from duty because of an infective skin 
lesion. On Jan. 30 the nursery began to be used for 
infected infants only, the healthy infants, including the 


4 born after that date, being isolated in another room. 


Nurse X was thus the only nurse who was continuously 
(except for days off duty after the occurrence of each 
case of infection) in charge of all the infants born in the 
home except the last 4, coming into close contact with 
them during bathing, changing napkins, feeding and so 
on. Of the last 4 infants born, only 1 became infected, 
and it is of interest that this infant was looked after by 
the nurse who shared a bedroom with Nurse X. These 
points are emphasised in view of the bacteriological 
findings and the sites of the primary skin lesions. 

The first baby to show signs of infection was born on 
Oct. 16, 1939. The mother had 3 other children who, 
just before the confinement, had been admitted to a local 
hospital with profuse impetigo. It was found out later 
that the father had been in the habit of visiting them in 
hospital and then going on immediately to the maternity 
home to see his wife and baby. This infant when six 
days old developed an infective eruption from which a 
pure culture of Staphylococcus aureus was obtained ; 
these organisms were not examined in further detail. 
Both the mother and infant were removed to a hospital 
whence four days later they were discharged, the rash 
having dried up and almost gone. The dates of the first 
appearance of the infection in the 22 cases is shown in 
the figure and table I. The last of the babies to become 
infected was born on Feb. 11. The mother was admitted 
although the home had been closed to new admissions 
since Feb. 2, because on her arrival the baby was on the 
point of being born. On Feb. 14 the home was tem- 
porarily closed for fumigation. No fresh cases have 
occurred since it was reopened on March 11. - 


6128 


The infected babies were removed, directly they 
showed signs of the disease, to a separate ward in which 
they were nursed by a separate nursing staff. After 
Jan. 30, as already stated, this arrangement was reversed, 
the nursery being reserved for infected babies only. 
Isolation was not always complete, however, since all 
those affected were breast-fed and the mothers of infected. 
and uninfected babies sometimes occupied the same ward. 
Moreover, the separate nursing staff lived in the same 
quarters as the ordinary nursing staff and fed at the 
same table. Whenever a case occurred the day and 
night nurses who had been in contact were at once taken 
off duty, followed the usual routine of disinfection of 
person and clothing, and were sent away from the home 
for three clear days. None of the 
nurses had clinical signs of infection Raeee HOME 
of the throat, nose or skin except CLOSED CLOSED 
Nurse X; who on Feb. 8 got a skin 4 4 


s $ 
E E E a ee 
V. : FEB. 
1939 1940 j 
Dates of onset in the 22 cases. 


lesion on the back of her hand and was forthwith suspended 
from all duty. A similar lesion had appeared a week 
before on her elbow ; this, unfortunately, she failed to 
report, and it remained unnoticed. From the hand lesion 
staphylococci were isolated which corresponded serologi- 
cally with those recovered from the eruptionsin theinfants. 
In February two mothers whose babies were affected 
developed a similar eruption on the skin of the breast ; 
both infants were breast-fed. In both cases the infection 
appeared in the month after the baby had contracted the 
disease. , 
Face-masks and gowns were always worn by nurses on 
duty in the nursery but rubber gloves were not used 


TABLE I—INOIDENCE OF PEMPHIGUS AT THE HOME 


Babies develop- | Babies born at 


Month 


ing pemphigus . the home 
September 0 34 
October 2 32 
November 1 17 
December 6 19 
January 6 11 
February 7 4 


until mid-way through the outbreak, after which they 
were always worn when handling the infants. This 
measure did not have any observable effect on the spread 
of infection. 
SKIN LESIONS 

Some exposed area of skin—the face, scalp, neck, hand, 
buttocks and thighs (exposed during changing napkins )— 
was almost always the first to be affected. After the 
occurrence of the first case a careful look out was kept 


for the first sign of a rash, so that the primary sites were 


noted and recorded. In 7 it was on the face, in 1 the 
scalp, in 2 the neck, in 7 the hand, and in 1 each the 
buttock, thigh, elbow and shoulder. In the face it was 
often on the margin of the eyelid or the outer canthus ; 
on the hand it was usually at the base of a finger-nail. A 
small clear-cut red area, a small red spot, or a small crop 
of confluent spots first appeared. The time of appear- 
ance varied from the second (1 case) to the twelfth day 
(2 cases) after birth, more than half being from the fourth 
to the sixth day inclusive. In a few hours the cuticle 
over the affected area became yellowish, wrinkled and 
loose. The quantity of fluid secreted amounted to no 
more than a film sufficient to separate and slightly raise 
the cuticle; only once during the whole outbreak was a 
small blister, of very short duration, seen. The cuticle 
quickly broke, exposing the superficial layers of the cutis. 
The exposed areas were at first bright red and moist, but 
quickly dried and faded and healed rapidly. The primary 
lesions were almost invariably followed by similar but 
more extensive lesions, and in this way large areas of 
skin, especially over the trunks and buttocks, were 


F 


170 


THE LANCET] 


MR. EARDLEY HOLLAND AND OTHERS: ‘“‘ PEMPHIGUS NEONATORUM ”’ 


[FEB. 8, 1941 


denuded of epidermis. None of the infants appeared ill 
or had pyrexia or other signs of infection ; continued 


to thrive and gain weight, and none (except 2 premature 
infants) remained in the home more than fourteen days. 
The breast eruptions of the 2 mothers were confined to the 
superficial layers of the skin and did not lead to abscess 
formation. Indeed, no breast abscess or other type of 
septic infection occurred in the home throughout the 
epidemic, and the incidence of puerperal pyrexia did not 
rise. In the infected nurse the skin lesion on the hand 


appeared to be rather more deeply seated«but when seen 
there was no pus. — 


BACTERIOLOGICAL INVESTIGATION 


Exact bacteriological details are available only for the 
cases occurring during February, at the end of the out- 
break. Swabs from the skin lesions were taken for 
examination. The cases examined in this way included 
the last 8 infected infants, the 2 mothers with skin lesions 
on the breast and the nurse (Nurse X) with a lesion on 
the back of the hand. . - 


The swabs were inoculated on nutrient agar and 5% horse- 
blood-agar plates which were incubated at 37° C. for eighteen 
hours and thereafter left on the bench for several days to 
facilitate the production of pigment in colonies of staphylo- 
coccus. Representative staphylococcal ` colonies were 
selected and tested for fermentation of mannitol and coagulase 
production. All “ coagulase-positive ” strains were identified 
serologically by one of us (E. H. G.) by the slide agglutination 
method (Cowan 1939), dividing the strains into the three main 
types 1, 1 and m, and into additional subtypes according to 
the reactions with absorbed sera (Gillespie and others 1939). 
The sera were supplied by Dr. S. T. Cowan of the department of 
bacteriology and preventive medicine, Manchester University. 


_ From all cases except one almost pure cultures of 
Staphylococcus pyogenes were obtained.* These produced 
golden pigment on agar, fermented mannitol slowly 
(3-5 days) and coagulated human plasma. 
_ produced a narrow Zone of hemolysis on horse-blood agar 

but the strains were not tested for soluble hemolysin. 
Serologically they all belonged to type mc (Cowan) 
(table m1). In the one exception which gave a few 
colonies of Staph. saprophyticus albus the lesion had 
been painted with an antiseptic immediately before the 
swab was taken. 


TABLE II-—-STAPHYLOCOCOI ISOLATED FROM SKIN LESION IN 


11 cASES 
Source of - Cases Cases yield- | Serological 
staphylococci examined E type (Cowan) 
Infants’ skin .. 8- 7 mo 
Mothers’ breast .. 2 2 Itc 
IIc 


Nurse’s hand .. 1 1 


NASAL CARRIERS 


McFarlan (1938) and Gillespie and others (1939) have 
shown that Siaph. pyogenes is present in the nose of over 
40% of the population. It was possible that amongst 
the nurses there was a carrier of the causal strain of 
staphylococci. Throat and nose swabs were .therefore 
taken from the entire nursing staff, but in no instance 
was a profuse culture of staphylococci obtained from the 
throat.* Staph. pyogenes was obtained from 9 nurses, 
the incidence of serological types being: type 1, 4 times; 
type IIc, once; type md, 3 times; and an unknown type 
once. One colony only was identified from each culture. 

The nurse found to be harbouring Staph. pyogenes type 
Iic in the nose was Nurse X. She had, at the same time, 
a staphylococcal lesion on the hand and a week before 
had had a similar lesion on the elbow. ‘Type Imc 
staphylococci were recovered from her hand but the 
elbow was not investigated. 


AIR INFECTION 


Blood-agar plates were exposed to the air in the home 
during the outbreak on one occasion from 6 A.M. until 


® Hemolytic streptococci were never isolated from the throats or 


noses of the nursing stall or from the skin lesions of the infants, 
mothers or nurse X, 


They also 


12 noon, two plates being exposed in each room tested. 


They were subsequently incubated overnight at 37° C. 


after which 2 representative staphylococcal colonies 
resembling those previously isolated from the skin- 
lesion cultures were selected from each plate and tested 
for coagulase production; coagulase-positive strains 
were then identified serologically. 

Staph. pyogenes type mc was recovered from the 
plates exposed to the air in the nurses’ dining-room, a 
nursery containing 2 infants with skin lesions and a ward 
accommodating 2 mothers both with breast eruptions 
and 1 with the same staphylococcus in the nose. We 
were unable to recover this type of staphylococcus from 
plates exposed in 2 unoccupied wards or in a ward con- 
taining an uninfected mother. Swabs from door 
handles, bed linen and furniture in wards containing 
infected patients also failed to reveal the presence of these 
staphylococci; only 1 colony was tested from each 
culture taken from these situations. 


DISCUSSION 


Although a full bacteriological investigation was only 
made in the later stages, it is likely that the whole out- 
break was due to Staph. pyogenes type mc (Cowan). 
Skin carriers of Staph. pyogenes are fairly common, 
comprising 19-5% of a group of 159 students examined by 
Gillespie and others (1939); of these carriers about one 
in ten were carriers of type mmc. The isolation in profuse 
culture of this serological type from 10 out of 11 cases is 
thus very unlikely to have been due to chance. It will 
be recalled that in the single exception the lesions had 
been painted with an antiseptic immediately before the 
swab was taken. 

It is impossible to determine conclusively the source or 
the means of spread of the infection. There were at 
least two possible sources of primary infection. The 
first was the 3 cases of impetigo occurrmg outside the 
hospital, the infection being introduced by the father or 
the mother. This point was not investigated. The 
second possible source was the nurse from whose nose 
and hand lesion Staph. pyogenes type ic was isolated. 
Gillespie and others (1939) have shown that staphylo- 
coccal nasal carriers tend to persist and that skin carriage is 
closely related with nasal carriage. Provided the nurse 
was a chronic carrier before the outbreak, her close con- 
tact with the infants would have given ample oppor- 
tunity for infecting them. Alternatively she may herself 
have been infected by an infant during the early stages 
of the outbreak. There are three possible means of 
spread—by contact with the carrier nurse, through con- 
taminated garments, gowns, gloves, hands and so on, and 
by the air. The last two involve the possibility of case- 
to-case transfer. The presence of the causative organisms 
in the air of the wards in which the cases occurred and in 
the nurses’ dining-room. indicates the prevalence of that 
particular strain of staphylococcus in these situations 
during the outbreak and suggests that aerial: transmis- 
sion may have been a factor in the spread of the disease. 
On the clinical side the outstanding feature of the out- 
break was the mildness, even triviality of most of the 
cases; in 10 there was only one spot (in half of them on 
a finger) which was well in three days. It is easy to 
overlook such a trivial case and to fail to realise that a 
suspicious spot may be the prelude to an epidemic and 
the danger signal that a source of infection exists. 

Although inconclusive, the available evidence suggests 
that contact infection by Nurse X was an important 
factor in maintaining this outbreak and may even have 
been the original source of infection. 


SUMMARY 


An outbreak of skin infection resembling pemphigus 
neonatorum occurred in a maternity home ; 22 infants, 2 
mothers and 1 nurse were affected. 

Profuse, almost pure cultures of Staph. pyogenes were 
obtained from the lesions in 10 out of 11 cases examined 
bacteriologically and all were found to be type mc 
(Cowan). 

' A nurse who had two skin lesions was a nasal carrier of 
staphylococci of the same type. Staphylococci of this 
type were also recovered from plates exposed to the air 
during the outbreak in two wards in which were infected 
patients and in the nurses’ dining-room. These organisms 
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were not isolated from the air of two unoccupied 
wards or a ward containing an uninfected patient. 
The evidence suggests that the nurse may have been 
the source and also the means of spread of the infection. 
Our thanks are due to Dr. S. T. Cowan for the use of his 
staphylococcal type sera for this investigation. 
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OPIUM AS A PREANASTHETIC 
SEDATIVE IN CHILDREN 


By A. H. L. Baxer, B.A. Oxfd, L.M.S.8.A., D.A. 
AND 
E. M. Cuivers, M.B. Cape Town, D.A. 


ANÆSTHETISTS TO WEST MIDDLESEX COUNTY HOSPITAL, ISLEWORTH 


PREANZSTHETIC sedation in children has always 
presented a problem to the anesthetist. Nobody likes 
seeing a terrified child arriving crying at the operating- 
theatre, as so often happens when no premedication, or 
only an injection of atropine, has been given. Conversely 
the administration of an anesthetic to a child deeply 
under the influence of some hypnotic is not without 
danger. 


The barbiturates, especially Nembutal, have been used 
widely as a preanssthetic sedative for children but in our 
experience the action of this group of drugs is unreliable. 
After an adequate dose a child may be either asleep or 
restless before operation, and postoperatively either 
recover quietly or be difficult to control for a time; 
one noisy patient is enough to upset an entire children’s 
ward. Another difficulty is the impossibility of persuad- 
ing some children to swallow capsules even when dis- 
guised in jam or sweets. Rectal paraldehyde and 
Avertin cannot always be given in a busy children’s ward 
and are certainly not the preanezsthetic of choice in every 
case. : 

Opium derivatives are seldom administered to children, 
possibly because of a traditional prejudice against them, 
but investigation has shown (B. C. Leech 1935, C. H. 
Robson 1936) that these drugs are extremely well 
tolerated. The requisite dose consistent with safety 
depends on the patient’s basal metabolic rate, and the 
relatively high rate found between the ages of 1 and 20 
years when compared with that of adult life has been 
. amply shown in the work of Du Bois and Benedict 
(1924). The rates of infants aged 1-3 months and 1 year. 


are respectively the same as those of adults aged 80 and 


20 years. Between 1 and 20 the rate rises sharply to a 
maximum at 6 years, declines up to 12 years, and reaches 
almost the same high level again at puberty before the 
gradual decline towards old age. We found that whereas 
an adult weighing 133 lb. (average) took morphia gr. $ 
or Omnopon gr. $ satisfactorily, a child of 1 year (average 
weight 20 lb.) tolerated morphia gr. 1/40 or omnopon 
gr. 1/21 equally well. The table given here is based on 
that in Leech’s article (1935), the dose of morphia in each 
case being the nearest convenient fraction of gr. 4 or 
gr. 4 to the appropriate calculated dose. The omnopon 
dosage was based on the fact that gr. 4 of this drug 
contains morphia gr. 34, plus the other active principles 
of opium, ahd was therefore usually just under double 
that of morphia. 

To inhibit mucous secretions, hyoscine was given in 
properly balanced doses with the opium derivatives. 
The drug is a metabolic stimulant, but this action is 
counterbalanced by its power to reduce emotional excite- 
ment; thus the sedative action of the opium is left 
unimpaired and can be exercised to the full. Further- 
` More, having no vago-inhibitory action, hyoscine does 
not produce tachycardia, as atropine does occasionally 
when used alone. Many anesthetists now avoid atropine 
as being too stimulating to be a good preanesthetic. 


RESULTS 


The table shown here was used with satisfactory results 
in a series of 600 children aged from 1 month to 16 years. 
There were a few failures at the beginning from over- 
caution and under-dosage. Most of the children arrived 
in the theatre in a drowsy and unapprehensive state, 
taking a detached view of the proceedings; a small 
proportion was asleep and not easily disturbed. Induc- 
tions were smooth, amount of anzsthetic used reduced, 
and postoperative consciousness quickly regained with a 
minimum of restlessness ; this last point is valuable after 
tonsillectomy. In some minor procedures, such as the 
changing of dressing and plaster, these drugs were suffi- 
cient unsupplemented by anesthesia. Postoperatively, 
the retrograde amnesic effect of hyoscine has been present 
in most of our cases, a fact testified to by the ward nurses 
who get this information easily in the course of daily 
routine. The anesthetist is usually confronted with a 
barrier of shyness when he makes a personal quest for 
information. sia thant 

The table doses were slightly exceeded without incur-, 
ring dangerous symptoms in children who were obviously 
excitable and had an increased B.M.R., and in those who 
were overweight for their age-group (excluding the over- 
adipose who often tend to be under-developed in all other 
respects and may require reduced dosage). No instance 
of abnormal B.M.R. due to endocrine disturbance was 
encountered in this series. . 7 


l l } 
DOSAGE OF MORPHIA OR OMNOPON WITH HYOSOINE ACCORDING. 


TO AGE 
Either i 
Age Average mé With hyoscine 
, rphia or omnopon 
(years) weight (gr.) (gr.) (gr.) 


Up to 6/12| Variable | Not tried | 1/30 (not tried | 1/1200—1/900 | 
: under 3 months) 


6/12-1 18} lb. | Nottried | 1/30-1/24 1/900 
1-2 22 Ib. 1/40 1/24-1/21 1/600 
2—4 2 st. 2łlb.| 1/32 1/18-1/15 1/600 
4-8 3 st. 1/20 1/12-1/9 1/450 
8-12 | 4st.541b.| 1/16 1/9 1/450 

12-16 |6st.6Ib.| 1/12 1/6 1/300 


A few emergency cases with pain and fever benefited 
less than other children from the doses given, presumably 
because their B.M.R. was raised, but for reasons of 
caution no attempt has so far been made to inerease 
the dosage. Patients of advanced development in the 
12-16 year group often took satisfactorily the full adult 
oer A gr. 4 or morphia gr. } with hyoscine 
gr. 1/150. 

It is, of course, important that the fractional doses 
of drugs should be accurately worked out. To avoid 
confusion and mistakes we employ the method, practised 
at this hospital for many years, of double check for every 
injection given. 

SUMMARY 

Opium derivatives are well tolerated by children. 

Dosage depends on the basal metabolic rate, which 
increases to a maximum at the age of 6, declines up to 12, 
Ta again during puberty and then declines throughout 

e. 

The appropriate dosage of morphia, omnopon and 
hyoscine were calculated for children of all ages under 16. 

Morphia and hyoscine or omnopon and hyoscine 
administered in the calculated doses were satisfactory 
as preanzsthetic sedatives in 600 children between the 
ages of 1 month and 16 years. 


Our thanks are due to Dr. I. W. Magill for suggesting this 
work and for his help and criticism, and to Dr. J. B. Cook, 
medical superintendent of the West Middlesex County 
Hospital, for permission to publish this paper. We also wish 
to thank the nursing staff for their coöperation. 


REFERENCES 


Du Bois, E. F. and Benedict, C. G. (1924) Cited by Guedel, A. EB. 
J. Amer. med. Ass. 82, 1736. 

Leech, B. C. (1935) Anesth. Analges. 14, 283. 

Robson, C. H. (1936) Amer. J. Surg. 34, 468. 


e 
172 THE LANCET] CAPTAIN STEWART AND OTHERS: INJURY TO CENTRAL NERVOUS SYSTEM BY BLAST [FEB. 8, 194? 


INJURY TO THE CENTRAL NERVOUS 
= SYSTEM BY BLAST 


OBSERVATIONS ON A PHEASANT 


BY 
Oscar W. Stewart, M.D. Comm K. Russexr, M.D. 
CAPTAIN R.C.A.M.O. + LIEUT.-COLONEL R.C.A.M.O. 3 AND 
Wituram V. Cone, M.D. 


LIEUT.-COLONEL R.O.A.M.C. 
(From No. 1 Canadian Neurological Hospital) 


Biast effects from high explosives, which produced 
no marks of external violence but nevertheless caused 
instantaneous death, were described in the last war. 
Examples are also cited in which death was not imme- 
diate, and in some of these evidence of injury to the 
central nervous system was apparent during the hours 
or days preceding death. That definite pathological 
changes in the central nervous system can be caused by 
blast was shown by Mott (1916 and 1917) when he 
recorded the macroscopic and microscopic abnormalities 
in brains and spinal cords of soldier casualties. His 
findings were widely and uncritically accepted as the 
explanation for the variable and bizarre symptom- 
complex popularly referred to as ‘‘ shell shock.” 

Again in this war there have been reports of the 
damaging effects of blast on vertebrates. The human 
material studied has been largely from fatal cases. 
Damage to the lungs characterised by alveolar ruptures 
and hemorrhages has been the consistent and dominant 
feature. Hadfield, Ross, Swain and Drury-White (1940) 
cited 10 cases of sudden death in persons subject to the 
blast effect of high-explosive bombs. In none of these 
was there any evidence of external trauma; there were 
gross hemorrhagic lesions in both lungs in all, and 
blood-stained secretions in the upper air-passages in 
some. Microscopic examination of other tissues was 
not mentioned in this preliminary report, but its authors 
felt that the lung damage, even though severe in some 
cases, was not sufficient to cause sudden death. They 
looked on this finding rather as an unmistakable indica- 
tion that the patient had suffered considerable blast 
effect. ‘‘ It seems more likely,” they conclude, ‘‘ that 
blast produces death by interfering with some vital 
tissue or centre in which, from the extreme rapidity of 
action, structural changes are unlikely to be found.” 
Falla (1940) reported a case with capillary hemorrhages in 
both lungs due to blast and Zuckerman (1940) has pub- 
lished his experimental findings in animals subjected to 
blast. He found extensive haemorrhages in the lungs 
in all fatal cases and less severe lesions in animals 
surviving the immediate blast effect. The severity of 
the pulmonary lesions was roughly dependent on the 
nearness of the animal to the explosive discharge. No 
detailed mention is made in this report of examination 
of other tissues. Zuckerman concludes from these 
experiments that it is the pressure component of the 
blast which bruises the lungs by its impact on the 
body wall. 

We have seen a small series of patients who have been 
exposed to blast and have exhibited a variety of 
neurological abnormalities. Some, without showing 
focal signs, have simply been apathetic and indifferent, 
others have been depressed, and one, seen some days 
after the injury, had xanthochromic spinal fluid although 
there was no mark of external violence to the head or 
spine. In another there were signs of spinal-cord 
damage limited to the anterior horn cells. We have 
theorised that the symptoms might be due to the 
hydraulic-like pressure on the central nervous system in 
its firm encasement, resulting from the sudden compres- 
sion of the thoracic cage with its consequent violent 
back-pressure on the venous side. 

The neurosurgeon is all too familiar with the sudden 
and alarming herniation of the brain that can take place 
through a widely opened dura when a patient under 
local anzsthesia coughs unexpectedly, and he is also 
familiar with the changes produced in the circulation in 


the meningeal racchidian veins of the vertebral extradural 
space and in the circulation of the spinal cord itself in 
such a situation. The sudden compression of the thorax. 
forces blood out through the various venous channels, 
valveless or incompetently valved, that drain the 
cranial cavity and the spinal canal. This results in a 
sudden and striking increase in intracranial and intra- 
spinal pressure. This pressure in the closed intracranial 
and intraspinal cavities would presumably be incompar- 
ably greater when caused by a blast wave than when 
produced by coughing, in that the compression of the 
body surface generally would prevent’ the escape of 
blood into the extremities and abdomen, and intra- 
cerebral hemorrhages may certainly r from 
paroxysmal coughing in children with whooping-cough. 


THE BLASTED PHEASANT . 


We have collected a bit of evidence from the study of 
a pheasant which was suffering from blast effect, which 
lends some support to the speculations advanced with 
regard to the mechanism of injury. The bird was found 
ninety feet from the edge of a bomb crater twelve hours 
after two large bombs had been dropped in a wooded 
patch the previous night. There was no way of determin- 
ing how near to the explosion the bird had been. It 
was standing on both legs with the eyes closed most of 
the time (fig. 1). It did not move when approached 
and there was no reaction of fear or resistance when it 
was picked up. When placed on its feet and pushed 
along it would take a few unsteady steps with legs 
tending to cross and then came to a standstill. It 
could be placed in any position and would remain in 
that position until moved. Even when placed on its 
back and in other unusual positions it exhibited a waxy 
flexibility that closely resembled the catatonic patient 
(fig. 2). Our zest for a thorough anatomical scrutiny of 
the bird was surpassed only by the gastronomical designs 
of the gamekeeper who happened upon it at about the 
same time. A compromise was effected and an hour 
after it was found (13 hours after the bombing) the bird 
was killed by cutting the large vessels in the neck and 
allowing it to bleed freely. The brain was carefully 
removed with the’dura intact. The feathers were 
plucked and a thorough search revealed no external 
evidence of trauma. organs were removed and 
together with the brain placed in 10% formalin. 

Gross findings.—Discoloration of the undersurface of 
the forebrain beneath the dura was the only gross finding 
in the uncut brain. Both lungs showed much heemor- 
rhagic congestion—the left one appearing solid and 
beefy red, resembling the stage of red hepatisation in 
lobar pneumonia. ` There were no hemorrhages along 
the ribs nor were there any fractured ribs. No gross 
lesions were observed in the other organs. On sectioning 
the brain there were gross hemorrhages in the forebrain 
extending backwards as far as the ventricle (fig. 3). No 
hemorrhage could be seen macroscopically in the mid- | 
brain or cerebellum. Cut sections of both lungs showed 
extensive hemorrhagic consolidation (fig. 4). The heart, 
liver and 
spleen showed 2 Set 
nothing Sh my 
abnormal 
macroscopi- 
cally. The 
sections were 
embedded in 
celloidin and 
cut. Hema- 
toxylin - Van 
Gieson stains 
were done on 
all tissues and 
some sections 
of the brain 
were also 
stained with 
toluidin blue. 

‘Microscopic 
findings.— 
Brain. 
Throughout 
the cerebrum 
the capillaries 
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Fic. 1—Position of pheasant when found. 
Note dejected appearance and closed eyes. - 
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Fie. 2—One of several attitudes maintained indefinitely after 
posturing. 
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were congested and in the forebrain on both sides 
there were numerous hæmorrhages of varying sizes. 
These seemed to be chiefly associated with the small 
veins and to a lesser extent the capillaries. Many 
of these formed a collar about the vessels with the 
blood-cells extending outwards and separating the 
neuroglial framework about them. No consistent 
change could be seen in the nerve-cells with the stains 
employed. We were struck by. the presence of numerous 
hemorrhages surrounding the ventricle in the hypo- 
thalamic region. In two areas, clusters of blood-cells were 
clinging to the inner surface of the ventricle. In the 
cerebellum four small hemorrhages were found in one 
section. Lungs. Massive hemorrhages were found in 
both lungs. In many areas the small bronchioles and 
bronchi were occluded with blood and mucus. Many 
alveoli were ruptured in addition to containing red blood- 
cells. Heart. Deep in the muscular layer of one 
ventricle there’ were numerous small hemorrhages. 
These were associated with very small vessels. 
wise the vessels and musculature appeared normal. 


Fig. 3—Section through forebrain showing hemorrhagic area. 


DISCUSSIGN 


This report is presented to call attention again to the 
fact that lesions of the central nervous system can be 
produced by blast. Though pulmonary damage is 
apparently a constant finding and at times is very 
extensive it seems unlikely that it is responsible for either 
sudden death or later fatalities except in a contributory 
way. It seems likely that under certain conditions the 
hydraulic-like force acting on the central nervous system 
may, when of the right degree, cause cessation of nerve- 
cell activity without producing macroscopic or micro- 
scopic evidence of injury—in other words, it may 
produce the clinical picture of concussion. 


In the two cases reported by Mott (1917) both of the 
soldiers were expdsed to the blast of high-explosive shells. 
Neither showed external signs of injury. The first man was 
admitted to hospital in a state of acute mania and died 
suddenly 24 hours later. The only gross pathological finding 
outside the brain was a largo hemorrhagic area in the lower 
lobe of the left lung. Both lungs were edematous. Summar- 
ising the histological changes in the brain Mott reported 
“ . . . vessels of the pia-arachnoid membranes of the brain 
are congested, and there are scattered sub-pial hemorrhages 
of microscopic size almost everywhere. In the white matter 
of the corpus callosum, the internal capsule, the pons, and 
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medulla there are seen congested veins and hemorrhages into. 
the sheaths of these vessels with occasionally extravasation 
of blood corpuscles into the adjacent tissue.” The second 
patient became comatose immediately after an explosion and 
died the same day without regaining consciousness. In this 
case only the examination of the brain is reported. Here 
again the striking finding was the presence of hemorrhages’ 
of varying degree into the substance of the brain. 

A third case is described in the same article by Mott. A 
soldier was brought in from no man’s land with a superficial 
graze over the spine of the left scapula and a small “ in-and- 
out ° wound of the right gluteal region. He was mentally 
clear but drowsy with “‘ halting speech.” . There was complete 
paralysis of the legs and abdominal muscles and the left side 
of the face. 
Power in both 
arms was 
diminished. 
The level of 
complete 
anesthesia 
was at the 
umbilicus. 
Rectal and 
vesicle sphinc- 
ter control 
were lost. 
This , patient 
gradually 
became coma- 
tose and died 
seven days 
later. A 
complete post- 
mortem exam- 
ination was 
made „and 


nothing to Fic. 4—Sections of right and left lung showing 
account for hemorrhagic consolidation. 

death was 

found. Sections of the spinal cord from D.8 to L.2 


inclusive were examined microscopically, and the appear- 
ances, though varying in intensity, were similar in all of 
them. On the surface there was evidence of subarachnoid 
bleeding. The surface veins were congested though the 
arteries and capillaries were relatively empty. ‘‘ In places,” 
Mott wrote, “‘ the veins could be seen ruptured and in some 
sections intraradicular hemorrhage was observed. In the 
substance of the spinal cord itself were numerous minute 
hemorrhages, varying in size from a pin-head, and visible 
to the naked eye, to a pin-point, invisible except by the aid 
of the microscope. The hemorrhages are seen especially in 
situations where the surrounding tissue offers least support ; 
consequently they are found in the grey matter of the anterior 
horns, but especially at the base of the posterior horn near 
the central canal.” 

Mairet and Durante (1917, cited by Mott) subjected rabbits to 
blast by means of melinite explosions. Histological examina- 
tion showed diffuse hemorrhages in the lungs, spinal cord and 
brain ; hemorrhage in the kidney was found in one animal. 


Mott thought that the aerial compression generated 
by high explosives might be transmitted to the fluid 
about the base of the brain, causing shock to the vital 
centres and death. He considered, too, that the forces 
of compression and decompression might both act on 
the central nervous system producing arterio-capillary 
anæmia, venous congestion and rupture of small vessels. 
He did not explain, however, how the forces were brought 
to act on the circulation. 

We have purposely omitted any consideration of the 
decompression effect or ‘‘ suction wave ” in our discus- 
sion, although it is, together with the compression effect, 
embraced in the term ‘“‘ blast.” Lieut.-Colonel Arthur 
James,! after experimenting with low-pressure effects, 
feels that the negative, pressure wave following the 
positive one may, in the suddenness of the change, be 
an important factor in cerebral injury. “But there is 
sound experimental evidence that this suction effect is of 
little significance in the production of the pulmonary 
lesions (Zuckerman 1940). 

From the experimental reports and case-records to 
date it seems clear that the effect of the blast wave on 


1. Personal communication. 
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man and animals sufficiently near and directly in the 
path of this violent compression force may be so damag- 
ing as to cause instant death. Lesser degrees of injury 
may also occur, as exemplified by the cases which live 
for hours or days after exposure and show definite 
pathological lesions in the post-mortem examination ; 
by cases which have coexisting wounds from the shell 
or bomb fragments which overshadow the signs of the 
lesions produced by the blast alone; and finally, by the 
milder cases which, recovering without showing definite 
signs, make it impossible to prove the existence of minor 
lesions or to establish the fact that concussion of the 
central nervous system was produced. 

We are diffident to suggest, from our circumstantial 
evidence, that blast affecting the central nervous 
system can produce a symptomatology ranging from 
slight mental disturbance to signs of damage to the 
anterior horn cells. Yet we have encountered such 
varied signs in our small series of patients exposed to 
blast, and on theoretical grounds can visualise patho- 
logical and physiological disturbances as varied as the 
symptomatology. It is important that all this should 
not be construed, as it was in the last war, as justifying 
the term ‘‘ shell-shock ” with all its connotations. The 
changes we are discussing should be transitory in the 
less severe disturbances, but if permanent they should 
be measurable by abnormal neurological signs or electro- 
encephalographic studies (Jasper, Kershman and Elvidge 
1940). The problem of differential diagnosis between 
organic disturbances and purely psychogenic disorders 
remains. | 
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SUMMARY 


A pheasant found after an air-raid suffering from the 
blast effect of a high-explosive bomb was in a dazed 
condition resembling catatonia. There were no external 
injuries but hemorrhagic lesions were present in the 
lungs and heart muscle, and in the brain there was 
capillary congestion throughout the cerebrum with 
gross hemorrhages in the forebrain. 

We suggest that the mechanism responsible for the 
cerebral lesions was the hydraulic-like pressure on the 
central nervous system, in its firm encasement, resulting 
from sudden compression of the thoracic cage with 
consequent violent back-pressure on the venous side. 


- 


REFERENCES 


Falla, S. T. (1940) Brit. med. J. 2, 255. - 

Hadfield, G., Ross, J. M., Swain, R. H. A. and Drury-White, J. M. 
(1940) Lancet, 2, 478. 

Jasper, H. H., a wae J. and Elvidge, A. (1940) Arch. Neurol. 


PARATYPHOID ABSCESS 


RECOVERY OF ORGANISM FROM BONE-MARROW 
By A. MACDONALD, M.B. Aberd. 


GARDEN RESEARCH FELLOW IN THE UNIVERSITY OF ABERDEEN 


SIMPLE abscess caused either by Bacterium 
typhosum or Bact. paratyphosum B is listed by 
Browning along with the less common complications 
such as perichondritis, periostitis and middle-ear 
involvement. It is not often mentioned as a possible 
source of an outbreak of enteric infection, and this is 
apt to be forgotten. 

In the first case a breast abscess caused by Bact. para- 
typhosum B developed two months after the patient’s 
discharge from hospital and the infecting organism was 
found in the sternal bone-marrow at a time when it could 
not be recovered from any other source. The second 
paws symptoms were more severe and therefore more 
ikely to be fully investigated, but both histories under- 
line the need for careful examinadion of abscesses in 
patients with a recent enteric infection. 


CASE-RECORDS 


Cast 1.—A woman of 38 became illon July 20, 1940, and was 
diagnosed as suffering from paratyphoid fever on Aug. 3 
when she was admitted to the City Hospital, Aberdeen. 
On this date her stools gave an abundant growth of Bact. 
paratyphosum B and her serological reactions were typical 
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of that infection, but the organism was not found either in 
her urine or on blood-culture. The patient was never acutely 
ill and by Aug. 15 her temperature was normal and her fæces 
free from the infecting organism. Repeated culture both of 
the urine and faces between this date and her discharge on 
Sept. 19 was negative. 

During the first examination of the patient in hospital a 
small painless lump with indefinite edges was found in the 
right upper quadrant of the left breast.. The patient thought 
it had been present before the onset of her illness, and it was 
considered to be an area of chronic mastitis. 
convalescence, on Aug. 20, she complained of a dull ache in 
this breast, which however was not-inflamed, and the pain 
disappeared in a week or two. She was advised to have the 
breast examined at the outpatient department of the Aberdeen 
Royal Infirmary, and on Sept. 20 she reported that the lump 
no longer troubled her and was getting smaller, so she was 
told to return for periodic examination. On Nov. 21 the breast 
became inflamed and a week later a superficial abscess 
developed over the site of the original lump. The abscess 
was incised and yielded a small quantity of thin pus which 
on film was predominantly polymorphonuclear and contained 
gram-negative bacilli. On plating out a pure culture of 
Bact. paratyphosum B was grown. The abscess began to 

. heal rapidly after incision, though the original tumour. 
remained, and two days later and on subsequent examinations. 
only Staphylococcus albus was found in the discharge. 
Repeated clinical and two radiographic examinations gave 
no evidence of involvement of bone or periosteum. On 
Dec. 3, after three negative examinations of swabs from the. 
breast wound, sternal puncture was performed. By inoculat- 
ing 05 c.cm. of marrow fluid into 20 c.cm. of MacConkey. 
broth and meat-infusion broth Bact. paratyphosum B was 
obtained. 


Case 2.—A woman of 43 was admitted to the City Hospital, 
Aberdeen, on Sept. 12, 1940, suffering from paratyphoid 
, fever. Her illness was of moderate severity but she persisted 
in excreting Bact. paratyphosum B in her fæces for some weeks 
after admission to hospital. She was discharged on Dec. 12, 
when repeated examination of her feces, urine and bile had 
apparently shown that she no longer harboured the infecting 
organism. During convalescence sternal puncture was 
performed but Bact. paratyphosum B was not obtained. A 
few days after leaving hospital the patient complained of lower 
abdominal pain and difficulty in micturition and on Dec. 30, 
when she was admitted to Aberdeen Royal Infirmary, the 
pain had become severe and she was found to have an abscess 
arising from the pelvis and reaching to the level of the 
umbilicus. The abscess was opened through the pouch of 
Douglas and a large quantity of pus removed. In films the 
cells were almost all polymorphonuclear and no organisms 
were seen, but Bact. paratyphosum B was found on culture. 
On Jan. 7 culture of the blood and feces was negative but 
Bact. paratyphosum B was grown from the sternal marrow 

fluid. 

COMMENT 


Abscesses caused by the organisms of typhoid and 
paraty phoid fevers are uncommon but important because 
unlike many other complications they may produce little 
systemic effect and because they exactly simulate an 
ordinary pyogenic abscess. The first patient was 
nursed at home after the breast was opened, and had the 
surgeon not insisted on bacteriological examination the 
possibilities of spreading her infection would have been 
great. As to the time and manner of the invasion of the 
breast tissue and as to whether the presence of Bact. 
paratyphosum B in the bone-marrow played any part in 
it there can be only speculation, but the finding of the 
organism in the st: rnal marrow after it had disappeared 
from all other sources is of interest from the carrier 
point of view. In the second patient sternal-marrow 
culture was negative when the other investigations were 
also negative, and it may be significant that both positive 
marrow cultures were found fairly soon after surgical 
interference. These are unfortunately isolated and 
may be fortuitous findings, but there is experimental 
evidence that the enteric organisms may persist in the 
marrow for long periods. Browning (1938) quotes the 
recovery of Bact. typhosum from the marrow of a rabbit 
162 days after intravenous inoculation when the liver, 
gall-bladder and bile were free, and Coplans (1986) in a 
series of 104 rabbits recovered the same organism in 90% 
of instances up to the 27th week. Ling and his colleagues 
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(1940) lately described the value of sternal-marrow 
culture as compared with blood-culture in typhoid fever ; 
in one patient they found that the bone-marrow still 
harboured the organism on the 67th day of illness, and 
in another patient that medulloculture was positive two 
weeks after convalescence was well established (see 
Lancet, 1940, 2, 169). It has also been said that the 
bone-marrow forms a depot for the organism in the true 
relapse which sometimes follows enteric infections. 
Browning’s study of the treatment of carriers shows that, 
though surgical treatment is satisfactory, in about a 
quarter of the cases cure may not result. If the gall- 
bladder is to be considered a test-tube for the growth of 
the enteric organisms in the carrier may it not be that, 
in some instances at least, the reticulo-endothelial cells 
of the bone-marrow continue to act as the platinum 
loop ? Further investigation of the bone-marrow in the 
unexplained carrier may be worth while. 


I wish to thank Prof. John Cruickshank for help; and 
Dr. John Smith, regional bacteriologist, and Mr. G. Gordon 
Bruce, surgeon to Aberdeen Royal Infirmary, for access to 
their records. 
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A TELLURITE BLOOD-AGAR MEDIUM 
FOR THE RAPID DIAGNOSIS OF DIPHTHERIA 


By LesLie Hoye, M.B. Leeds 
OXLEY RESEARCH FELLOW, UNIVERSITY OF LEEDS 
(From the Emergency Public Health Laboratory (Medical Research 


Council), Cardiff, and the Cardiff and County, Public 
Health Laboratory) 


SINCE the discovery by Anderson and others (1931) of 
the diphtheria types a wide variety of tellurite media 
have been introduced for diagnosis and type differentia- 
tion and some apology may be necessary for the descrip- 
tion of yet another such medium. However, the 
multiplicity of the media in common use is in itself an 
indication that a really satisfactory medium has yet to 
be found. Growth is slow on most of these media, none 
of which consistently fulfils the requirements of the 
clinician in regard to speed of diagnosis. The medium 
described here is advanced as a solution to this problem. 


Cooper and his co-workers at Leeds (1940) have 
recently made a comparative study of most of the media 
in common use, and have recommended Neill’s medium 
(Neill 1937) as the most satisfactory, since it was easy to 
prepare and give the highest percentage of positives of 
all the media tried. The relative value of the various 

media in regard to speed of diagnosis was not referred to 

in the paper, but I understand that little difference in 
speed was found. Neill’s medium was introduced for 
diphtheria diagnosis in Cardiff but its performance was 
poor—the type of mitis strain prevalent in the Cardiff 
area either failed completely to grow on the medium or 
was much inhibited. In addition, some of the inter- 
mediate strains gave rather slow growth. The type of 
diphtheria prevalent in Cardiff differs from that in 
Leeds in that gravis strains arerare. Ananalysis of some 
200 positives gave the following incidence of the three 
types: intermediate, 59:2%; mitis, 39-2% ; gravis, 
1-6%. 

Attempts were made to overcome the inhibitory effect 
of Neill’s medium on mitis strains, and it was found that 
if the medium was made up as an unheated, instead of a 
heated, blood agar the. effect disappeared. The Leeds 
workers had found that if McLeod’s medium was made 
up as an unheated blood agar the proportion of mitis 
positives was increased by 6%, but they rejected the 
unheated blood medium because the type-differentiation 
was less pronounced. Glass (1939) first described the 
inhibitory effect of heated blood on mitis strains and 
recommended the use of unheated blood. 

As a result of much experiment the following medium 
has -been adopted for routine diphtheria diagnosis in 
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Cardiff. It bears little relation to the Neill’s medium 
pom which it was derived except that the agar basis is 
e same. 


B Lab. Lemco T T zà 10 g. 
Difco proteose peptone or Bacterio- 
logical Peptone (Evans Sons 
Lescher and Webb) ; : 10 g. 
Sodium chloride s% mA -r 5g. 
Agar .. R T sáa P 20 g. 
Water to 1000 ml 


buted in 200, 400, or 600 ml. flasks. Other ingredients of the 
medium are: sterile horse blood (B. W. and Co.) laked by 
freezing and thawing; and a solution containing 0-7 g. of 
potassium tellurite to 20 ml. of water (this should be kept 
tightly corked in the dark). . 

To prepare for use take 200 ml. of agar melted and cooled 
to 50° C. (the temperature being measured by a thermometer 
immersed in the agar), add 2 ml. of tellurite solution and 10 
ml. of laked blood and pour plates. The medium should have 
a wine-red colour, and acquire a mahogany colour on incuba- 
tion. Spectroscopic examinations made by Dr. John Pryde 
showed that this change in colour is due to a partial conversion 
of oxyhemoglobin into methemoglobin. Some difficulty may 
be experienced in the successful laking of blood by freezing 
and thawing. The following methods have given best results : 
(1) Freeze the blood hard in a mixture of ice and salt for about 
an hour in the refrigerator, and then thaw in a water-bath at 
37° C. Do not shake the blood either during freezing or 
during thawing. One freezing is usually enough but it may 
occasionally be necessary to repeat. (2) Distribute the blood 
in screw-capped bottles which should not be more than half 
full and place them horizontally in the freezing element of 
the refrigerator and leave overnight. Thaw out next morning 
and repeat daily until completely laked. Two freezings are 
usually enough. Laked blood is best stored in the frozen state 
when it will keep indefinitely. (3) If facilities for freezing are 
not available the blood may be laked by addition of sterile 
distilled water either to the whole blood, or better to the red 
cells after centrifuging. About 14 volumes of water is needed 
to lake whole blood. This method is not recommended where 
facilities for freezing are available as it introduces undesirable 
dilution of the blood. 


PROPERTIES OF THE MEDIUM 

The medium gives very rapid growth of all types of 
Corynebacterium diphtherie, and diagnosis is always 
possible after 18 hours’ incubation. Plates should be 
examined between 18 and 20 hours after inoculation. 
The morphology of C. diphtheria is not seriously modified 
by the medium, so that in cases of doubt diagnosis can 
be made by examining gentian-violet stained films from 
the tellurite, the diphtheria bacilli showing a typical 
appearance. Neisser-stained films are less satisfactory. 
The selectivity is good and the medium will stand heavy 
inoculation. In particular C. hofmanni .grows much 
less vigorously than on most tellurite media, and C. 
diphtheria will hold its own on the medium against any 
other organism except C. xerosis. As a result of these 
properties it is quite feasible when examining large 
numbers of contacts to inoculate four or six swabs on 
one plate without any attempt at spreading. This 
method, however, should not be used until the worker 
has had some experience of the medium and is familiar 
with the morphological appearances of C. diphtherie on it. 
Ear swabs should always be carefully spread. l 

Type-differentiation, while inferior to that given by 
McLeod’s medium or by Neill’s, is sufficiently good to 
present no difficulty to anyone with experience of 
tellurite media. The most characteristic feature of C. 
diphtherie on the medium is the grey colour of the 
colonies, and plates should be first examined with the 
naked eye to pick up grey colonies which may then be 
examined with a hand lens to determine the type. 
Prof. H. D. Wright recommends the use of a binocular 
dissecting microscope in examining the plates. When 
using this method I find that the best results are given 
if the plate is placed on an opaque stage, the colonies 
being illuminated from above by daylight. Transmitted 
light is much less useful. The characters of the growths 
commonly encountered on the medium after 18 hours 
incubation are :— 

C. diphtherie (gravis).—Grey colonies, 1-5-2-5 mm. in 
diameter, with a dull matt surface. :May be slightly umbonate 
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and show indented margins. ` Colony can be pushed along the 
surface of the medium with a loop. 

C. diphtherie (mitis) .—Grey colonies, 1-5-2 mm. in diam- 
eter, with regular margins and a shining surface. Variation 
in the size of colonies is common. 

C. diphtheriae (intermedius) .—Small grey colonies 0-5-0:75 
mm. in diameter with shining surface. Centre of colony is 
darker than the periphery, and colonies are very uniform in 


 gize. 


C. hofmannit.—Usually shows small, rounded, white or 
greyish-white colonies 0:5-0:75 mm. in diameter. If the 
medium has been freshly prepared or if the blood is incom- 
pletely laked the growth is more profuse, colonies attaining 
l mm. in diameter. In these cases the colonies are black in 
the more heavily inoculated areas and white when well isolated. 

C. xerosis.—Black, shining colonies of variable size. 

Streptococci.—Minute black or brownish black colonies. 

Others.—Occasionally gram-negative cocci, yeasts, and 
sarcine have been encountered and may present some 
difficulty ; the colonies resemble the intermediate type of 
C. diphtheria but are larger. Certain sporing aerobes may 
grow and give brownish mucoid colonies. 


VARIATIONS OF THE MEDIUM 


Experiments have been made, as follows, to determine 
how far the formula given above can be altered without 
the medium losing its characters :— 


The sterile laked horse blood may be replaced by ox or 
sheep blood, but ox blood laked by Neill’s method (addition 
of formalin and ether) is unsatisfactory. Human blood is 
somewhat inferior to horse blood. 

The amount of laked blood may be varied from 3 to 5%. 
If more than 5% is used the medium becomes so dark that it 
is not easy to distinguish the colour of the colonies. With 
less than 3% of blood the medium becomes less selective. 

The blood must be completely laked. If unlaked or 
partially laked blood is used the growth is more profuse but 
the selectivity is much less good and the type-differentiation 
is very poor. 

The concentration of tellurite can be varied within fairly 
wide limits, but a final concentration of 1 : 3000 gives best 
results. ' 

The medium appears to owe its characteristic properties 
mainly to the agar basis. This cannot be replaced by ordinary 
nutrient agar, or by Hartley digest agar. Lab. Lemco must 
be used and not ordinary Lemco. 

It was at first thought that the use of Difco proteose peptone 
was essential, other peptones tried having given very 
inferior results, but Professor Wright informed me that 
Bacteriological Peptone (Evans Sons, Lescher and Webb) 
gave the same results. I was able to confirm this, but if 
Evans’s peptone is used it is important to use a sample of 
recent manufacture. . 

xperiments were also done using CCY agar as basis 
(Gladstone and Fildes 1940). Rapid growth of C. diphtherie 
was obtained but the medium was less selective than mine and 
the growth of the intermediate type of C. diphtheriae was 
inferior, though the CCY medium gave more profuse and 
rapid growth of C. diphtherie (mitis). 


RESULTS 


When the medium was first introduced it was care- 
fully compared with serum and gave the following 
results :— 


Total number of swabs examined . 1824 
Total positive 464 
Positive on serum .. 2 378 (81:5% 
Positive on tellurite at 18 hours... 462 (99-6%) 


Two strains did not appear on the tellurite. Both 
grew readily when subcultured from the serum, and the 
failure in those instances was probably due to faulty 
inoculation. It is to be noted that the serum slopes 
were inoculated first. 

The proportion of serum positives to tellurite positives 
has been higher than that found by the Leeds workers 
(81-5% compared with 70%). This is probably due to 
two factors. First, in Cardiff duplicate films are made 
from the serum, one being stained by Neisser and one by. 
Gram; these are examined by independent workers and 
then cross-checked, and as a result the serum positives 
are about 10% higher than they would be if only Neisser- 
stained films were examined. Secondly, the types of 
diphtheria bacilli isolated in Cardiff, being almost 


BERI-BERI HEART IN A YOUNG WOMAN 


[FEB. 8, 1941 


entirely intermediate and mitis, are easier to recognise 
on serum than the gravis type prevalent in Leeds. - 


DISCUSSION 


The medium has now been in use for some eight 
months in three different laboratories. A number of 
different technicians have made it with identical and 
consistent results, and workers: with wide experience of 
tellurite media and others new to such media have been 
able to use it with success. The main value of the 
medium is in the rapidity with which diagnosis can be 
made. The rate of growth is almost as good as on serum 
and the number of positives found at 18 hours is far 
greater than on serum. This fact, coupled with the fact 
that diagnostic films can be made direct from the 
tellurite in doubtful cases, raises the. question as to 
whether the use of serum might be discontinued. I have 
not so far had the courage to abandon the serum entirely, 
but it is clear from these results that if serum were given 
up only about 1 positive in 200 would be missed, and it is 
doubtful if the time and labour involved in the use of 
serum is worth while for such a small increase in accuracy. 

It is probably unwise to recommend any one medium 
for general use in diphtheria diagnosis since the problems 
presented to the bacteriologist vary very much in 
different areas. The observations of the Leeds workers, 
extending over many years, seem to leave no doubt that 
where gravis strains are predominant the heated blood 
media such as McLeod’s and Neill’s are the media of 
choice, since they seem to be better for picking out scanty 
gravis colonies than other media. These media, however, 
do not seem to be satisfactory in areas such as Cardiff 
where hematin-sensitive mitis and slow-growing inter- 
mediate strains are common. The medium described 
here will be found most valuable where slow-growing 
strains are common, and especially where the. inter- 
mediate is the predominant type. 


SUMMARY 


A tellurite blood-agar medium is described with which 
diphtheria diagnosis can be made in 18 hours. 

Of 464 consecutive positive swabs examined, 462 were 
positive on the tellurite at 18 hours,-and 378 positive on 
serum. 

The type differentiation with this medium, while 
inferior to certain other tellurite media, is sufficiently good 
to present no serious difficulty to experienced workers. 


I wish to thank Prof. J. W. McLeod and Prof. H. D. Wright 
for helpful’ suggestions, and Dr. J. Pryde for spectroscopic 
observations on the medium. 
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BERI-BERI HEART IN A YOUNG WOMAN 
By Joan Bartes, M.B. Lond., D.C.H., D.P.M. 


HOUSE-PHYSICIAN AT ADDENBROOKE’S HOSPITAL, CAMBRIDGE 


A WOMAN of 22 was admitted to Addenbrooke’s 
Hospital on June 12, 1940, under the care of Prof. J. A. 
Ryle. She complained of breathlessness on exertion 
and weakness for the past 6 months, with amenorrhea. 
There had been no hæmorrhage of any kind. She had 
been up and about until a week before admission, though 
feeling tired and unfit. She was pale and thin, with a 
considerable brown pigmentation of skin and mucous 
membranes. The scalp was covered with neglected 
septic lesions. There was œdema of the lumbar region 
and also of the ankles. Tendon reflexes were absent at 
first but returned later. She was orthopnaic but not 
cyanosed. The veins in the neck were distended and 
pulsating. The liver was enlarged and tender but the 
spleen was not palpable. The heart was enlarged to 
left and right ; there was definite triple rhythm, an apical 
systolic murmur, and the blood-pressure was 90/50. 
Pulse-rate about 110; temperature varied between 97° 
and 101°. Blood-count : red cells 1 ,370,000 ; Hb 14% ;sx 
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white cells 11,400 (polymorphs 83%). Blood Wasser- 
mann reaction negative; blood-urea 32 mg. per 100 
c.cm.; blood-potassium 16-5 mg. per 100 c.cm.; serum 
proteins 5:4 g. per 100 c.cm. (albumin 3-8 ; globulin 1-5). 
Vitamin-B, excretion test showed considerable deficiency. 
The urine contained albumin and large numbers of pus 
cells with Bacillus coli. 

The advanced cardiac failure, anemia, pyrexia and 
café-au-lait pigmentation at first suggested bacterial 
endocarditis but there was no evidence of embolism or 
valvular disease. The pigmentation of exposed parts 
and inside the mouth, together with the low blood- 
pressure, suggested Addison’s disease, but this would 
not have explained the gross anemia and heart failure, 
and theré was no vomiting. The final diagnosis of beri- 
beri heart-was made because the B, excretion was only 
a sixth or less of the normal and was not increased by a 
test dose of vitamin B,. 

The patient was treated with vitamin B, (diet and 
concentrate) and iron in large doses ; she was also given 
a few doses of suprarenal cortical extract. The cedema 
had disappeared in a fortnight and the condition steadily 
improved until her discharge on Aug. 10. Her husband, a 
labourer, had been away for some months on war service 
and the patient, though not obviously depressed, had been 
refusing to eat or to meet her friends. This may have 
been a schizophrenic episode, though a doctor was not 
called in until her condition looked desperate. During 
the development of her illness her diet probably con- 
tained an unduly high proportion of carbohydrate. 
This may help to caplan both the anæmia and the pro- 
duction of symptoms of thiamin deficiency. She had 
done quite well at school so could hardly be regarded as 
mentally deficient. Her mental state improved con- 
siderably while in hospital, though she remained rather 
apathetic. There was a gain of 14 st. in weight and her 
hæmoglobin was 90% on discharge. 


DETERMINATION OF BLOOD-VOLUME 
IN SHOCKED PATIENTS 


By D. K. HILL, B.A.* 
FELLOW OF TRINITY COLLEGE, CAMBRIDGE; PHYSIOLOGIST IN THE 
DEPARTMENT OF MEDICINE, BRITISH POSTGRADUATE MEDICAL 
l SCHOOL 


IN the stress of emergency after the admission of air- 


raid casualties to hospital there is little time and not 
much justification for procedures which are not primarily 
therapeutic. For this reason the labile condition of 
secondary shock receives only such investigation as can 
be fitted in appropriately with the recognised treatment 
of the patient. Measurement of the circulating blood- 
volume by existing methods is either considered danger- 
ous or involves a technique too elaborate and lengthy 
for use on a patient in such a precarious state. The 
method of determining the circulating blood-volume 
described here combines accuracy and simplicity with 
benefit to the patient. 

A known quantity of blood of hæmoglobin concentra- 
tion different from that of the recipient’s blood is infused 
intravenously. The change i in haemoglobin concentration 


of the recipient’s blood is measured, and the blood-volume | 


before infusion can then be calculated as follows :— 


Equate total hemoglobin before and after infusion of 
x c.cm. of blood. 
Let BV, = initial blood-volume, 
Hb, = hemoglobin concentration of patient’s blood 
before infusion, 
Hb, = hæmoglobin con entrato of infused blood, 
Hb, = hæmoglobin concentration of patient’s blood 
after infusion. 
Before : Hb in patient = BVx x Hb, 
Hb in bottle =z x Hb, 
After: Hb in patient = (BVx + x) x Hb, 
(BV; x Hb,) + (x x Hb,) = (BsVx + x) x Hb, 
a(Hb, — Hb;) 
BV: = (Hb, + Hb) 
Blood with a hæmoglobin concentration considerably 
higher than that of the patient was obtained from stored 


® In receipt of a grant from the Medical Research Council. 
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blood by removing 


INFUSION 
the plasma. The ZZA 
infusion should be $624: i i 


rapid and for this 
reason air-pressure 
drive is required. 


Drip transfusion is & 58 
too slow with a Z 
fluid so rich in a 0 
corpuscles. Hæmo- 9 
globinometry has © 54 
been accurately ŞS 
done by a photo- Z 52 
electric method < 

I 50 


using 20 c.mm. of 
blood obtained 
from a deep stab in 
the lobe of the ear. 
It is essential to 
have a free flow 
of blood so that 
squeezing can be avoided. Samples are taken at short 
intervals before and after infusion and sampling and 
observational errors are thereby made insignificant. 


MINUTESS 10 (tS 20 25 30 


Case 1.—Hermoglobin concentration before 
and after infusion of 400 c.cm. blood. 


RESULTS 


Case 1.—Boy aged 16. Liver ruptured by lorry wheel. 
Heemorrhagic shock after operation. Blood- -pressure 60 mm. 
Hg. Pulse-rate 140. The hemoglobin concentrations over 
the period of infusion, expressed as percentages on the Haldane 
scale, are shown in the figure. 


Hb concentration of 400 c.cm. added blood = 957% 
Hb concentration of patient’s blood before | 
infusion .. = 513% 
Hb concentration of patient’ s blood after 
infusion : = 61-8% 


Calculated blood- volume. = l- 29 litres, 


Case 2.—Woman aged 55. Air-raid casualty, shocked 
after severe injury to limbs. Blood-pressure 40 mm. Hg. 
Pulse imperceptible. Subsequently died. 


Hb concentration of 330 c.cm. added blood = 109% 
Hb concentration of patient’s blood before 

infusion .. = 685% 
-Hb concentration of patient’ s blood after 

infusion ane 


Calculated blood: volume = = | 975 ¢ c.cm. 


Case 3.—Man aged 35. Blood-pressure 110 mm. Hg. 
Pulse-rate 100. Hsematemesis 2 days previously. 


Hb concentration of 540 c.cm. added blood = 118-7% 
‘ Hb concentration of patient’s blood before 
infusion .. = 327% 
Hb concentration of patient’ s blood after 
infusion .. = 46-2% 


Calculated blood- volame: = 2-9 litres. 


Case 4.—Man aged 52. Hæmatemesis a week previously. 
Blood-pressure 118 mm. Hg. Pulse-rate 88. 


Hb concentration of 500 c.cm. added blood = 81% 
Hb concentration of patient’s blood before 
infusion... = 216% 
Hb concentration of patient’ s blood after 
infusion .. = 270% 


Calculated blood- volumo = = 5-0 ‘Titres: 


.—Man aged 50. Slow hemorrhage over long period 
Blood- pressure 124 mm. Hg: Pulse-rate 


CASE 5 
from gastric ulcer. 


Hb concentration of 420 c.cm. added blood = 100-3% 
Hb concentration of patient’s blood before 
infusion... = 227% 
Hb concentration of patient’ s blood after 
infusion = 301% 


Calculated hlood- volume = 4-6 litres. 


The blood-volume is inversely proportional to the 
change in the patient’s hæmoglobin concentration but 
since the change is small the error in measurement of 
blood-volume is almost the same as the error in measure- 
ment of the change of hemoglobin concentration.. In 
case 1 the accuracy (as judged from the scatter of points 
in the figure and neglecting other less important sources 
of error) is of the order + 200 c.cm. 
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DISCUSSION 


This method for determining circulating blood-volume 
. has the same rationale as the commonly employed dye 
method but is more reliable since the added “dye” 
(hæmoglobin in corpuscles) cannot escape from the 
circulation. The method can be used with benefit to the 
patient in circumstances when determination of blood- 
volume by other means would not be justifiable, provided 
the hæmoglobin concentration of the added blood differs 
sufficiently from the initial hæmoglobin value in the 
patient. The method was used in two severely collapsed 
patients and the circulating blood-volume was found to 
be exceedingly low. 

Bushby, Kekwick and Whitby! have suggested a 
method of finding blood-volume by observing the dilution 
of hemoglobin consequent on infusion of plasma. We 
have used such a method in a number of cases with 
hemorrhagic or traumatic shock. Considerable inaccu- 
racies, especially in shocked patients, due to loss from the 
circulation of the infused fluid, may limit the value of 


1. Bushby, S. R. M., Kekwick, A. and Whitby, L. E. H. Lancet, 1940, 
9 5 . ' 
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ROYAL SOCIETY OF MEDICINE 


AT a meeting of the section of Medicine on Jan. 28, 
with Sir MAURICE CASSIDY, the president, in the chair, 
a discussion on the therapeutic value of 


Transfusions of Derivatives of Blood 


was opened by Colonel LIONEL WHITBY. He said that 
transfusion should always be performed with a definite 
object—restoration of oxygen-carrying capacity, for 
which red cells are essential, as in the anzwmias; or 
restoration of blood volume, for which any innocuous 
fluid which is well retained in the circulation is suitable. 
On rare occasions transfusion is used to contribute 
leucocytes, platelets, clotting elements, complement or 
antibodies. Blood derivatives are as a rule very efficient 
for restoring blood volume, but with the exception of 
stored blood are useless for increasing oxygen-carrying 
capacity. Including stored blood, they are useless for 
contributing leucocytes and serological constituents. 
The available derivatives are stored blood of different 
ages, citrated plasma, blood-serum, dried blood-serum 
and concentrated suspensions of red cells in physio- 
logical glucose-saline or plasma. Stored blood a few 
days old, cleanly and properly taken, is almost as good 
as fresh blood for restoring oxygen-carrying capacity. 
Its corpuscles are sufficiently durable to allow decanta- 
tion from and re-suspension in saline or glucose-saline 
in high concentration. With time, the corpuscles 
deteriorate and may become fragile and hæmolysed. 
Such corpuscles do not endure long in the circulation and 
produce a reaction. They contribute only temporarily 
to the oxygen-carrying power, and are unsuitable in the 
anzmias. French physicians, however, have used ageing 
blood somewhat daringly as a means of introducing iron 
into the circulation, and even aged blood is useful in the 
emergencies of battle. Carefully-taken and refrigerated 
blood, to which glucose has been added, does not lose its 
volume-restoring properties for four weeks. When it is 
under a week old its oxygen-carrying power is almost 
equivalent to that of fresh blood. The younger the blood 
the greater its durability. The disadvantage of stored 
blood is the complexity of the apparatus required for its 
proper preservation. The corpuscles of young stored 
blood and fresh blood can be used for the preparation 
of concentrated red-cell suspensiohs for the treatment 
of ansemia, where the object is to produce the maximum 
oxygen-carrying power. Such suspensions allow an 
increase of hemoglobin of approximately 20% per pint, 
instead of the 10% of the ordinary transfusion. In six 
cases the results have been excellent. The procedure is 
particularly advantageous in cases of true plastic 
ansemia leading a transfusion life, and greatly reduces 
the time needed for the transfusion. 


ROYAL SOCIETY OF MEDICINE 


_ protein content of 4—-5%. 
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results so obtained, unless, as Whitby and his colleagues 
insist, the observations are carried out immediately 
before and immediately after the rapid transfusion of a 
known volume of plasma. Hemoglobinometry done 
frequently shows that about 40% of the dilution acquired 
after rapid infusion may be lost within 30 min. This is 
probably due to the fact that plasma- or serum-saline, 
being diluted with saline anticoagulant, has a protein 
content only 60-70% normal. An approximate correc- 
tion for Joss of fiuid during infusion may be made by the 
construction of a curve of hæmoglobin values and extra- 
polation. The method might be improved by the use of 
serum from coagulated blood not diluted with saline. 


SUMMARY 


Blood-volume can be determined while treatment is 
being given to a shocked patient by observing the change 
in hemoglobin concentration after infusion of a known 
quantity of blood from which the plasma has been 
removed. 

We thank Mr. A. C. Pincock for technical assistance and the 
chief medical officer of the L.C.C. for permission to use 
observations made on patients in Hammersmith Hospital. 


Experimental work on cats (which Colonel Whitby 


illustrated by slides) has shown the relative 
of the various derivatives and substitutes. e effect 
of saline is evanescent. Respiratory embarrassment is 
associated with transfusion of substitute fluid but is 
most marked with serum. The best replacement sub- 
stance, and the one adopted by the Army, is plasma- 
saline. For maintaining as well as restoring blood- 
pressure a protein-containing substance is necessary. 
A 25% hemoglobin-Ringer solution is quite efficient for 
restoring and maintaining blood volume, but has the 
grave disadvantage that hæmoglobin is a foreign pig- 
ment and has to be excreted. Gum-saline is reasonably 
efficient for maintaining blood-pressure, but it is difficult 
to make two suspensions alike. Glucose is as evanescent 
in its effect as saline. The order of preference is: whole 
blood, plasma, serum, hemoglobin-Ringer, gum-saline, 
isotonic saline and isotonic glucose. The only true 
index of the efficiency of plasma is its protein content, 
because the crystalloids are rapidly excreted. The 
plasma produced by the Army transfusion service has a 
In the treatment of over 100 
air-raid casualties, 165 pints of plasma were used, and 
only 3 patients had mild and transient rigors. The 
plasma was anything up to 56 days old, and was stored 
in a cool room in the dark. The maximum amount: 
given to any one case was six pints. In large transfu- 
sions it is an advantage for at least one pint in three to 
be blood. Army citrated plasma contains no Merthio- 
late preservative. Its utility for blood loss is unequi- 
vocal. Its use must be controlled by serial blood- 
pressure examinations. For any proper assessment of 
the relative value of plasma and serum, cases that have 
suffered comparable blood loss and comparable reduction 
in blood-pressure must be systematically studied through- 
out. the transfusions, or no-one can say whether the 
restoration of blood-volume had been adequate, in- 
adequate or excessive. The rise of blood-pressure that 
can be expected from each pint transfused is between 
10 and 20 mm. Hg. The commonest cause of failure of 
the blood-pressure to rise quantitatively with trans- 
fusion is continued bleeding. The need for transfusion 
rarely ends in the resuscitation ward ; the patient should 
be sent to the theatre with a cannula tied in a bottle 
of slowly-dripping blood which can be instantly acceler- 
ated if the occasion arises. 

Dr. JANET VAUGHAN analysed the work of the North- 
West London Blood-supply Depot. Concentrated red 
cells, she said, are useful when it is necessary to raise the 
protein content without affecting the blood-volume. In 
assessing relative therapeutic value, relative toxicity and 
dosage must be considered as well as therapeutic effect ; 
after these considerations came ease of preparation, 
transit and storage. Unfiltered, filtered and dried 
plasma and filtered, dried and citrated serum are avail- 
able, but only the first two groups of plasma and serum 
respectively have been used in the depot. Unfiltered 
plasma is obtained by siphoning from sedimented red 
cells, preferably after five days, and not later than two 
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weeks. Its protein content is 4-5%. It very rarely 
forms clots. Filtered plasma is clear but very apt to 
clot. Merthiolate 1% has been, added habitually to 
plasma to prevent infection; but disinfectant is not 
added to the sera, as the risk is much less. Filtered 
serum contains about 7% of protein. No serious re- 
actions have followed the use of any of the preparations. 
Unfiltered plasma has been given to 18 air-raid and 7 
civilian casualties, with two reactions of mild fever and 
rigor. Filtered plasma has been given to three times as 
many cases, again .with only .two reactions. With 
filtered serum 19 bottles have provoked two reactions ; 
in one case the serum was given cold, which was inad- 
visable. With dried serum 47 infusions have produced 
13 reactions, most of them very trifling and following 
highly concentrated injections ; at normal concentrations 
the incidence of reactions falls considerably. Plasma, 
serum and blood, in all the forms, seem equally effective, 
as far as it is possible to assess them under blitz conditions, 
and there is no great difference in the dosage. Fresh 
blood should be given if severe sepsis is present. The 
only sure guide at present to therapeutic value is the rise 
of blood-pressure ; the pulse is very unreliable. Since 
some anzemia has been found in most air-raid casualties, 
both blood and a protein fluid seem indicated. With 
unfiltered plasma there have been 23 good results and 6 
deaths ; with filtered plasma the figures are 84 and 12. 
Blood has been given to 30 patients successfully and to 7 
who have died. An initial dose of 400 c.cm. of normal 
serum is satisfactory in most shocked patients. Concen- 
trated doses do to some extent withdraw fluid from the 
tissues into the blood-stream and improve blood-volume, 
but better results are obtained with normal serum. 
Hemoglobin values of 60-70% are often found in air-raid 
casualties. Probably it is best to transfuse with one or 
two bottles of plasma and then with one or two bottles 
of blood; 37 patients treated in this way have done 
extremely well. As far as possible, therapy should be 
controlled by blood-pressure and hemoglobin reading. 
Burns should be treated by transfusion immediately. 
Transfusion is too often delayed for 24 hours or until 
after ‘‘ cleaning up ” ; it should start before arrival in 
the theatre and continue all through surgical interven- 
tion and into the ward—for 24—48 hours. If protein 
fluid continues to drain from the patient, transfusion 
must go on still longer, fresh blood being used for 
choice. Plasma or serum are better than blood during 
the first 24 hours after burns, when hzemoconcentration 
occurs. Concentrated serum will reduce local cedema, 
but has proved disappointing in nephrotic cedema. 
Dried serum has the advantages that it does not clot, 
is not readily infected, is unaffected by temperature, is 
small in bulk. Plasma seems to be an ideal culture 
medium ; the infection-rate is 7% even under the most 
rigorous conditions. There is at present no proof that 
its fibrinogen is important. Concentrated red cells have 
become almost embarrassingly popular; they are 
valuable for aplastic anemia, anemia associated with 
sepsis and anzemia in elderly patients requiring immediate 
operation. Red cells should not be used younger than 
five days or older than a fortnight. They last well in the 
circulation, except in a small group of splenomegalic 
anzemias. Two bottles will raise the hemoglobin level 
from 20 to 60%. 

. Dr. HELEN BROWN said they have been unable to 
confirm the work of Aldrich on nephrosis; there was 
increased albuminuria after injection, so presumably 
the protein was excreted. In one case the blood 
protein rose for 24 hours only, and the cedema became 
worse. 

Prof. T. B. DAVIE wondered whether cases of ansemia 
with sepsis should have concentrated red cells or fresh 
whole blood. His practice has been to give whole blood 
to raise the hemoglobin to 90% as soon as possible, and 
thereafter to maintain this level by repeated injections of 
fresh whole blood from donors. In drawing blood for 
blood banks plasma is made available automatically, but 
bleeding for serum would produce difficulties. 

Mr. GEORGE QVIST related the cases of two firemen with 
second-degree burns of the hands and face with severe 
blistering. There was no real shock and blood-pressures 
were about 150. The burns were cleaned up and treated 
with continuous saline. Next morning, one was doing 
well and the other showed a severe fall of blood-pressure 
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and a hæmoglobin of 132, with severe cedema of hands 
and face. He was given repeated infusions of concen- 
trated serum—about 620 c.cm. of four-times concen- 
trated—and each time the blood-pressure stayed up for 
about half an hour. In 24 hours, however, the anxiety 
was at an end. The case illustrated Dr. Vaughan’s 
statement that all burns should be treated viin trans- 
fusion straightaway. 

Dr. MONTAGUE MAIZELS agreed that serum may be 
theoretically better, but plasma from blood banks. has 
much to recommend it, and infection is not a serious 
factor. A separate outfit should be used for each bottle, 
to avoid transferring infection, which can then be cut 
down to 5, or even 2%. Merthiolate is an absolute 
snare; it obscures the issue. Unfiltered plasma, being 
cloudy, makes detection of infection more difficult, but 
filtered plasma is a beautifully clear fiuid and as long as 
it is ae ae it is pretty surely not infected. 

__Dr. P. L. Morrison said that there is a distinct dis- 
ates in having a suspension containing more than 
74 million red cells in concentrated preparations, since 
they then become too viscous to flow. 

. Colonel WHITBY, in reply, said that treatment of 
secondary shock is an entirely individual matter. He 
agreed that merthiolate is a snare.—Dr. VAUGHAN also 
briefly replied. 


Reviews of Books 


Industrial Hygiene i 


By A. J. Lanza, M.D., assistant medical director, Metro- 
politan Life Insurance Co., New York; and Jacos A. 
GOLDBERG, Ph.D., secretary, Industrial Hygiene Com- 
mittee, New York Tuberculosis and Health Association. 
London: Humphrey Milford, Oxford University Press. 
Pp. 743. 42s. 


THE interest taken in industrial medicine and hygiene 
had been growing steadily during peace-time, but a 
sudden fillip has been given to it by the war. More 
medical men are being appointed to lok after the health 
of factory workers and they are meeting problems which 
differ in many respects from those of ordinary medical 
practice. A real need has arisen for an up-to-date and 
authoritative textbook on the subject, and since a com- 
plete survey appears to be beyond the scope of one 
individual the ideal textbook on industrial medicine 
should be the work of a team of experts. The many 
facets of the work are well shown in this new book on 
industrial hygiene from the United States. It deals 
almost entirely with American industrial conditions 
which differ in many respects from ours. It will have a 
limited value for British readers, but should not be 
neglected on that account. Its 21 chapters include a 
good one by Selby on the scope and organisation of health 
services in industry, and Woodruff deals adequately with 
the physical examinations of employees. Weeks contri- 
butes a useful section on the care of the eyes in industry, 
and Bowman writes about the mental hygiene of factory 
workers. Other chapters cover traumatic surgery 
(Moorhead and Slattery); physical therapy (Bierman) ; 
rehabilitation of the injured worker (Kessler); silicosis 
and asbestosis (Lanza) ; ; skin diseases (Schwartz) ; 
industrial poisoning by the heavy metals (Reznikoff) 
and by gases and fumes (von Oettingen and Sayers) ; 
lighting and atmospheric control (McConnell); and the 
place of the nurse in industry (Rosamund Goldberg). 
J. Burns Amberson’s chapter on tuberculosis and other 
pulmonary diseases is a concise account which would take 
a place of honour in a textbook of medicine. Wright’s 
chapter on peripheral vascular disease is made valuable 
by its relevant case-histories, and Foster Kennedy’s 
article on the nervous conditions resulting from injury 
sparkles with erudition, humour and wisdom. The 
editors are to be congratulated on having cast such a 
wide net but some of the catch might have been thrown 
back into the sea. Lanza’s own chapter on silicosis and 
asbestosis is one of the shortest in the book and might 
well be expanded in the next edition; whereas those 
sections written by contributors who have had little 
contact with industry could be shortened to make a more 
balanced book. 


180 ‘THE LANCET] 


j 


Outlines of Industrial Medical Practice 


By Howarp E. CorLwRr, M.D. Edin., formerly reader in 
industrial hygiene and medicine, University of Birmingham. 
London: Edward Arnold and Co. Pp. 440. 2ls. 


Dr. Collier has made a valiant attempt to cover the. 
field of industrial medicine ; in five main sections he 
deals with the executive and advisory functions of the 
works doctor, industrial psychology, industrial medicine, 
and industrial forensic medicine. He insists, quite 
properly, that the book is only an outline ; but it would 
have been better to omit all reference to the safety 
provisions of the Factories Act 1937 unless he had been 
prepared to deal with them fully ; over-compression has 
given an erroneous idea of the requirements of Part II. 
It is just as important for the works doctor to know about 
such matters as air receivers, steam boilers, cranes and 
hoists as that he should be told that a fixed vessel 
containing boiling or corrosive liquid should be covered 
or have a guarding rail three feet high. And in the 
description of the duties of the examining surgeon the 
Home Office instructions quoted are those of 1933, the 
important changes made by the 1937 act being ignored. 
The chapter on accidents and safety is inadequate even 
in an outline and two of its six pages are given up to 
accidents in sewers, rather a far cry from factory experi- 
ence. The section on the keeping of health records will 
be of more use to the works medical officer than the lavish 
space devoted to the psychology of the individual and 
the group. Some of the rather numerous inaccuracies 
may be due to careless proof-reading, as for example the 
statement that good results in the treatment of carbon- 
monoxide poisoning are obtained from the use of 98% CO, 
and 7% O, but not the failure to mention the Mark IV 
dust respirator while recommending less efficient types. 
And the lapses are the more to be regretted as the work 
is logically planned and well set out. 


Health and Efficiency of Munition Workers 


By H. M. Vernon, D.M. Oxfd, formerly investigator for 
the Health of Munition Workers Committee and for the 
Industrial Health Research Board. London: Humphrey 
Milford, Oxford University Press. Pp. 138. 8s. 6d. 


Dr. Vernon’s pioneer investigations have often been 
referred to in these columns. He has shown that many 
munition workers suffered from sickness and loss of 
efficiency owing to unfavourable conditions and long 
hours of work. Itis not likely that the errors committed 
during the last war will be repeated in so gross a form 
during the present one, but some of the lessons learned 
will probably be forgotten or ignored. Dr. Vernon has 
therefore thought it worth while to recapitulate briefly in 
book form the evidence collected by the committee and 
the remedies which were then suggested. Although the 
book contains no new work and nothing which cannot 
be found in Dr. Vernon’s articles and larger books, or in 
the publications of the Industrial Health Research Board, 
it is to be recommended to works doctors and factory 
managers on account of its handy size and its concise and 
accurate presentation of the subject matter. 


Synopsis of the Principles of Surgery . 
By Jacos K. Berman, M.D., F.A.C.S., assistant professor 
of surgery, Indiana University school of medicine, Indian- 
apolis. London: Henry Kimpton. Pp. 6]5. 25s. 


SouND surgery is built on anatomy and physiology, ` 


pathology and common sense, and a good textbook must 
observe the fundamentals if it is to have a right perspec- 
tive. Judged by these standards Dr. Berman’s book is 
fairly successful. The strong emphasis on physiology will 
be appreciated by the student fresh from his preclinical 
course for it forms a natural link between the laboratory 
and the bedside. The general arrangement of the book 
is not out of the ordinary. After a short historical 
review there are chapters on pathology, bacteriology and 
general surgical subjects. Then follow three chapters on 
the constitutional factor, the interchange of body fluids 
and the acid-base balance, subjects which often receive 
scant attention in surgical textbooks. The remaining 
chapters cover the field of surgery as applied to the 


various systems of the body. ‘The general problems of. 


burns are well presented but the discussion of treatment 
is not so good, and Dr. Berman’s statements about 
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blood-transfusion, continuous immersion, and the 
incidence of suppuration under tannic-acid crusts are 
open to question. There are many footnotes in which 
special points are elaborated, illustrated and discussed, 
the continuity of the main text being thus uninterrupted. 
Diagrams and photographs are plentiful and on the whole 
excellent, and there are numerous references. 


Medical Electricity for Massage Students ‘ 


(2nd ed.) By Hues Morais, M.D. Belf., D.M.R.E. London: 
J. and A. Churchill. Pp. 394. 18s. _ 


In the new edition of his book, which will continue to 
be of great use to the massage student for examination 
purposes, Dr. Morris gives a workmanlike summary of 
the subject, and provides a good practical foundation for 
the use of medical electricity. He explains well- 
established facts without unnecessary and confusing 
theorising.. The description of apparatus, and the 
practical details for the application of treatment are 
good. Ultraviolet-light treatment is fully described, 
diathermy and short- and long-wave therapy more 
briefly. A chapter on diseases and their treatment he. 
admits to be less detailed than might be wished but in 
a work of this size it is not possible to describe all the 
uses of medical electricity. The value of the various 
treatments is fairly assessed. A useful glossary and a 
good index are included. . 


Modern Diagnosis 


Edited by Sir Humpury RoLueston, Bt., M.D., F.R.C.P., 
and ALAN A. MoncrierFF, M.D., F.R.C.P. London: 
Eyre and Spottiswoode. Pp. 286. 12s. 6d. 


THis is the fifth of the Practitioner Handbooks 
and consists of a number of recent contributions to the 
Practitioner, reprinted, revised, and supplemented by 
one or two new chapters. The first nine articles are on 
purely clinical subjects, such as the tongue, the nails, 
pain in various situations, swellings and sinuses in the 
neck in childhood ; the other eleven are on laboratory 
subjects. The contributors are all well-known authori- 
ties, and their aim is to remind and inform the general 
practitioner in simple practical style. The clinical 
articles are the more successful ; all are good, and those 
on abdominal pain by Mr. W. H. Ogilvie and on cervical 
swellings and sinuses in children by Mr. Charles Donald 
specially so. The laboratory articles discuss both those 
procedures which the practitioner may reasonably be 
expected to undertake himself (though here it is curious 
that the benzidine reaction for occult blood in stools is 
omitted), and those which he may wish to understand, 
though their performance is a matter for the trained 
laboratory worker. Here there are some misleading 
statements. Dr. S. C. Dyke and Dr. Eileen Harvey 
state that ‘‘ a high proportion of sufferers from erythema 
nodosum give a positive reaction ’’ to a Mantoux test, 
‘thus demonstrating the tuberculous origin of the 
condition,” although they have already explained that a 
high proportion of healthy subjects, after early child- 
hood, react positively to this test. Dr. R. G. Waller 
points out that the Sonne bacillus is a common cause of 
dysentery in this country, and ‘ here again the results 
of bacteriological examination of the stools should be 
supplemented by agglutination tests of the blood ’’; 
for diagnostic purposes this advice will lead to little but 
a waste of time and money. On the whole, the laboratory 
articles are written on the assumption that the practi- 
tioner sends material or even the patient to the laboratory 
for examination, and receives a report. That is why, 
although usually sound, these articles are not entirely 
satisfactory. Except in respect of the simplest and best 
standardised procedures, the clinician. bebhe practitioner 


. or specialist, seldom knows as well as the pathologist just 


what examinations are most likely to throw light on a 
given patient’s case, or just what light they do throw in 
that particular case. The aim, therefore, should be 
personal contact between clinician and pathologist in all 
but the simplest problems. It is difficult to achieve that 
in present conditions of practice, but short articles such 
as these are an inadequate substitute for it. They 
rather encourage that penny-in-the-slot pathology which 
wastes so much of the laboratory’s time and the patient’s 
money, and may easily miss the solution of the clinical 
problem. f 
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OVERTIME AND OVERTIRING 


WHEN a north-country firm was summoned last 
month for working boys longer than the law allows 
the magistrate dismissed the case on the ground that 
such prosecutions were likely to impair the war effort. 
The Minister of Supply had given the firm carte- 
blanche to do as they liked. We have all taken this 
question of war effort so much to heart that we have 
forgotten the first principle of conserving energy. It 
is not the man who digs his garden most violently on 
the first day of spring who gets his digging done first. 
Mr. J. H. MIDDLETON has told us before now the 
story of his too eager uncle whose indulgence in 
digging led to blistered palms and a sharp attack of 
lumbago, and this beautiful analogy fits like a glove 
the case of overtime in industry. It seems incredible 
that we should be learning again, by experience not 
precept, the lesson which the last war made so pain- 
fully lucid. In 1916 we were told! that munition 
workers had “‘ been allowed to reach a state of reduced 
efficiency and lowered health that might have been 
avoided without reduction of output by attention to 
the details of daily and weekly rest.” In 1941 the 
same criticism holds good in many factories. Em- 
ployers have not been able to realise, even yet, that 
_ working to capacity does not mean working each man, 
woman and young person for as many hours as he or 
she can stand at a machine. , 

The hours worked by women and young people 
under 18 are controlled by law, and factory inspectors 
have power to regulate them. The factory depart- 
ment of the Ministry of Labour has set its face against 
young people between 14 and 16 working more than 
48 hours a week at the outside, even where their 
services make for the smooth running of a team ; 
and this standard was laid down within five months 
of the outbreak of war.2 Yet this standard is being 
overriden in some places, as the court case mentioned 
above shows. Women too are still being overworked 
in some industries. The subcommittee on supply 
services, whose report was presented to Parliament 
during January by the Select Committee on National 
Expenditure, found that in Glasgow women were 
being asked to work in munition factories seven days a 
week ; and that they left home at 6 in the morning 
and did not get back till 11 at night. Many had to 
give up industry because it was impossible to run 
their homes or make domestic purchases. Thus their 
services, instead of being used economically for the 
advantage of the country, were lost completely. 
But on the whole firms have conformed to the depart- 
ment’s standard for women and young people. It is 
upon grown men that the heaviest burden of overtime 
is falling and the Government has no legal control 
over the hours they work. That they are suffering 
under the strain is evident from their own accounts— 
one of our peripatetic correspondents recorded his 


1. Committee on the Health of Munition Workers. Memorandum 

2 Report on hours of employment of women and young persons in 
factories during the first five months of war. Cmd. 6812, H.M. 
Stationery Office, 3d. See Lancet, 1940, 1, 505. 
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conversation with an overtired man last week (p. 157) ~. 


—and from the subcommittee’s finding that the lessons 
of the last war “ seem largely to have been ignored.” 
This despite the Ministry of Labour’s circular of July 
which recommended an immediate reduction to an 
average of 55 or 56 a week as soon as the necessary 
labour force had been acquired. After Dunkirk many 
factories were working 24 hours a day seven days a 
week. Within two months the effects of strain 
appeared in the workers, shown by increased sickness 
and absenteeism. Fatigue was proving, as usual, a 
cardinal factor in reducing resistance to infection. 
Unfortunately the question of overtime is intricately 
bound up with the interests of the fighting services, 
the trade-unions, the employers and the workers 
themselves. The hours worked by men over 18 are 
regulated mainly by agreement between employers 
and trade-unions, and most. munition workers belong 
to unions. Both employers and unions prefer that the 
regulation of hours should be in their hands, the unions 
because they naturally like their members to be able 
to earn more by working overtime. The fact that 
overtime is paid at the rate of time-and-a-half on 
week-days and double pay on Sundays has made some 
difficulties. The subcommittee mentioned above 
found that Sunday labour leads men to take a day off in 


‘the middle of the week, when they only lose an ordinary 


day’s pay and earn double pay on Sunday to make up 
for it. -It is difficult to blame them for this ; they are 
human, living is costly, and they realise that they 
must take a day off each week if their health and out- 
put are not to suffer. Wise employers realise that 
there is a direct relation between long hours and 
absenteeism. One managing director put it’ like 
this: “ You want output: Pll give it to you. 
But please don’t try to tell me how it is to be done. 
I know that if I overwork my men the output will 
fall.” His firm made tanks. In many cases managers 
have deliberately reduced hours to increase output. 
The subcommittee found that in the Royal Ordnance 
factories absenteeism during the summer drive rose 
from 10 to 15%; in July it was decided to dis- 
continue Sunday labour wherever possible, and often 
Saturday afternoon labour as well. Time-keeping 
improved at once and production did not suffer ; 
indeed one factory, after the reduction of hours, set 
up a new record for a week’s production. 


On mere economic grounds we cannot afford this 
extravagance of overtime; it is enough to recall 
the proof in the last war that abnormal overtime 
increases cost out of all proportion to the increase in 
production and the subcommittee are of the opinion 
that it is having the same effect' now. They 
point out that the Ministry has used its compulsory 
powers to a very minor extent. They endorse an 
immediate reduction of hours to the level recom- 
mended by the Ministry and they think no undue 
delicacy should be allowed to interfere with this 
necessary change. Mr. ARTHUR WOODBURN, who is 
a member of the subcommittee, said in Parliament 
last week that efficiency in war and industry depended 
on Parliament’s policy being carried out on personal 
responsibility. Committees cannot carry things out but 
persons can. It is up to the firms to see to it that the 
Ministry’s advice is followed. The three-shift system 
advocated by the subcommittee would safeguard the 
health of the workers and ensure maximal output. 
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” TRICHINIASIS 


THE gentlemen of Wolverhampton, wrote GEORGE 
Borrow in “ Wild Wales,” are very fond of pig. 
And now their appetite has let them down, for 
trichiniasis has broken out there. Already more than 
80 cases are being followed up, and the total, including 
subclinical cases, may run into hundreds. Fortunately 
no deaths have so far been reported. Trichiniasis 
was suspected when the first few severe cases arrived 
in hospital some weeks ago, but as more cases arose 
it was found that the disease was attacking four 
women to every man and was limited to the artisan 
districts of the town. This suggested some obscure 
occupational disease, but the diagnosis was put 
beyond doubt by the recovery of Trichinella spiralis 
In muscle tissue. It is a common practice among 
the poorer people in that part of the country to eat 
sausage-meat raw, spread on bread as meat paste, and 
women are particularly partial to the delicacy ;. this 
may account for the sex incidence and distribution of 
the epidemic, but bacon, pork, brawn and pork pies 
have not yet been cleared of suspicion. Meanwhile 
the public have been warned to cook all pork and pork 
products thoroughly, and if this is done there should 
be no danger, since the larve will not survive heating 
to 160° F. Large quantities of home-produced as 
well as imported pigs are distributed from Wolver- 
hampton, and, besides adding to the difficulties of 
tracking down infected animals, this suggests that 
doctors in the Midlands and elsewhere should be on 
the watch for the disease. - 

Trichiniasis is not unknown in England where it was 
discovered by Pacer when a medical student. There 
have been small outbreaks in the past and cases may 
have been commoner than is thought, since the protean 
symptoms make diagnosis difficult. Of our fauna 
only the pig, rat and man are susceptible, and in man 
the disease is always acquired by eating pig flesh 
containing the encysted trichinella larve. The cysts 
are not easily detected in pork, for they are invisible 
to the naked eye unless they are calcified, when they 
appear as minute white specks. The textbooks 
describe three stages of the disease in man. In the 
first, the stage of invasion, the gastric juice dissolves 
the cyst walls, the embryos mature and breed in the 
small intestine, and the female burrows into the mucosa 
and deposits embryos directly into the lymph-spaces ; 
this stage is characterised by vomiting and diarrhea. 
Next comes the stage of invasion, in which the larvæ 
reach the blood-stream and ultimately the skeletal 
muscles ; this is characterised by fever, eosinophilia, 
muscular pain and allergic symptoms, of which 
swelling of the face is the most prominent. Finally, 
in the stage of encystment the larve are surrounded 
by lime salts, which do not necessarily kill them, since 
encysted larve are said to have remained alive for 
25 years ; and the muscular pains subside, though the 
patient may still suffer from toxemia and become 
increasingly wasted. 

In the Wolverhampton epidemic only about one 
case in twenty has had any of the gastrointestinal 
symptoms of the first stage, though more have had 
abdominal pains. In nearly all the earliest symptom, 
after a few days’ fever, has been swelling of the eyelids 
with headache. Influenza has naturally been the 


1. Memoirs and Letters of Sir James Paget, London, 1902, p. 55. 
Sce also p. 201 of this issue. 
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commonest diagnosis at this stage, and the puffy face 
suggests nephritis, more so because there may be blood 
and albumin in the urine for a few days. After 
seeing several puffy faces the doctor is in danger of 
seeing them everywhere, and when in doubt it may be 
wise to hand the patient a mirror and let him judge. 
Kosinophilia appears soon after invasion, and the 
Emergency Public Health Laboratories are there to 
help by doing blood-counts free for these patients. 
Three or four days after the initial swelling come pain, 
stiffness and weakness of the muscles, which compel 
the patient to lie up if he has not already done so, and 
may be very severe. Later symptoms are confusing 
because they are so varied. If the parasites find their 
way into the central nervous system there may be 
symptoms corresponding to the region affected— 
paralysis of the limbs, ataxia, blindness, or psychosis, 
as the case may be. Some cases run a course 
resembling typhoid fever ; others mimic pneumonia. 
Petechial hemorrhages under the finger nails and into 
the conjunctive at the borders of the iris are distinctive 
though inconstant signs. In suspected cases—and 
any patient with acute swelling of the eyelids should 
be suspected—a blood-count should be done early, and 
the presence of eosinophilia should be sufficient ground 
for informing the medical officer of health ; the disease 
is not officially notifiable, but the M.O. H. relies on 
general practitioners to keep him informed of any 
obscure disease of epidemic ohara ian Precipitin and 
skin tests, using ground-up larvæ as antigen, were 
found the most trustworthy diagnostic aid by 
AUGUSTINE? in America, and reliable specific 
laboratory tests would be welcomed by the clinician 
in the present outbreak. 


ENTERIC CARRIERS 


In countries employing modern methods for the 
disposal of sewage, carriers as distinct from cases of 
enteric fever are the most important reservoirs of 
infection. From 2 to 5% of cases become convales- 
cent carriers, and since such carriers are more likely to 
be detected than contact carriers they have received 
more notice. VAUGHAN? recently reported 6 carriers 
among 32 contacts of paratyphoid B—an unexpectedly 
high proportion. Even in diphtheria such figures 
would be regarded as high, and the opportunities for 
contact infections in that disease are much greater 
than in enteric fever ; for in diphtheria transmission 
is direct from person to person, whereas in enteric 
fever it is indirect or mediate, some contaminated 
article of food or drink being immediately responsible. 
It is probable that VaUGHAN’s paratyphoid carriers 
were not infected from the cases, but that both cases 
and carriers were infected from the same source. If | 
this was so, the term contact here is a little misleading. 
The relative frequency of contact and convalescent 
carriers is of considerable epidemiological interest, 
but from the point of view of spread of the disease the 
distinction between temporary and chronic carriers 
is much more important, since the persistent or chronic 
carrier is the most dangerous as a disseminator of 
infection. It was a striking feature of VAUGHAN's 
6 convalescent carriers that 3 became chronic. This 
proportion must not be taken as representative, for 


2. Augustine, D. L. New Engl. J. Med. 1937, 216, 463; see Lancet, 
1937, 2, 750. 
3. Vaughan, A. C. T. Lancet, Jan. 11, 1941, p. 59. 
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such small numbers are unlikely to be a true sample. 
Further investigations along the same lines are 
wanted if the importance of the contact carrier is 
to be properly assessed. VavGHAN’S investigation 
emphasises that in enteric fever, as in other infectious 
diseases, many more of the population are infected 
than fall ill with the disease. 

The factor commonly responsible for the persistence 
of the carrier state is the existence of some chronic 
abnormality, usually inflammatory, of the tissues in 
which the organism is carried. In typhoid and 
paratyphoid carriers the habitat of the organism 
is commonly the biliary or intestinal tract, bacteria 
being excreted in the feces; if the urinary tract is 
involved the urine is infectious. In this issue 
MACDONALD suggests that the reticulo-endothelium 
of bone-marrow constitutes an important depot. 
He records two cases in which the organism was 
recovered from sites other than the biliary-intestinal 
and urinary tracts. In each case Bact. paratyphosum 
B was found in bone-marrow and in a local suppurative 
lesion. In the first patient the organism was recovered 
from the bone-marrow more than four months after 
the onset of the disease—long after other bacterio- 
logical examinations were negative, thereby confirm- 
ing Line’s‘ observations on the value of sternal 
medullo-puncture. Attention was directed to the 
possible existence of the carrier state of the develop- 
ment of the subcutaneous abscess two months after 
the patient’s apparent recovery from the disease. 
In both cases the information yielded by bacterio- 
logical examination of pus from apparently ordinary 
abscesses emphasises the importance of such examina- 
tions as a general surgical principle for all suppurative 
lesions, no matter how trivial. So far as enteric 
carriers are concerned, the cases draw attention to the 
occurrence of unusual foci for the organism® and to the 
necessity for investigating all discharges in a suspected 
carrier. The epidemiological importance of depots 
in bone will depend on the paths by which the 
organism leave the depot and the frequency of such 
an occurrence. In MACDONALD’S cases suppurating 
foci appeared, and, after surgical intervention, the 
organism was discharged, in the one case through the 
skin, and in the other through the vaginal fornix— 
both unusual events. But Macpona.p postulates 
that the gall-bladder, usually regarded as the most 
important primary reservoir in carriers, may also be 
secondary to a medullary reservoir, in which case the 
importance to be attached to bone-marrow depots will 
be great. They will also offer an explanation of such 
uncommon complications as post-enteric spondylitis, 
perichondritis, periositis and osteomyelitis. 

The diagnosis of the carrier state depends on 
detection of the organism in an immune person. The 
_ first of these criteria usually involves examination of 
the dejecta, but the possibility of unusual foci and of 
medullary reservoirs must be remembered; the 
second criterion involves the performance of agglu- 
tination tests, neither of which is infallible. 
Although a positive Widal test is regarded as evidence 
of immunity, it is in fact merely an estimation of 
circulating antibodies, not of tissue immunity. It is 
nevertheless a reliable index in most chronic carriers, 


4. Ling, C. C., Taur, S. S., Hsuch, P. C. and Yang, S. Y., Chin. 
med. J. 1940, 57, 11; see Lancet, 1940, 2, 169. 

5. See Browning, C. H. et al. Sp. Kep. Ser. med. Les. Coun., Lond. 
No. 179, 1933. 
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though not in temporary ones; the same is true of 
tests for Vi-agglutinins in typhoid carriers. Intermit- 
tency in the discharge of organisms from the reservoir 
may result in negative bacteriological findings in a 
dangerous carrier, even when the specimens are col- 
lected under the most favourable conditions. The 
search for a carrier responsible for an outbreak may 
involve the examination of a large number of contacts. 
Practical difficulties arise in the collection of dejecta 
from healthy persons, and the task would be still 
more formidable if a widespread examination of the 
population were attempted with a view to reducing 
the endemic prevalence of the disease. A method for 
limiting the number of such examinations consists in 
carrying out a preliminary agglutination test, since 
the collection of a small quantity of blood is simpler 
than the collection of suitable specimens of dejecta. 
Examinations for bacteria are limited to those persons 
whose blood-serum agglutinates enteric organisms in 
a titre of 1:10 or higher. The presumption is that 
this group will include the carriers; but the fallacies 
of agglutination tests in carriers must be remembered. 
Nevertheless, the method is a good initial procedure 
when complete examination of all contacts would be 
an overwhelming task. Once the field is narrowed 
down, bacteriological examination of feces, urine, 
discharges and, if Line’s work is further confirmed, 
bone-marrow will be necessary. Modern war may 
interfere with the sanitary disposal of dejecta and the 
provision of pure water, even in big cities, or danger 
may arise from contamination of water by damaged 
sewers. In such circumstances cases of enteric fever 
might again become more important as disseminators. 
of infection than carriers—a situation which would, 
but for preventive inoculation, put back control of the 
disease half a century. 


PLANNING INSTEAD OF DAMNING 


Ir is sad that the Medical Planning Commission, 
which Dr. ALFRED Cox described? as a fine New 
Year’s gift to members of the B.M.A., should have 
been looked in the mouth by so many of us, but good 
may come of this critical spirit if it is directed not to 
proving the commission a foregone failure but to 
making it an unexpected success. Apart from regrets 
about its length of tooth it has been suggested that the 
commission contains too few country and insurance 
practitioners ; that present members of the Services, 
who will be materially concerned with the commission’s 
schemes when they return to civilian practice, have 
no chance of helping to form them; that financial 
experts, whether bankers or economists, should be 
included, and some would add industrialists, a trade- 
union leader, an architect, and perhaps a romanticist 
or even a patient ; that there should be representatives 
of the left wing, and that the Medical Practitioners’ 
Union should be able to express its views. Some of 
these deficiencies can be remedied by the codption of 
new members, though the younger men who are 
away at the war can only make themselves heard by 
proxy. From all these opinions, however, the 
suspicion peeps out that we do not really believe that 
the findings of any purely medical body will or should 
be allowed to decide the future of our medical services, 
and this view was crystallised in Sir ERNEST GRAHAM- 


1. Brit. med. J. Jan. 11, 1941, p. 61. 
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LITTLE’s ? request in Parliament for a Royal Com- 
mission, to which the Prime Minister replied in terms 
which indicated only too clearly the probable burying- 
place of the B.M.A. commission’s findings. Mean- 
while what can we outsiders do to help? Just now 
there are many gatherings of doctors, young and old 
but especially young, which might find it a better 
exercise to devise their own plans for medicine or any 
of its branches than to find fault with the B.M.A.’s, 
and we would gladly grant them space for such 
reasoned forecasts as the one printed on p. 187 of this 
issue. 


Annotations 


ERYTHEMA NUCH 


Many of us have been asked by the mother of a new- 
born baby to explain the significance of a red staining 
of the skin in the occipital region or on the eyelids. 
The inevitable maternal fear that the condition is a 
“ birth-mark ” is either expressed in the question or 
at any rate is the cause of the questioning. The old 
hand will be able to give reassurances because he has 
often seen the condition, has observed that it certainly 
becomes no worse as the infant grows older, sometimes 
even disappearing from the facial region and being 
conveniently hidden in the occipital areas. The in- 
experienced, on the other hand, may be doubtful about 
what looks at first sight like a large port-wine stain 
and for this reason some observations by F. Ray Bettley ? 
are worth noting. Bettley uses the term erythema 
nuche but admits that the lesions bear some resemblance 
to a nevus and are probably only different in degree 
from a mild type of port-wine stain. He examined 
over 150 infants in the maternity department of Cardiff 
Royal Infirmary and found this variety of erythema in 
three quaiters of them, the sexes being equally affected. 
The commonest situation was the occiput (84%) where 
it was usually symmetrical and measured 1-2 in. across, 
but the occiput was only involved alone in about 40%, 
other situations in order of frequency being eyelids, 
forehead, posterior fontanelle, lip, retro-auricular region, 
parietal region and vertex. Various combinations were 
common and the lids only, for example, were involved 
in 8 cases. The incidence of definite hemangioma was 
much less, 7 cases including one with a minute spot, 
occurring in the group of infants examined. Searching 
for a possible cause of the erythema Bettley tested the 
theory of pressure by studying the obstetric records in 
some detail. Beyond showing a slightly increased 
incidence among the children of primiparsz, however, 
and some correlation between the type of presentation 
and the side of the eyelid involvement, where this was 
unilateral, the evidence was not convincing and the 
pressure theory is left unproven. As regards prognosis 
Bettley. examined an unselected series of 60 adults 
attending the skin department of the Cardiff Royal 
Infirmary, and found that half of the men and more than 
half. of the women had some degree of erythema in tho 
occipital region. The eyelids and forehead were normal 
in every case. In most instances the erythema was 
slight and its existence was unknown to the patients 
or their parents, but in 4 cases it was more definite. 
It may be concluded from these observations that 
erythema nuchæ requires no treatment, that when 
affecting the facial regions it disappears spontaneously 
and in the occipital region usually tends to diminish in 
intensity. Its extiology is unknown, but the alarm it 
may cause in the new-born baby’s relatives can justifiably 
be dissipated. 


2. Sce Lancet, Feb. 1, 1941, p. 163. 
3. Brit. J. Derm. 1940, 52, 363, 
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VITAMIN C ON THE MARKET STALL- 


As the result of Miss Olliver’s ? work on the decrement 
of vitamin C in fruits and vegetables in the 24 hours after 
they are gathered it has been rashly assumed that the 
green vegetables exposed for sale in the East End of 
London three or four days after picking are almost 
completely devoid of vitamins. This Miss Gweneth 
Chappell ? has now shown to be entirely false, in a study 
of the vitamin C content of greengroceries on sale at 
cheap and more expensive markets. It is true that in 
the majority of the 58 foods she investigated there is 
somewhat more vitamin C in those from an expensive 
market than in those from stalls, but in many cases— 
e.g., the cabbage, tomato and radish—there is signific- 
antly less. It was easy enough in 1939-40 to obtain 
a day’s ration of 30 mg. of ascorbic acid in a cheap market 
by the expenditure of a farthing (brussels sprouts, black 
currants, curly kale, lemons, oranges, spring greens, 
savoys, turnips and watercress) to three farthings (ripe 
banana, grape fruit, onion, parsley). ‘‘It appears,” 
concludes Miss Chappell, “ that avitaminosis occurring 
amongst those of limited means is due to an improper 
dietary, caused by poverty and ignorance, rather than 
to an insufficiency of ascorbic acid in the foods purchased 
on the open market.” She confirms that fruits and 
vegetables bought in the open market have less ascorbic 
acid than freshly cut garden produce, and that the 
decrement is greatest in sprouts, potatoes and peas, 
while black currants, gooseberries and raspberries do 
not show so great a loss, and she calls attention to the 
importance to the health of the nation of encouraging 
allotment schemes. Now that our main foreign sources 
of ascorbic acid have largely disappeared from the 
markets, this is even more important. 


THE SEARCH FOR CHEMICAL CARCINOGENS 


EvER since cancer-producing chemicals were made in 
a laboratory by Kennaway and Cook, efforts have been 
renewed to find these or similar substances under 
natural. conditions within the body. Kleinenberg, 
Neufach and Shabad 3 now claim that they have done so. 
In a series of well-controlled experiments on large 
numbers of mice they found a variety of tumours 
following the subcutaneous injection of extracts of 
human livers. The livers were obtained from patients 
who had died with malignant disease elsewhere in the 
body. In the control experiments they were derived 
from those who had died of other causes. Details are 
given of the method of extraction, of injection and of 
the general and local reactions in the mice. The number 
and nature of the tumours which occurred in stock mice 
at the same time was also recorded. In the group 
injected with liver extract from cancer-bearing subjects 
the incidence of tumours was 57-4% in mice which sur- 
vived for eight months, of which 45:3% were lung 
adenomata; of those injected with liver extract from 
non-cancerous subjects 24% bore tumours, of which 
26% were lung adenomata; and among the stock 
mice surviving for eight months there were 10- 3% 
bearing tumour S, of which 8- -48°% were lung adenomata. 
The rise in incidence of tumours in both the experi- 
mental series is impressive. An equally striking feature 
is their great diversity. Only six were seen at the 
injection site, and these were varied. All the others were 
found at a distance in skin, mamme, liver, thymus and 
maxille, and their histological characters were also 
different. In respect of the diversity of type and origin 
of tumours the response to liver extract was thus unlike 
that which is known to follow injection of the synthetic 
chemical carcinogens with the exception of some azo 


1. J. Soc. chem. Indust. Pee 55, 156. 

2. J. Hyg., Camb. 1940, 99. 

3. Kieinenberg, H. E., Noun S. A. Shabad, L. M. Amer, J. 
Cancer 1940, 39, 463. 
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compounds. Usually a tumour forms with considerable 
regularity at the site of application—-a sarcoma if 
injected, an epithelial tumour if painted on the skin. 
Tumours due even to dimethylaminoazobenzene, how- 
‘ever administered, have a site of predilection—the liver 
—in which epithelial tumours appear regularly. Other 
organs are less often affected. Kleinenberg and his 
colleagues have thus succeeded in raising the total incid- 
ence of spontaneous tumours in mice by means of liver 
extract, of producing a great diversity of growths and of 
raising the Incidence of lung adenomata which were 
already plentiful in the strain. The greatest rise fol- 
lowed extracts of livers from cancer-bearing patients, 
but the response of tumour formation was not limited to 
these. It may be argued that all the patients who died 


without signs of cancer were nevertheless potentially ` 


cancerous. For this reason children’s livers would have 
provided a better control. It is also perhaps worthy of 
note that the livers from which the extract was derived 
did not themselves bear tumours during the life of the 
patient, though, by way of the blood-stream, these livers 
must have been subject to repeated applications of the 
hypothetical endogenous carcinogen which later on was 
extracted from them. There are difficulties in accepting 
it as proved that the livers from cancer-bearing subjects 
contain in life naturally occurring substances capable 
of inducing cancer.. The character of the stock played 
too great a part in the enormous rise, and the extract 
lacked specificity. It is as though the claim that 
dibenzanthracene is a carcinogenic agent had been 
founded on the raised incidence of lung adenomata which 
it brings about rather than on its local action at the point 
of application. 

Some preliminary experiments recorded by de Ligneris‘* 
show again some lack of specificity in response to extract 


derived from cancerous livers. Papillomas and a few 


carcinomas followed skin painting with extracts from 
both cancerous and non-cancerous Bantu livers. Two 
papillomas, one of which was malignant, developed after 
application of the non-cancerous extract; five papil- 
lomas, one of which was malignant, followed the cancerous 
extract. No extracts of European livers, however, gave 
rise to any tumours. As in the former experiments, 
children’s livers would have provided a better control, 
but these may not have been obtainable. So far the 
data point to a cancer factor in livers whether from non- 
cancerous or cancerous subjects or to the development 
of one during handling in the laboratory. Human liver 
extracts examined by Hieger® gave similar non-specific 
results. This work appears to have reached a stage 
where obscurities might be cleared up if performed 
wholly on animals. The proportion of tumours likely 
to follow injection of liver extract from normal or 
non-cancerous mice should offer no difficulty except the 
quantitative one. Any increase in tumours attributable 
to the cancerous nature of their owners could also be 
found by pooling all livers over a period of time from 
cancer-bearing stock mice. The influence of either 
extract on the incidence of spontaneous lung adenomas 
could be controlled better by using a strain in which this 
tumour was aa bo be low. 


CONGESTIVE HEART FAILURE 


ACCORDING to Dr. Samuel A. Levine! the improvements 
in the last twenty years in the treatment of heart-failure 
have come not so much from any notable new discoveries 
as from a more intelligent and effective use of old 
remedies. This is true up to a point, but there have 
been advances which have changed our lines of treatment, 
for this period has seen not only the increasingly rational 
use of digitalis and the recognition of the limitations of 
oxygen therapy and venesection but also the introduction 


4. de Ligneris, M. J. A. Ibid, p. 489. 5. Hieger, I. Ibid, p. 496. 
6. J. Amer. med. Ass. 1940, 115, 1715. 
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of the organi¢ mercurial diuretics. Moreover, as Levine- 
says, we have come to realise the vitally important 
differentiation of peripheral from central circulatory 
failure, and that to ply the unfortunate victim of lobar- 
pneumonia complicated by peripheral circulatory failure- 
with digitalis and diuretics is not only useless but often. 


definitely harmful. The significance of thyrotoxicosis in . 


the etiology of heart-failure, particularly with auricular: 
fibrillation, has also been more generally recognised, and 
Hay among others has pointed out that in patients with. 
thyrotoxic heart-failure the thyroid enlargement may 
not be detectable clinically, though this is no reason for: 
recommending subtotal thyroidectomy in all cases of 
heart failure of doubtful origin. Kinsey and White,’ too,. 
have clarified the ætiology by their finding that fever, 
however slight, in congestive heart-failure is evidence of 
some complicating condition, the commonest being. 
pulmonary infarction, pulmonary infection (especially 
bronchopneumonia), active rheumatic infection, and 
coronary thrombosis. | 

In the management of congestive heart-failure we still 


rely on the triad of rest, digitalis and diuretics. Of the ` 


value of complete rest there can be no doubt, though 
Levine reminds us that in some patients, particularly 
elderly ones or those with primary left ventricular 
failure, rest in bed may aggravate rather than alleviate. 
the condition. For this well-recognised state of affairs. 
in which the heart is embarrassed by the increased return. 
of blood to its right side, the cardiac bed, the top third 
of which can be raised and the bottom third lowered, is. 
preferable to the old-fashioned combination of a com- 
fortable chair and a table on which to lean. Digitalis is. 
still our stand-by in all forms of congestive heart failure, 
whether with auricular fibrillation or normal rhythm,® 
and the main advances have been in the reliability of the. 
various preparations of digitalis on the market, and in 
the recognition of the need for adequate dosage, though 
the massive dosage popularised in America by Eggleston ® 
has not been widely accepted here. Expensive proprie- 
tary preparations are no longer required in the ordinary 
case, and Evans 1 has demonstrated that the powdered 
leaf is the best and also the cheapest form of digitalis 
for maintaining equable digitalisation. The work of 
Fraenkel and his colleagues “ on the value of strophanthin 
has, for some reason, not received due attention in this. 


country ; despite Lewis’s ” teaching, there is something to. 


be said for the intravenous administration of strophanthin 
in doses of gr. 1/100 in the few cases where immediate 
control of the ventricular rate is required. Quinidine. 
sulphate by the intravenous route has also proved its 
value in cases of paroxysmal ventricular tachycardia 
when all other measures ° have been tried and the heart 
is failing ; and acetyl-s-methylcholine has established 
itself in the treatment of paroxysmal supraventricular 
tachycardia.'$ 

The question of which diuretic to use in congestive. 
failure has now been definitely settled; the organic 
mercurial diuretics have proved superior to all others. 


Indeed, in adequate dosage—2 c.cm. intravenously every | 


third or fourth day—they have almost done away with 
the need for mechanical removal of cedema fluid; cer- 
tainly Southey’s tubes may be relegated to the museum, 
and there are few cases of hydrothorax which will not 
respond to these drugs. In ambulant patients who have. 
shown clinical evidence of cardiac codema and received 
the appropriate treatment, they often prevent, or at least. 
postpone, a recurrence. Bleeding is now rarely needed 


7. Kinsey, D. and White, P. D. Arch. intern. Med. 1940, 65, 163. 

8. Gavey, C. J. and Parkinson, J. Brit. Heart J. 1939, 1, 27. 

9. Eggleston, C. Arch. intern. Med. 1915, 16,1; J. Amer. med. A83. 
1920, 74, 733. 


10. Evans, W. Brit. Heart J. 1939, 2, 51. 

11. Fraenkel, A. Lancet, 1935, 2, 1101. 

12. Lewis, T. Diseases of the Heart, London, 1937, p. 89. 

13. Ebert, R. V. and Stead, E. A., Jun. J. clin. Invest. 1940, 19, 561. 
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except in a few cases of left ventricular failure, and 
Ebert and Stead’s * observation that as much blood is 
removed from the general circulation by a venous 
tourniquet on the limbs as by the usual phlebotomy 
should tend to diminish still further the need for this 
traditional line of therapy. The introduction of the 
B.L.B. mask, whereby oxygen at concentrations up to 
100% can be given for long periods, has called for a 
revision of opinion on oxygen therapy in heart-failure, 
particularly in view of the successful results obtained in 
coronary thrombosis. Finally, the problem of the best 
diet for patients with congestive failure has been at least 
partially solved by insisting on as little restriction as 
possible. The Karell diet has received a new lease 
of life. In view of the hypo-proteinemia present in 
certain cases of congestive heart-failure the patient’s 
diet should contain as large a proportion of protein as 


. his digestive tract can cope with; whether the Karell 


diet of 800 c.cm. of milk daily meets these requirements 
is doubtful. There is now general agreement that salts 
and fluids should be restricted, though not to the pitch 
of causing discomfort to the patient. 


RESPIRATION IN THE NEWBORN 


Bauer,' of Detroit, has made a useful mechanical study 
of some of the questions about respiration in the newborn 
which remain unsolved. He felt that it was desirable to 


- have a more definite picture of the relative functions of 


the diaphragm and chest wall in normal respiration, 
particularly because such understanding will help in the 
safe employment of any mechanical means to initiate or 
improve respiration in the newborn baby. The apparatus 
Bauer used consisted of two cloth-enclosed rubber tubes 
(‘‘ cigarette drains ’’) similar to the cuff of a sphygmo- 
manometer, one encircling the abdomen just above the 
umbilicus and the other the chest at the nipple line. 
Each was attached to a recording tambour by small 
rubber tubing. A third pen recorded time in seconds. 
After the tubes had been applied, the baby was placed in 
his crib, covered and allowed to go to sleep. The tubes 
were then gently inflated—the degree of pressure did not 
appear to affect the results—and the recording started. 
Nineteen healthy infants were studied, ranging from 1 to 
10 days in age and 6 to 9 lb. in weight. Most of the 
tracings lasted over a period of 5-10 minutes and 


` fortunately in most instances the babies remained asleep, 


some soundly, some lightly. The rates of breathing were 
higher and much more varied than has hitherto been 
described. The slowest average rate was 28 per min. 
in a completely quiet infant and the highest 120 in an 
infant who was crying, but a maximum rate of this degree 
was also found in a quiet infant and in another with 
hiccups. The average for all the observations was about 
60 per min. It was found that the amplitude of the 
abdominal movement was from two to five times as great 
as that of the chest. At least two types of related 
movement were found in all the babies. In one the 
chest expanded slightly with expansion of the abdomen 


- and in the other there was a retraction of the chest just 


before full expansion of the abdomen. Bauer explains 
these observations on the basis that when breathing is 
rapid and shallow the chest expands with the abdomen— 
i.e., with diaphragmatic descent—but when breathing is 
slower and deeper the more forceful pull of the diaphragm 
produces retraction of the relatively weak, elastic chest 
wall. These observations throw some light on the 
etiology of atelectasis, at any rate in a negative way. 
Weakness of the chest wall has been considered a possible 
factor in non- -expansion of the lungs, but Bauer found 
such weakness in some degree in all these healthy babies, 
suggesting that cohesion of moist alveolar walls and 
bronchial obstruction are more likely factors. Another 


1. Bauer, A. R. Amer. J. Dis. Child. 1940, 60, 1342. 
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point which he makes is.that there should be no mechan- 
ical interference with respiratory movement, unless it has 
never started or has stopped completely, because it is 
unlikely that any apparatus for artificial respiration could 
be regulated to follow the great variations in rate and 
type which are present in the newborn. He suggests that 
some means of holding the chest in a position of full 
expansion for short intervals might help by eliminating 
the retraction caused by the pull of the diaphragm in 
laboured breathing. Bauer’s records shoy that crying 
causes the greatest degree of expansion of the chest and 
abdomen, and, intelligently used so as not to cause 
trauma or make things worse for a severely asphyxiated 
baby, the production of a “lusty cry” still remains 


justifiably popular as a means of starting off or deepening 


early respiratory effort. 


IMMUNISATION AGAINST SCARLET FEVER 
BY MOUTH 


VARIOUS reasons can be given why immunisation 
against scarlet fever is not at present a practicable—or 
even necessary—procedure. The repeated injections of 
toxin with a fair proportion of both local and constitu- 
tional reactions, the mildness of scarlet fever, and the 
fact that immunisation against the erythrogenic toxin 
does not protect the individual to any degree against 
the streptococcus itself have together prevented æ wide 
Yet, immunisation 
against scarlet fever may from an administrative view- 
point be desirable in certain circumstances—e.g., among 
nurses in fever hospitals, children in residential schools, 
and in institutions where an epidemic of the disease has 
lately occurred. To overcome the difficulties associated 
with the ordinary method of shallow hypodermic injec- 
tion of the toxin in graduated doses over a period of 
five to six weeks, the Dicks! have been exploring the 
possibilities of immunisation by the mouth. Obviously 
the liquid toxin could not easily be distributed in large 
quantities for oral administration, so they prepared a 
purified toxin in powder form, which, given either in 
saccharose or in syrup, caused a considerable amount of 
nausea and vomiting, as might be expected in view of 
the known affinity of scarlatinal toxin for the gastric 
mucosa. Enteric-coated tablets were therefore prepared 
and used with success, although some failures resulted 
either from the coating being dissolved in the stomach, 
causing gastric upset, or from its being undissolved 
because of rapid passage through the gut. The optimum 
dosage is 75 million skin-test doses given once daily 
after a meal for three: weeks in gradually increasing 
amounts from 100,000 S.T.D. to 6-10 million S.T.D. 
on each of the last few days. Of 102 people who received 


amounts of toxin ranging from 47 to 91 million S.T.D. 


over a period of two to three weeks, 94:7% were immune 
on retest. In 4 of these cases, transient scarlatinal rashes 
appeared, usually after the 4 million dose; 2 people 
vomited once. The advantages of the oral route seem 
to be in the shorter period of immunisation and the 
avoidance of local reactions; it will be particularly 
valuable for people who are allergic a foreign protein. 


Sir Joun McFapyean, formerly principal of the 
Royal Veterinary College, died on Feb. l at Hindhead 
in his 88th year. 


Prof. A. H. BURGESS will deliver the Hunterian 
Oration before the Royal College of Surgeons of England 
on Feb. 13 at 2.30 p.m. His subject will be Charles 
White of Manchester and he will speak at 1, Wimpole 
Street, W.1. 


1. DIE F. and Dick, G. H. J. Amer. med, Ass. 1940, 115, 
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' 
FUTURE OF CLINICAL PATHOLOGY 
ITS PLACE IN A SOCIALISED MEDICAL SERVICE 


By D. Stark Murray, M.B., B.Sc. Glasg. 


PATHOLOGIST TO THE ROYAL HOSPITAL, RICHMOND 


CLINICAL pathology advanced with great rapidity as 
a result of the last world war and there are indications 
that it may receive another impetus from the present 
one. No branch of pathology is static and those con- 
cerned with detection of disease and departures from 
normal are still in the stage of development which may 
lead to greater diagnostic accuracy. The rapidity of 
that development will depend to some extent on the 
attitude of the profession as a whole not only to clinical 
pathology but to the prevention of disease. 


RELATION OF CLINICAL PATHOLOGY TO MEDICINE 


The attitude of the medical profession to clinical 
pathology and the clinical pathologist cannot be said 
to have reached finality. There are still those who 
regard the clinical laboratory as a place from which, 
under orders, results confirming the physician’s diagnosis 
may be forthcoming. There are, however, others who 
would agree with Goodhart' that “ pathology is and 
must remain the rock on which the house of medicine 
is built.” Goodhart realises that successful medicine 
is only possible when there is ‘‘ codperation between 
ward and laboratory, but the coöperation must be a real 
one between equal partners.” Such a partnership will 
only be possible when the relation of clinical pathology 
to other fields of medicine has been defined and accepted. 
At the moment the clinical pathologist may be described 
as one who is skilled in the technological procedures 
valuable in the diagnosis of disease or the control of 
treatment, and practised in the interpretation of these 
procedures. He may perform tests which provide 
answers nearing that mathematical accuracy which earns 
the name of science; and his interpretation of ascer- 
tained facts may need to be as delicate as that which the 
physician brings to bear on the sounds he hears with his 
stethoscope. In this interpretation the clinical patholo- 
gist must leave the laboratory and relate his findings 
to the patient ; and in so far as he realises that individual 
reactions must be taken into consideration so will his 


coöperation with the physician or surgeon benefit the. 


patient. He will work to the best advantage, of course, 
in those cases where he is given a free hand and can carry 
` out his tests in the order and at the time most likely, in 
his experience, to yield results. 


Goodhart fears that we ‘‘ are breeding a race of patholo- 
gists who regard contact with human beings as a con- 
taminating influence.’’ Medical science needs every 
` type of worker, but the greatest need will always be for 
those whom Zinsser? describes as ‘‘ codrdinators prepared 
to bring the laboratory to the wards and the wards to the 
laboratory.” We shall make a serious mistake if we 
think of clinical pathology as a service provided only in 
large hospitals. Dyke appears to do so and is thereby 
led, in my opinion, into the error of expressing himself 
as though clinical pathology meant hospital pathology 
with a little ‘‘ private practice.” If clinical pathology 
is essential to those working in fully equipped hospitals, 
how much more necessary is it to general practitioners 
who must deal with disease on their own initiative ? 
Much has been written about improving the status and 
standard of general practitioners and it is undoubtedly 
true that their association with the hospital service, as 
suggested in a recent pamphlet,‘ would produce the 
improvement. One factor in that process would be the 
opportunity to use that most valuable of tools, clinical 
pathology. That tool should, however, be available to 


1. Goodhart, G. W. Lancet, 1940, 2, 737. 
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every practitioner in his ordinary practice. It would 
be of great value to the doctor, to the sick who desire 
rapid diagnosis, and to the community, which wants 
early detection of disease. The clinical pathologist, too, © 
has much to gain by association with the work of the 
disease-prevention agencies and with the general prac- 
titioner. Pathologists who are only enraptured by the 
rare or intricate cases often complain that they are 
asked to do too many tests that produce only normal 
results. Yet itis only by a sufficiently large background 
of these averages which we call normal that the finer 
reactions to disease may be gauged. Such a background 
would be provided by work in the homes of the people 
and in clinics and surgeries, and the benefit to the com- 


‘ munity that would arise from new methods of detecting 


minor changes would be equalled by the advance in 
clinical pathology that this work would ensure. 

The association of the laboratory with the civil 
population would have further implications. The 
clinical pathologist cannot work with the general 
practitioner and the disease-prevention services without 
being required to take part in epidemiological bacteri- 
ology. There is, of course, much work to be done by 
experts in this subject and large-scale investigations 
are for the specialist; but the clinical pathologist is 
concerned with everything which affects the patients 
of the doctors with whom he works. He must therefore 
be viewed as one part of -the team which serves a - 
community and not as a man who confines himself to 
a particular set of problems. If he is well trained he 
will know when he requires the help of experts in one 
branch or another. Closer relation with the bacteri- 
ologist engaged in whole-time study of infectious disease 
will benefit all laboratory workers. The primary 
detection of diseases such as diphtheria and typhoid 
is rarely the work of the bacteriologist. Diphtheria 
comes under the care of the general practitioner, typhoid 
is often admitted to a general hospital. In both cases 
the pathologist has to make or confirm the diagnosis, 
and his laboratdry must be conveniently situated. 
Where many laboratory examinations are needed it is 
obviously preferable that they should be carried out by 
one staff and interpreted by one expert. The com- 
munity served by a laboratory must therefore be of a 
size to require a laboratory large enough to carry out 
routine procedures at an economic cost, and small enough 
for the staff to be familiar with all the work passing 
through it. This question of laboratory size introduces 
a different conception from that of Dyke although one 
would agree with him that all hospitals over a certain 
size must have a trained pathologist. 

In these circumstances the clinical pathologist becomes ` 
one of the most valuable liaison officers between the 
different parts of the medical services. This is no 
theoretical suggestion but one which has worked out, 
in a variety of ways according to local conditions, in 
various parts of the country. I have experience of an 
area in which it has worked for many years. Now, 
under the Emergency Pathological Service (E.P.S.), 
the laboratory concerned does the clinical pathology 
for one large hospital, three cottage hospitals, and an 
isolation hospital, for the five boroughs which these 
hospitals serve, a large barracks and for over a hundred 
practitioners in these districts. It follows that no case 
of meningococcal meningitis or typhoid, for example, 
occurs in the district without the laboratory staff knowing 
about it and being able to follow it up at every stage 
from the first visit by the G.P. to its removal to hospital 
and on to convalescence. The laboratory is constantly 
consulted by practitioners, medical officers and hospital 
staffs about individual cases and about outbreaks of 
infections, and is often in a position to give information 
more rapidly than it could be obtained by any other 
method. For the laboratory staff itself it is invaluable 
to be able to follow up every type of case, to discuss 
treatment—and in modern serological and chemo- 
therapeutic methods the clinical pathologist plays an 
important rdle—and to correlate findings about different 
patients as they move from one medical sphere to 
another. Patients do not always remain under the 
care of one doctor, but though, in the area under 
discussion, patients may change their personal or even 
hospital doctor they do not change their pathologist ; 
and this has valuable and occasionally amusing results. 
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It has long been ‘recognised that expansion of 
- laboratories is made much easier when they have some 
method of ‘ boosting ’’ their incomes. Laboratories 
are not an expensive item in a hospital budget, and 
even at such low rates as that now charged in the 
E.P.S. may show a profit on paper; yet hospital 
committees still appear to expect laboratories to find 
some way of paying their cost. So long as a fee system 
remains, the best method is that of associating the 
laboratory with public-health authorities and general 
practitioners. Under such conditions the pathologist 
should be employed on a basis which recognises that 


he must be free to move from hospital to hospital and . 


to visit patients in their homes. This touches the wider 
problem of organisation of the medical services as a 
whole, for a laboratory service cannot be perfectly 
organised if the rest of medicine remains on its present 
anachronistic basis. It is true that the present E.P.S. 
attempts to fit itself to existing conditions, but both in 
the circular which at present controls it and in the 
remarks of the ex-Minister of Health to a deputation of 
the Socialist Medical Association, it is conceded that such 
a service can only be provided as a fully socialised 
service—that is to say, it is available to every member 
of the community, whether in hospital or at home, and 
the provision of the necessary assistance to doctors and 
patients comes before the question of fees. The scheme 
also accepts, by its relation to the sector arrangements, 
the principles of regional organisation and of inclusion 
of all laboratories in the area. 


THE UNIT PLAN 


The supreme importance of clinical pathology can 
only be demonstrated and put into operation as a 
service when the form of the medical service of the 
future has been decided. That it must be a fully social- 
‘ised service, will be universally accepted when the 
‘profession and the public recognise what such a service 
would provide. In a fully socialised medical service 
four cardinal principles would be recognised: com- 
pleteness, universality, unification and regionalism. 
These principles would give medicine its first opportunity 
to reach full scientific stature, enabling the profession 
to concentrate on health-preservation and disease- 
prevention, rather than on treatment and palliation ; 
they would provide a service sufficiently flexible to meet 
all demands on it, even those of major epidemics, and at 
the same time would give to doctors conditions of work 
that have even yet not been clearly visualised. 

Regionalism must not be confused with that other 
conception, regionalisation, now the basis of the 
E.M.S., of the work of the Nuffield Trust and probably 
of future local government. MRegionalisation simply 
recognises that a more efficient and economical arrange- 
ment of services is possible when the country is divided 
‘into regions, mostly larger than the traditional boun- 
daries of local authorities. It is inevitable that the 
control of medical services will follow similar boundaries 
to those laid down for other services; so that while the 
Ministry of Health may lay down the national policy 
for medicine there will be an opportunity for adjustments 
to local conditions. This will not safeguard true 
democratic control (true in the sense that each individual 

ill have a chance to influence those services which affect 
his well-being) nor will it provide a medical service in 
which the patient can feel confidence unless at the same 
time regionalism is adopted. Regionalism cannot be 
fully explained without a consideration of the probable 
basis of a socialised medical service, but it depends on 
the same conception as that put forward above for a 
pathology service—the conception of a unit of population 
of a size convenient for doctors and patients alike. In 
the Walton plan £ a unit of 100,000 has been taken for 
purposes of illustration, but a close examination of 
population distribution, transport facilities and social 
habits is needed before the best size of unit can be decided 
in each locality. Flexibility is essential, and the opinion 
of local doctors and patients would help in establishing 
a series of regional units sufficiently large to be efficient 
and small enough to satisfy all those demands for personal 
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attention and knowledge which some fear a socialised 
service might not meet. 

In each region there should be a full domiciliary, 
hospital and specialist service; ‘nd all the ancillary 
services a doctor needs must be available both in the 
homes of the sick and in clinics provided for the main- 
tenance of health. There are a number of services— 
research, educational and highly specialised—which 
would serve more than one regional unit but be just as 
easily accessible to every patient and doctor. There is ` 
of course no double standard of treatment in those 
diseases for which a specific remedy has been found, and 
there is no valid reason why a double standard of atten- 
tion or treatment should continue in any part of medicine. 
There should be only doctors and patients and both 
should have every help that science and organisation 
can give. If the profession is to be welded into one 
service with interchangeable personnel, with rapid 
dissemination of new methods and ideas, and with a 
basic standard below which no part may be allowed to 
fall, it is essential that there should be unification. The 
service postulates which would be universal, unified 
under one authority and so closely related to the needs 
of the individual through regionalised control that there 
would never be any danger of it becoming stereotyped 
or bureaucratic. It would react to the demands of those 
mainly concerned, the doctors and the sick. The 
problem, as Zinsser says, ‘“‘ is to find a solution which 
shall meet the requirements of effective scientific care 
of all those who require it, and at the same time that 
sense of personal responsibility, compassion, and judg- 
ment without which the physician becomes a mere 
technician.” This problem can be solved for clinical 
pathology by the type of service described. 


Public Health 


From the Annual Reports 
HAMPSTEAD 

From Dr. H. Leslie Oldershaw’s report of the metro- 
politan borough of Hampstead we learn that in 1939 in 
a population of 90,000 there were no deaths from 
measles and only one from whodgping-cough, and in 980 
births only one maternal death. There were 39 deaths 
from pulmonary tuberculosis, 38 from pneumonia and 
39 from violence other than suicide. For some years 
these three causes of death have been competing for first 
place in the death table after cancer and the senile group 
of diseases. Violence is winning. Though in theory 
fatal violence is the most preventable of all means of 
death, in practice it is not preventable, for with the 
exception of suicide, homicide and execution, all violent 
deaths are accidental, that is, due to failure of prevention 
through human error. They do, however, admit of 
some limitation by medical means, for accident proneness 
is an entity sometimes due to physical or psychological 
states which can be diagnosed. `’ 


LEYTON 


In his report for Leyton Dr. Andrew W. Forrest gives 
an account of the establishments for massage and 
special treatment. In April, 1934, Leyton corporation 
took over the powers and duties of the Essex County 
Council Act of 1933 in regard to licensing these establish- 
ments and made by-laws for the conduct of the business. 
These by-laws are concerned with the respectable 
management of the establishments, but, as Dr. Forrest 
emphasises, do not prescribe the technical qualifications 
of the persons administering treatment, and he recom- 
mends that in future licences be granted only to persons 
possessing technical qualifications recognised and 
approved by the Board of Registration of Medical 
Auxiliaries. We presume the Essex County Council Act 
conveys power to make the appropriate by-laws. 


PLYMOUTH 


Immunisation against diphtheria has been practised 
in Plymouth since 1927. In the last five years the 
numbers of children who completed the course of 
injections were 2118, 1766, 1535, 1137, and 1188. The 
number of births in the city last year were 3446. There 
would be about 42,000 children under thirteen years of 


THE LANCET] 


PUBLIC HEALTH 


| 


age in the city, of whom about 13,000 would be artificially 
protected.. In 1939 there were 404 notifications of 
. diphtheria, of which 22 were in children who had been 
inoculated. In 4 of these the diagnosis was not con- 
firmed and in 4 others inoculation had been performed 
elsewhere than by the public-health department. Of the 
total of 13,258 children known to have been protected 
128 have been notified for diphtheria since 1927, the 
diagnosis being confirmed in 67 and rejected in 61. The 
incidence of diphtheria amongst protected children under 
thirteen was therefore 1 in 200, which is less than a 
tenth of the expected incidence. This confirms the claim 


made for immunisation that it reduces the incidence by . 


nine-tenths and abolishes fatality. Allavailable informa- 
tion, which is now immense, justifies this claim. 
l NEWPORT, MON. 


Dr. H. W. Catto’s report for Newport is fully compre- 
hensive. As in other parts of Britain, the health of this 
county borough in 1939 was a record for goodness, but 
there was one unsatisfactory feature in the maternal 
mortality-rate of 6-7 per 1000 births live and still. In 
the two preceding years the rates had been 1-27 and 
3-18 and in former years the rates had not been high. 
Two of the ten maternal deaths were due to sepsis, an 
average number for the town, but both followed miscar- 
riage. We are not told the duration of the pregnancies 
—whether the products were abortions or stillbirths— 
but the occurrence demonstrates the confusion in 
estimating the maternal mortalities of English districts. 
The Puerperal 
Public Health Act of 1936, leaves it uncertain whether 


pyrexias following abortion are, or are not, notifiable — 


and consequently whether deaths accruing from it 
should, or should not, be reckoned in casting the 
- puerperal mortality. The word used in the law is not 
abortion but miscarriage, which is not defined and in 
practice is used loosely, by some as synonymous with 
abortion, by others with premature delivery, by others 
to cover both. 

In 1832 Newport covered 938 acres and had a popula- 
tion of 7062; in 1936 its area had grown by encroach- 
ment to 7878 acres and its population, mainly by natural 
increase, to 97,500. . Between 1904 and 1939 its birth- 
rate fell from 32-48 to 15-46 and its death-rate from 
15-63 to 12-87, the present tendency being for the former 
to fall still further and the latter to rise slightly. The 
infantile mortality varied very little from 1877 (167-2) 
to 1904 (153-9) but-was halved by 1934 and in 1939 
scored the low level of 53-6. This reduction to a third 
of what it was 30 years ago goes but a very slight way 
to counteract the fall in the birth-rate ; and the fall in 
. the general death-rate, which is comparatively slight 
and, now being reversed, has not done much more to 


maintain the population level, for though it is still | 


growing in numbers it is ageing rapidly. The stillbirth- 


rate in Newport was high, 46-3 per 1000 total births, or . 


0-76 per 1000 population, against the average of 0-59 
for the 126 great towns. Dr. Catto says that the results 
of the compulsory registration of stillbirths reveal that 
the records for the years before registration are fairly 
reliable. In Newport the stillbirth-rate, after falling 
for several years, is again rising. It is curious how 
this rate varies from year to year and from place to 
place. The rate should fall steadily with the improvement 
of midwifery, but it has not done so with the regularity 
: we expected. In 1900 the percentage of total deaths 
occurring in persons under 5 years was 45-2 and in those 
over 65 years 15:6. In 1939 the former had shrunk to 
8-16 and the latter risen to 513 This record, though 
not exceptional, is a remarkable testimony to the 
advances made in the present century. 


GILLINGHAM, KENT 


In the borough of Gillingham, of which Dr. W. A. 
Muir is M.O.H., the infant mortality in 1939 was 32 
and the. stillbirth-rate 29. There were 34 illegitimate 
pregnancies running to viability of which three ended in 
stillbirth and 31 in livebirths with no infantile mortality. 
These numbers are too small to have much significance, 
but the record is interesting in showing the combination 
of a low infantile mortality with a low stillbirth-rate in 
legitimate and a low infantile mortality with a high still- 
birth-rate in illegitimates. These two combinations 


_ supervision. 


districts of Britain. 
_ falling since Osler’s time, and since the introduction of 
inoculation it has sunk extremely rapidly. We can 
_ expect a similar result from inoculation in Britain. 
exia Order, now incorporated in the © l 


were frequent in 1939. Neonatal death is in the main 
of similar causation as prenatal death and therefore the 
rise and fall of the one should vary inversely with the 
other; but death during delivery is preventable by 


‘skilled midwifery, so improvement in midwifery does to 


some extent reduce the total of the two divisions. 


. Good midwifery may ensure the live birth of an infant 


incapable of survival—such as an anencephale—which 


.is of no value from the infant’s point of view, but is of 


considerable value to the mother, for it means a less 
severe or prolonged labour. The decrease in the post- 
natal mortality of illegitimates is a recent gain of great 
value, but the prenatal mortality of illegitimates is still 
comparatively high. The explanation is that owing to 
the compulsory notification of births the born infant 
can be brought under supervision, whereas pregnancy 
not being notifiable unmarried mothers usually escape 
Out of a total of 32 infant deaths, 22 were 
re to congenital debility, prematurity and malforma- 
ions. 

In the twelve years 1928-39 the attack-rate of 
diphtheria varied from 0-13 in 1932 to 4-4 in 1988, the 
average being 1:26. In the ten preceding years it was 
1:24. Though the annual incidence of diphtheria 
fluctuates widely, the average has remained unaltered for 
a great many years, not only in Gillingham but in most 
In America the incidence has been 


' LEAMINGTON SPA’ 


. Dr. E. R. Gilmore, of the borough of Royal Leamington 
Spa, records a zymotic death-rate of nil, an infantile 


‘mortality of 31:3, a tuberculosis mortality of 0-54 per 


1000 population and the average age of death as 65 
years. Of 411 births, 16 were illegitimate; 4 of these 
died, giving an infantile mortality of 250. Amongst the 
legitimate infants the mortality was 21-6, astonishingly 
low for a town of 30,000 inhabitants ; the stillbirth-rate 
was 19-5 per 1000 total births, which is also remarkably 
low. People certainly live long in Leamington, for of 
412 who passed away in 1939 only 152 failed to reach 65 
and the same number scored 75 or more. The birth-rate 
in 1939 was 13-4, the highest since 1930. The average 
birth-rate for the past thirty years was 14-8 and the 
average death-rate fer th: same period 14:8 also. The 


av. rage infantile-mortality rate for the period was 60:2. - 
It did not fall much before 1932, but in 1934 it was only 


8-9, which surely must be a record. However, the average 
of the three years 1933-35 was 33-4, so the record was 
“ accidental.” - é 


Infectious Disease in England and Wales 
WEEK ENDED JAN. 11 


Notifications.—The following cases of infectious disease 
were notified during the week: smallpox, 0; scarlet 


fever, 1164; whooping-cough, 2761; diphtheria, 1233; . 


enteric fever, 30; measles (excluding rubella), 15,413; 
pneumonia (primary or influenzal), 1465; puerperal 
pyrexia, 119 ; cerebrospinal fever, 266 ; poliomyelitis, 5 ; 
polio-encephalitis, 1; encephalitis lethargica, 2; dysentery, 
93; ophthalmia neonatorum, 73. No case of cholera, 
plague or typhus fever was notified during the week. 

The number of civilian and service sick in the Infectious Hospitals 


of the London County Council on Jan. 17 was 2321, including: 
scarlet fever, 325 ; diphtheria, 343 ; measles, 902; whooping-cough, 


140 ; enteritis, 23 ; chicken-pox, 216 ; erysipelas, 50; mumps, 25 i 


poliomyelitis, 2; dysentery, 53 ; cerebrospinal fever, 46 ; puerpera 
sepsis, 6; enteric fevers, 7; german measles, 4; other diseases 
(non-infectious), 91; not yet diagnosed, 88. 

Deaths.—In 126 great towns there was no death from 
smallpox or enteric fever, 1 (0) from scarlet fever, 22 (2) 
from whooping-cough, 23 (1) from measles, 43 (3) from 
diphtheria, 36 (4) from diarrhcea and enteritis under 2 
years, and 69 (9) from influenza. The figures in paren- 
theses afe those for London itself. 

There were 6 deaths from diphtheria in Liverpool. Birmingham 
reported 7 fatal cases of whooping-cough. Greater London had 1 
fatal case of enteric fever. 

The number of stillbirths notified during the week was 
217 (corresponding to a rate of 38 per thousand total 
births), including 13 in London. 
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A Running Commentary by Peripatetic Correspondents 


YESTERDAY I went to the Abbey for the memorial 
service to B-P, not an uncheerful occasion. No-one in 
our time has given as much happiness and health as this, 
lovable boy-man, for not only has he inspired all those 
vast numbers who have been or are scouts or guides, 
but multitudes beyond, the week-end campers, that 
host of lads and lasses in shorts who bike or hike along 


country roads all over the world, a noble army of those - 


who seek health in service. Whatever form of immortality 
- awaits us lesser folk, whether it be merely that we are 
transmuted to the wood and leaf of the churchyard elms, 
or flung to the four winds in gaseous form from the 
‘necropolis chimney, or sprout wings, or play on golden 


harps, this is certain, that for generations to come, 


` whenever youngsters gather round a camp-fire, whenever 
the call of spring and adventure takes them into the 
wilds, whenever the joys of service summon them, B-P 
will be with them, sharing in their zest. 


x x % 


`. After half a lifetime spent in the laboratory in un- 
usually complete ‚detachment from clinical medicine, I 
am. finding a ‘“ war-emergency ” return to the bedside 
- absorbing. Stout Cortez was not as stirred as I when 
, I recently watched the meningococci in a daily smear 
become sparse even unto extinction under attack by 
sulphapyridine while the patient miraculously recovered; 
or a pernicious anemia, thirty years ago to be labelled 
doomed, now burgeoning reticulocytes after a few 
` injections of liver extract. Rip Van Winkle could not 
_have had the thrill of returning to anesthesia, and, 
instead of half-narcotising himself daily with a too 
. generous ether or chloroform fog, toying with the 
admirably efficient and almost foolproof gadgets of a 
late-pattern MacKesson. And what a boon are pre- 
medication or anesthesia with the barbiturates, and 
chemotherapy in pneumonia; and to help while a pulse- 
less dying bombtorn victim is being plucked back by the 
wizardry of plasma transfusion, or a marble-white 
‘hematemesis grows rosy pink, is an experience to have 
lived for. But alas I see that patients still die from ileus 
and exhaustion in the time-honoured manner. General 
surgery does not seem to have moved much, and am I 
pernickety in blinking when the physician still visits his 
‘ patient in uncovered outdoor garments and sans mask ? 
As for minor horrors, my recent boil in a hardly respect- 
able locus still bred its family of baby boils in the 
authentic tradition, despite the wheedling of mag. sulph. 
. paste. * * he 


Near one of the City’s most famous landmarks may be 
heard the sound of picks and shovels, the rattle of 
pneumatic drills and the hissing of oxy-acetylene burners 
cutting through twisted girders'and battered steel plates. 
A vast crater teems with Pioneers breaking up masses 
‘of concrete, which are hauled up by big cranes, It was 
the custom of the shelterers at this underground station 
to deposit their bundles down on the platforms and in the 
. deep corridors, and then to come up to the booking-hall, 
just below street-level, where they found a well-lighted 
_balcony with shops all round. This was their Brighton 
__ pier, and for an hour or two before retiring for the night 
they were in the habit of promenading round, leaning 
over the railings, watching the escalators (on which 
_ children used to play) and gossiping with their friends, 
- It was Saturday evening, and the Shelterers’ Parade was 
in full swing. It is true that the sirens had sounded, 
but that was a long while ago, and no bombs had been 
dropped anywhere within earshot. Not even a gun had 
been fired for about twenty minutes. A policeman on 
point-duty overhead must have been almost the first to 
realise that danger had suddenly become imminent: he 
heard the familiar sound “ as of a rushing mighty wind ” 
and he ran for his life to the nearest cover. He was only 
just in time ; next moment the city was shaken by a deep 
' roar—a large bomb had fallen into the booking-hall and 
blown the roof off, Concrete was hurled into the air, 
the blast travelled down the wide escalator shaft and 
through the open doorways, sweeping all before it, 
throwing people off their feet—many fell on to the line, 
of whom two, a soldier and a policeman, were thrown in 
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front of a train which was just entering the station. 
Help for the victims was not long in arriving. A mobile 
unit from the City corporation was soon on the scene, 
and even before this, a few yards from the crater, a 
dressing-station was set up in a surface-shelter in which 
two nurses attended to people who had been caught in 
the street. A man lay on‘his back in the roadway, crying 
softly to himself, ‘‘ Oh, my belly ! Oh, my belly !’’ He 
had a ragged tear across the upper abdomen, his clothes 
were torn half off and his face so blackened with road 
dirt that he looked like a negro. It was the work of but 
a moment to apply a sterile triangular bandage to the 
whole abdomen, pull his tattered shirt and waistcoat 
down over it and adjust his wide leather belt to hold the 
dressing in place. A Tubunic ampoule of Omnopon was 
injected into the abdominal wall—both his arms were 
as black as his face. Already a stretcher-party had 
arrived, and he was taken off to hospital.. Against the 
wall of a near-by building the police had propped up a 
row of casualties—a fractured forearm, a girl with a 
gash down the side of the face, a man with the top of his 
head knocked in (no pulse; blood-stained froth on his 
lips ; quick, jerky inspiration followed by slow, bubbling 
expiration, probably due to hæmorrhage into the lungs— 
a common effect of exposure to blast at short range). As 


goon as these cases had been dressed we turned to explore 


the booking-hall and its approaches. 
Walking warily—for the street was littered with 


‘debris, and wide cracks had appeared in the paving, 


manhole covers were missing, and the asphalt hung 
perilously over the edge of the crater—we entered one of 
the stairways leading down to the station. About ten 
people were lying on the stairs, one had all his clothes 
torn off, another had a leg missing, severed at the knee, 
all were black with grime and every one was dead. 
Halfway along the corridor our torches showed someone 
moving his arms ; it was difficult to reach him, for the 
passage was almost choked with masses of concrete and 
twisted steelwork. Also, there was a strong odour of 
coal-gas ; a moment later this caught fire, but was soon 
extinguished. He was trapped by his legs under æ huge 
slab of reinforced concrete but already the rescue-party 
was getting to work with jacks and levers, he was given 
an injection of omnopon (tubunic,.of course—it was no 
place to try to fill a syringe). It took an hour to get him 
out; in the meantime he was made as comfortable as 
possible, with his head pillowed on the legs of a dead 
man just in front of him. A woman’s handbag lay on the 
floor ; we peered into every dark crevice under the debris 
to find the owner, but there was: no sign of her. Either 
she or.the handbag might have been blown a long way. 
We went down by the emergency stairs to find that a 
large number of people had been injured below ground. 
When a bomb explodes in such a confined space as this 
distance is of less importance than the width of the 
passages, and they happened to be exceptionally wide in 
this station. The first necessity was a bucket of water 
and a large swab; even here the wounded were covered 
from head to foot with dirt. It was impossible to do 
more than a hasty toilet, then apply those handy 
‘“ mine dressings,” each in a sealed paper covering, and 
with an adequate length of bandage attached; there are 
three sizes, and a small haversack will hold half a dozen 
small, a dozen medium and half a dozen large. These, 
witb a dozen sterile triangular bandages, also in sealed 
paper envelopes, a soft rubber tourniquet and three boxes 
of tubunics, provided all the outfit required for attending 
to some thirty or so of the casualties. The highest 
praise is due to the station staff, who brought water, 
stretchers and tea to the improvised dressing-station, 
and operated a lift to the waiting ambulances. In just 
an hour and a quarter the last of the injured was on his 
way to hospital. But there was one case more; twenty 
hours later they found the booking-clerk, still alive, but 
terribly injured ; he had been trapped in a corner of the 
entrance hall. Hammers are swinging, the cranes whistle 
and clang, Pioneers sweat and tug at the chunks of 
concrete and tangled steelwork, already the site has been 
largely cleared and spanned by a temporary bridge, 
for city traffic must pass, and under and around the bridge 
the engineers will set to work to rebuild the upper part 
of the station. Tonight the shelterers are huddled along 
the platforms and deep corridors, there is no more 
Brighton pier -for them. Even their accustomed 
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corners are sometimes no longer available, for there was 

- much damage below ground, and water is leaking into 

the station at many points, but repair work goes on night 

and day, and there was hardly any interruption of the 
g of the trains. - 

; * k | * 

A friend of mine is in charge of a large camp for 
prisoners. He tells me that one of the most remarkable 
things about the feeding of the men is the small amount 
of: swill the Germans make—they waste about a third of 
what our men do, and they render down every bit of fat 
available. Mr. J. B. Priestley has told us to look for- 
ward to communal restaurants as social centres, and we 
may imagine other advantages in them, too. Another 
friend of mine, a well-known caterer, tells me that the 
by-products alone will make them worth while. Bread- 
crumbs, potato peelings and cheese rind are all valuable 
by-products but meat, he says, yields more useful things 
than any other article of food, and they can be extracted 
from it to best advantage in a communal kitchen. If 
5000 people are allowed 4 oz. of beef per head and carry it 
home to cook, a joint of 1 Ib. will serve four people and a 
joint of 6 1b. twenty-four ; but housewives will agree, he 
tells me, that from the 1 Ib. joint nothing will be left, and 
from the 6 Ib. joint there might be enough bones to make 
| a for five of the family, and enough dripping for four 

of them to have bread and dripping for tea. And what 
would happen to the bones of the carcass ? Did 10% of 
them—for they are valuable—find their way to the 
contractor ? And did the butcher boil the large bones 
before he sent them to the contractor ? He should have 
done, for the contractor finds them just as useful to him 
cooked as raw, and the remains of meat upon them would 
have made rich stock: Suppose the same amount of 
meat—1250 lb.—had been issued to 5000 communal 
feeders. There would be roughly, I was astonished to 
learn, three forequarters and four hindquarters of meat 
in this allowance. After giving everyone roast beef for 
their midday meal, from the bones of the seven quarter 
carcasses, it will be possible to give 3000 people a really 
good soup in the evening. From the skimmings from the 
top of the stock-pots, when the bones are boiling to make 
this soup, it will be easy to extract enough fat to give 
everyone half a slice of fried bread the following morning. 
Fat taken from the carcasses before the joints were cut up 
and put in the roasting ovens will yield enough dripping 
to give everyone enough for a good spread on bread. for 
tea. And 95% of the bones will have gone to the 
contractor. The dripping made from the fat cut from a 
carcass before it has been boiled or roasted is called in the 
Army first-class fat and that from the skimmings of bones 
being boiled for soup, second-class fat. My catering 
friend does not approve of these descriptions because the 
fat or dripping called second-class is far more palatable 
than that called first-class. The balance in favour of 
communal feeding as far as meat goes—and, as I now 
realise, it goes a long, long way—is tremendous, and he 
assures me that other foods are saved in the same 
proportions. Yes, communal feeding should be here for 
the duration. 

* * * 

If at times I get discouraged I go and talk either to 
workmen or antique dealers. It sounds an odd-com- 
bination but the reasons for my choice will appear later. 
A few weeks ago I was asking a lad of seventeen about 
the hours and conditions of his work. He forges parts of 
aeroplane engines for 12 hours at a stretch and works by 
day one week and by night the next. ‘‘ Do you feel 
very tired after your 12-hour shift ?’’ I asked. ‘‘ Yes, 
just a bit,’’ he replied. ‘‘ Only a bit? Do you really 
feel that you could go on after 12 hours of it?” “ Of 
course, sir, after all we’ve got to win the war haven’t 
we?” I could not resist patting his sturdy shoulder 
with a ‘‘ that’s the stuff to give ’em.’”’ And all the lads 
I spoke to had the same spirit. Not being a Southron 
I feel all the more entitled to praise these gallant 
English boys. There is nothing decadent about them, 
nor are they dull clods or blind mouths, as Milton has it. 
They are highly intelligent and are made of the same 
stuff as the Elizabethan adventurers. In some ways I 
imagine that they are even better than the Elizabethans, 
because there was probably more romance in sailing the 
Spanish main than in working in a steel factory—though 
the factory has a grimly romantic atmosphere all its own. 
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I daresay that others besides myself have noticed that 
antique dealers as a class are charming people. They 
are probably drawn to antiques because they are sensi- 
tive to the beauty of line and mass and colour of the 
things made by craftsmen, and most of them are passion- 
ately in love with their wares. Sensitiveness to beauty 
does not necessarily go with charm of manner and 
friendliness, but the fact remains that in antique dealers 
it usually does. A grocer would not as a rule welcome 


anybody into his shop to discuss the esthetic qualities — 


of his rows of tinned conserves, and it would be a brave 
customer who would do so and then leave the shop 
without a sample of one of the 57 varieties. But I often 
go into an antique dealer’s shop and see and discuss 
things worth looking at and leave without buying one. 
True, I have not always gone into these honey pots and 
escaped without things sticking to me; and I do not 
regret the adhesion of such things as an oil painting by 
Etty, a water-colour by C. J. Fox, a dainty imperial 
yellow porcelain bowl of the K’ang Hsi period or some 
old English wine glasses. Some things the dealers will 
not let go. They like them too much. One of my 
antique dealer friends has a beautiful old mirror in his 
sitting-room and nothing will induce him to part with it. 
Several times have I sat in one of his Chippendale chairs 
and admired it silently and vocally. But the other day 
when I was making a nuisance of myself again about it 
he said, “‘I don’t think you have any specimens of 
Chelsea china in your collection. Here is a lovely little 
piece which I’ve kept for you. You’ll notice the smooth- 
ness and peculiar excellence of the glaze and how deli- 
cately the exotic bird has been painted.” When I asked 
about the price he indicated rather shyly that it was a 
gift. His delicate gesture delighted me and I felt as.if 
I had a collection of Chelsea china as magnificent and 
complete as that of Dr. Bellamy Gardner. Incidentally 
I forgot all about the mirror and the exigencies of the 
AR; * * * 

. The effect of disease supervening on existing disease 
must have been noted and aroused curiosity from time 
immemorial. It is a subject historically best suited to 
the patient, thorough, critical compiler, such as one finds 
among Germans. It can hardly have escaped the atten- 
tion of some historically minded investigator, but if 
there is some work on it I have not seen it. There is also 
the problem of the mode of action of one disease on 
another, which could only have been investigated in 
recent times, involving as it does immunological and 
chemical research. It is as worthy of a thesis as a good 
mapy subjects and would require more historical research 
than individual experience on the part of a candidate. 
The experience, I think, lies locked up, with much else of 
interest, mainly in the memaries of general practitioners. 
Herpes on the lips and elsewhere in pneumonia is said, 
according to Fagge’s ‘‘ Medicine ’’ (1888), to occur in 
from two-fifths to one-half of all cases ; and he remarks 
that it is very strange that it is far more common in cases 
that do well than in those that end fatally. He adds that 
this has long been a traditional opinion, and that it seems 
to have been established by the observations of Geissler 


(1861), who found that of 421 cases the mortality amongst’ 


those with no herpes was 29:3%, compared with 9-3% in- 
those who had it. Naegeli (Minch. med. Wschr. 1936, 
83, 339) also speaks of the belief of experienced practi- 
tioners about the favourable influence of herpes simplex 
on other diseases, especially pneumonia, and co 
Fagge’s quotation concerning the mortality-rate. Wh 


y. 
this influence ? A further curious statement that I have 


seen is that the success of fever therapy in neuro-lues is 
most frequent and most pronounced in herpetics, especi- 
ally in patients in whom a considerable eruption appears 
during the cure. In some cases neuro-lues was favour- 
ably influenced by herpes-inoculation and subsequent 
activation with fever when a previous fever-cure had 
been ineffective. This statement should be verified, 
epee when diathermy or short-wave therapy is 
used. 

A very uncommon instance of the action of malady 
upon malady is reported from Sofia (cited in Minch. med. 
Wschr. for Oct. 21, 1938). A patient who had had 
diabetes for nine years developed severe diarrhoea, and 
was found to have atrophic cirrhosis of the liver. 
Clinical recovery from the diabetes, or at least marked 


. diabetes. 


t 
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improvement is said to have taken place. Although the 
diet was preponderantly carbohydrate, on account of the 
cirrhosis, there were no further clinical symptoms of 
This is ascribed to a diminution in the 
glycogen reserve in the cirrhotic liver, or to a compensa- 
tory hypertrophy of the pancreas. 


Letters to the Editor 


ARTIFICIAL SHORTAGE OF DOCTORS 


' Sir,— It was high time that this subject should be 
brought to the notice of our profession and of the general 
public, and you are to be congratulated on dealing with 
so grave a matter in so judicial a way. It is possible 
to sense that but for your responsible position there was 
more that you wished to say. This fictitious shortage 
` is primarily due to the demands of the Army Medical 
Service, for the Navy and Air Force seem to have 
exercised praiseworthy restraint in their demands. As 
you have indicated in your final paragraph it is essential 
that the requirements of our overseas and home services 
be considered separately. 
= Overseas forces on active service must be provided 
with adequate medical personnel under military dis- 
cipline. Are we not entitled to ask if the Army Medical 
Service is not guilty of extravagance in the number of 
medical officers it requires for each type of unit? The 
establishment of these is said to be confidential and one 
can understand the reluctance of the Army Medical 
Department to reveal the voracity of its appetite, but in 
fact the figures are well known as they appear in those 
textbooks and manuals which assist officers in their 
promotion examinations. A general hospital of 1200 
beds is allotted 34 M.O.s in addition to a quartermaster 
and three padres—a generous allowance to say the-least. 


Other units are catered for on an equally lavish scale. 


It is a rigid insistence upon this establishment which is 
threatening to strip civilian medical reserves at a rate 
which is heading straight for disaster. It is permissible 
to ask why nearly all our best young men put their names 
down for the Navy or Air Force and unwillingly take 
the Army when told that the other services are full. 
Among many other reasons is the advice given by friends 
who joined up earlier: ‘‘ Whatever else you do, don’t join 
the R.A.M.C. ; there are lots of us here and nothing to do.”’ 

When we turn to the home front, the extravagance 
and wastage of personnel could find no better example 
than that quoted by you—the creation of 12 orthopedic 
centres in the Army—and yet this is only symptomatic 
of the whole. Taken by itself, however, it is a cogent 
reason for pooling our resources in both men and equip- 
ment, as one illustration will suggest. Rehabilitation 
has been a favourite word of late, but only its fringes 
have been explored by either civilian or military authori- 
ties. In the Services when a man is boarded out as unfit 
he is thrown back into civilian life without ever having 
been given the benefits of these army centres; such a 
man with a pittance of a pension and unfit for work 
becomes a liability and not an asset to the community. 
Surely this economic futility could be avoided by pooling 
our resources. Whether a man be in khaki‘or dark or 
light blue he is still an individual member of the com- 
munity and when sick or wounded is entitled to the same 
care and treatment as the sick or wounded civilian— 
neither more nor less. Why then in England. should 
he be treated separately ? Matters of service discipline 
and organisation arise when uniformed patients are 
treated in civilian hospitals but that has already been 
solved in the E.M.S. hospitals. This pooling of doctors 
is redolent of State Medicine, and I confess to being 
apprehensive of recent talk upon this subject, for the 
times are not conducive to sane and balanced thought 
upon an indefinite future. But if this pooling of our 
resources is state medicine then I am well on the way to 
conversion. l 

In spite of what you say this is a clash between rival 
claimants, not for personal but personnel ends, and as 
more than one great department of state is involved 
the final court of appeal presumably is the Cabinet. 
If it wishes to ensure adequate medical attention for 
every section of the community in the testing times which 
lie ahead it must move and that right quickly. 

Harley Strect, W.. . . R. M. HANDFIELD-JONES. 


THE BLEEDING TOOTH SOCKET 


SIR —Many dental surgeons will regret the opening 
paragraphs in your annotation of Dec. 28 (p. 814). You 
appear to imply, although you do not actually say so, 
that dental hæmorrhage arises through a fault on the 
part of the dental surgeon, who shirks his responsibility ; 
but this is rarely so.. Most dentists are only too willi 
and anxious to treat their own cases of dental hæmor- 
rhage. It is a well-known fact that the dentist in nearly 
all cases is better equipped to do so than the doctor, but 
serious cases do arise where the coöperation of the doctor 
and the dentist is essential. The patients are responsible 
for calling in the doctor and they have a perfect right 
to call in medical aid, particularly if they are panel 
patients. Medical men do not quibble about attending 
a wealthy patient in the middle of the night for dental 
hemorrhage, and often take the case out of the dentist’s 
hands, but if it is a panel patient, and there is no fee, 
well—that is where the shoe pinches. The correct pro- 
cedure is for the doctor to ring up the dentist at his home, 
and ask him to attend, and then for the dentist to call 
in the doctor, if necessary. Your statement that hardly 
any of the cases which give trouble after dental extrac- 
tions are hsemophiliacs is only partially correct. All 
heemophiliacs give trouble after extractions, and the 
greatest possible precautions have to be taken. The 
class which gives greatest trouble is the pseudo-hsemo- 
philiac. In true hemophilia we know the male inherits 
the condition and the female passes it on; she is, not 
herself a true hemophiliac, but is often a pseudo- 
heemophiliac. Dental hemorrhage often arises in females 
because the extractions have been done during, or 


immediately preceding the onset of the.menstrual period. 


A wise dentist will always make inquiries. before proceed- 
ing with extractions, particularly multiple extractions, 
in females. | 

Hemorrhage usually takes place from the apex of the 
socket, and is often caused by the disruption of a dental 
abscess, or granuloma at the apex of the tooth. To 
stitch over the gums of a true hemophiliac is dangerous, 
because hemorrhage would immediately take place from 
the trauma caused by the needle. If the bleeding-point 
is from the gums around the socket, then the actual 
cautery is very efficient. Venom of the Russell viper is 
also very effective for this, but if the hsemorrhage is 
taking place from the bottom of the socket, as is usually 
the ease, it is almost impossible to apply this to the 
bleeding-point, since it is washed away, by the hsemor- 
rhage. In my opinion, there is only one’‘safe, effective 
and never-failing remedy, and that is the treatment I 
discovered accidentally about twenty-five years ago, and 
have published several times in dental journals.. It is 
this : a hard tampon of cotton-wool, about the size of the 
root socket, is put into a liquid made up of equal parts of 
liquor ferri perchlor., liquor hydrarg. perchlor., and 
glycerin. It is then dipped into tannic-acid powder 
and pressed firmly into the socket, being kept in situ for. 
a few minutes with the end of the finger, and left in for 
twenty-four hours. This black pack contains no free. 
perchloride of iron (which invariably causes sloughing and 
further hemorrhage), because the perchloride of iron 
unites with the tannic acid to form a tannate of iron. 
Tannate of mercury is also.formed, and free hydrochloric 
acid. Ansesthesin (benzocaine) is also invaluable, because 
it causes a constriction of the walls of the. blood-vessels, 
and this may be added to the tannic acid with 
advantage. 

Patients should not be allowed to rinse the mouth after 
extractions, not even a single mouthful. Water weakens 
the clot, causing a wash-leather surface, instead of a hard 
glazed surface. Mouth-washes for after-treatment are a 
mistake, particularly hydrogen peroxide or sodium 
perborate, for these dissolve the blood clot. The gums 
should be swabbed with a mild antiseptic on cotton-wool. 
Patients should be instructed not to suck the gums, or 
poke the sockets with the fingers. Tea should he 
prohibited. Dental hemorrhage often commences twenty 
minutes after taking a cup of tea.: For known or 
suspected ‘* bleeders ”’ prophylactic treatment should be 
prescribed : calcium for three days prior to extractions, 
or injections of hemoplastin, plus vitamin K.. I have 
for some time done extractions for these patients, when 
necessary, after swabbing the gums for three or four 


~ 
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minutes with a solution of 3% anæsthesin in olive óil 
beforehand. It was the use of this method which made 
me suggest in 1933 that there was another factor in 
hzemorrhage besides the factor of coagulation of the 
blood, something akin to a ‘“‘ turning off of the tap ” as it 
were. Hemorrhage in a good many cases is not due to 
poor coagulation, but rather to the fact that the ends of 


the severed blood-vessels fail to close, and it is this factor 


which is usually present in dental operations. 
Sutton Coldfield, Warwick. E. VAUGHAN TOMEY. 


B.M.A. MEDICAL PLANNING COMMISSION 


Sır, —We have read with interest and appreciation 
your leading article of Jan. 11 and the letter of Sir 
Ernest Graham-Little in the following issue. It is a 
matter of regret and anxiety to many members of the 
profession that the British Medical Association, which is 


in reality a club of which membership is still voluntary, | 


should be so widely regarded as representative of the 
whole profession. Now that this body, which through 
its war committee was largely responsible for our present 
emergency service, has set up a further committee to 
advise on post-war organisation it seems desirable to 
emphasise this point: Even if the recommendations 
of this commission should prove more acceptable than 
those of its predecessor they should in no way be regarded 
as the considered wishes of the whole profession, nor put 
into force without further consultation. As junior 
members of the profession we would especially support 
your criticism that the opinion of members of less than 


ten years standing is not represented on the commission. ` 


We feel that the future might fairly seem to be a major 


interest for us. ALASTAIR HUNTER, 
KENNETH M. A. PERRY, 
London Hospital, E.1. J. MICHAEL VAIZEY. 


Srr,—A number of your correspondents have thought 
fit—and rightly so—to criticise the constitution of the 
commission on the grounds that the more junior members 
of the profession are nat adequately represented. This 
neglect of the younger medical man’s point of view is 
far-reaching and worthy of detailed consideration. 
Until a few years ago medicine was even more pre- 
dominantly in the hands of older men than it is today, 
when many of our most brilliant workers are men 
qualified in the last ten years ; and the general public is 
becoming reconciled to the idea of a beardless doctor 
whose name has been on the Medical Register for a 
comparatively short time. This has been one of the 
changes brought by the last war, but what greater 
changes may now be possible in a world which regards 
with equanimity changes and upheavals occurring almost 
overnight ? This relative ascendancy of the young man 
has come in great measure from outside the profession, 
and many of his present-day advantages have been 
accorded him with comparatively little effort on his part. 
This may account for what seems to be his lack of 
interest in modern trends and tendencies. At the 
beginning of the war a large number of hospital residents 
like myself were offered contracts by the Ministry of 
Health at salaries beyond our wildest dreams ; but when 
these were peremptorily cancelled by a stroke of: the 
ministerial pen, many of those affected had scarcely a 
word to say about it, and the ultimate restoration of the 
original terms was due to their good fortune- and the 
good sense of the ministry, and not to any vigorous 
protestations from the doctors themselves. At the same 
time, most of us had offered our services to the armed 
forces, but we remained subject to the rulings of local 
war committees, many of them composed of retired men 
who had little but local politics to occupy their declining 
years, and upon which we had no representation. For 
example, of a committee of six in my own part of the 
country only one knew me personally ; and I have often 
wished that they had judged me unsuitable for work in 
the Forces, for I would then have had an opportunity to 
explain some of the shortcomings of the E.M.S. Surely 
it is evident that though the young postgraduate has been 
hardly used and looks like being in the rear rank again, it 
is in some measure his own fault and is due to his lack of 
interest and inertia? Young men in medicine, as in 
every other walk of life, must fight their own battles. 
Fourteen months as a “ civilian in uniform ” has shown 
me that young men in other callings have thought a great 
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deal about the post-war period and are resolved not to 
allow their opportunities to slip by or be taken from them 
as they were from their prototypes after the last war. 
Young men.in.-medicine today work hard, as hard as 
their fathers before them, but they tend to lose the 
broad view which we need so much today; and this 


arises partly from the ignorance of their elders and ° 


partly from their-own sloth. This war is primarily one 
of opposing sections of the youth of the world, so let us 
be afforded an opportunity to add our ideas and counsels 
to those of our elders so that we in due time may accept 
more of the responsibility which is at present theirs alone. 


Hammersmith, W.8. ' E. N. OWEN. 


DYSPEPTICS IN THE ARMY 
S1r,—Professor Hartfall in his letter of Jan. 25 


criticises the findings which we put forward in our 


“ Interim Report on Dyspepsia in the Army ” (Brit. med. 
J. 1940, 2, 819). We must point out that he is under 
several misapprehensions. First, the field work of this 
investigation was carried out in January-April, 1940. In 
consequence our cases from the B.E.F. contained a very 


. om 


high proportion of men who were reservists or supple- ' 


mentary reservists. Secondly, we were confining our 
investigation to men who were regarded as suffering 
from gastro-duodenal disease, whether organic or not, 
and we were not directly concerned with the various 
types of reflex dyspepsia. Thirdly, Professor Hartfall 
refers to our ‘‘ alleged unselected cases.” Under the 
heading of clinical material we give an account of our 
approach to the problem. In the case of B.E.F. troops 
we were provided with nominal rolls of all men invalided 
to this country.’ In each hospital we saw each case 


which had been sent over with a provisional diagnosis of. 


any type of gastro-duodenal disease or complieation of 
this, and also all cases which were labelled more vaguely 
as dyspepsia, &c. Our report is therefore correct in 
stating that we saw ‘a representative and unselected 
sample of the dyspeptic cases being invalided home from 
France.” In the case of the local sick seen in the 
military hospitals we could not follow such a course. 
But we obtained from the medical specialists lists of all 
dyspeptic cases. Again the selection of the material was 
not ours. We feel that if Professor Hartfall will read our 
report again in the light of the foregoing he will be less 
inclined to find out conclusions ‘‘ wholly incompre- 
hensible.’’ 

Professor Hartfall also suggests that our findings 
represent a “ wish fulfilment ’’ because they include a 
high incidence of peptic ulceration. Before our in- 
vestigation it was considered that the high proportion of 


dyspeptics being invalided from France might mean one - 


of three things—new gastro-duodenal ulceration, the 
breakdown of old-standing ulceration, or a new condition 
of ‘‘ soldiers’ stomach.” Our wish in the matter—as far 
as we had any—was to find sufficient new ulcer cases to 


. make detailed analyses of the possible setiological factors 


of some value. Neither of us has the slightest doubt of 
the importance of psychological factors in gastro- 
duodenal disease, or of the importance of functional 
dyspepsia. And in every hospital we visited we took the 
opportunity of discussing these aspects with the consulting 
psychologists. The opinion of the clinicians in the 


E.M.S. hospitals was uniformly that a dyspeptic case- 


from France was almost always .an -uleer case. In 
military hospitals there was a tendency to suspect 
malingering in all cases (including the gastro-duodenal 


ones) and at the same time to blame the presence of ' 


consulting psychologists in the Army for an increase in 
supposed neuroses. 

Our diagnostic criteria also come under Professor 
Hartfall’s criticism. In every case the fullest possible 
history was taken, often occupying 1-2 hours. i 
included details of every job the man had ever had, his 
economic conditions and his dietetic habits ; and it was 
correlated with his ‘general health and any dyspeptic 
symptoms at the various stages. After this all the 
laboratory data were examined. Admittedly these data 
were not always as complete as they might have been. We 
then discussed each case in the light of all the informa- 
tion obtained, and our diagnosis was based on a.summa- 
tion of the evidence. In almost every case the clear-cut 
history which we received would have satisfied even the 
most sceptical that we were dealing with organic disease. 
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In the ‘“ proved ulcer ” cases this was supported either 
by the evidence of the complications of ulceration, by the 
laboratory evidence, or even by the objective evidence 
_of abdominal scars.. In the absence of confirmatory 
evidence the cases were ‘labelled as ‘‘ probable ulcers.” 
To adopt the position which was sometimes urged of 
“ no ulcer without a demonstrable crater ’’ would have 
been to lose sight of all diagnostic perspective. In this 


connexion we can only repeat conclusion 12 of our 
“ Our experience proved that the sorting of- 


report : 
STO case in France for invaliding to this country was 
very efficient.” It is clear, therefore, that we were 
investigating dyspepsia in the Army as it presented 
itself in the early part of 1940 in men from the B.E.F. 
.and amongst the local sick. Both of us were impressed 
by the very small number of neuroses. The evidence 
which we received did, however, suggest that in the base 
hospitals in France there was a higher incidence of 
neurotic cases than was present in our material. A 
proposed visit to France to investigate cases on the spot 
was rendered impossible by the military situation. The 
evidence which we have recently received suggests that 
the dyspepsia problem now shows a much smaller 
proportion of organic cases, and an increase in the 
neurotic ones running parallel with the increase of 
neuroses inthe Army. This is not in the least surprising, 
and it stresses the need for an accurate diagnosis in the 
individual case. The conclusions which we have put 
forward in our report relating to the importanceof organic 
disease in the clinical material which we investigated 
were confirmed by the experience of the medical officers 
in the various E.M.S. hospitals, and, with the reserva- 
tions referred to, by the medical specialists in the Army. 
We can only report the results of our investigation on the 
basis of our data. To ask Professor Hartfall to accept 
these might lay us open to the charge of ‘‘ wishful 


thinking. REGINALD T. PAYNE, 
Harley Street, W.1. CHARLES NEWMAN. 


SULPHATHIAZOLE IN CEREBROSPINAL FEVER 
Sir,—The results of treatment of cerebrospinal fever 
with sulphathiazole described by Dr. Banks in THE 
LANCET of Jan. 25 will arouse considerable interest and 
surprise among practitioners who have used the sulphon- 
amide drugs in various infections, including cerebro- 
spinal fever; certain deductions are drawn which are, 
we feel, not justified by Dr. Banks’s explanations. Dr. 
Banks says that he regards as “‘ dangerously low ” a 
dosage of 6 grammes of sulphapyridine a day for an adult. 
It is difficult for the impartial reader to follow his reasons 
for such an assertion, reasons he discusses in the course 
-of his paper. In the first place, he quotes two cases on 
this dosage which, “ still had meningococci in the C.S.F. 
after 2} days’ treatment, a thing which never occurred 
after sulphathiazole in standard dosage.” Surely ‘the 
ultimate ideal of treatment is the cure of the patient 
with the absence of sequele, which anyone would be 
satisfied to achieve in a week or a fortnight in such an 
important disease as this! Dr. Banks describes two 
cases to illustrate the fate of patients treated on this 
scale of dosage. In case 1 the relapse occurred after a 
dosage of 9 g. a day at first and a total of 15 g. sulpha- 
pyridine and 43 g. of sulphathiazole in ten days. Surely 
this relapse followed the higher dosage as advocated by 
Dr. Banks; it is an error to say that it was the result of 
treatment on the lower dosage of sulphapyridine pre- 
viously given for no more than two days. 
Dr. Banks considers that two days’ treatment with 
sulphapyridine should be enough to eradicate the disease, 
but he will find it hard to persuade people to believe such 
a result either possible or necessary, or to convince your 
readers that the relapse in case 1, as he asserts, . was 
“ associated with the low dosage (6 g.) of sulphapyridine 
in the first 24 days.” We have ourselves treated a few 
cases of cerebrospinal fever and other infections success- 
fully on what Dr. Banks terms the ‘ low dosage ” and 
have never regretted it, nor could we have desired better 
results than we achieved. We have also heard of cases 
successfully treated by others on similar lines. We are 
sure practitioners all over the country will endorse our 
evidence that 6 g. a day for the average adult is adequate. 
If this is so, the prevention of the use of too large doses 
all over the country would, we feel, contribute to the 
avoidance of toxic manifestations from this group of 
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drugs. At the same time equally good results would be 
obtained on the dosage now widely and generally used 
with such success, dosage which has given clinical 
success on every occasion in our experience when success 
could have been reasonably expected and has not been 
associated with the ‘‘ danger’’ which Dr. Banks describes. 


Park Prewett Hospital, Parir H. WILLcox, 
Basingstoke. GEOFFREY CUTTS. | 


HOSPITALS AND THE WAR DAMAGE BILL 


SR, —Some indirect effects of the War Damage Bill 
now in committee before the House have not, I think, 
been realised by classes affected by it. Clause 29 deals 
with ‘‘ property held for charitable purposes,” in which 
these two categories are included : 


(1) The treatment of sickness, disease, or injury, whether 
physical or mental ; 
(2) The advancement of education, science, or research. 


Category 1 directly concerns the medical profession. 
Category 2 interests educationists and in particular 
universities, colleges and teaching hospitals. A parlia- 
mentary expert much more skilled than I can claim to be 
in assessing the effect of proposed legislation, informs me 
that this clause prescribes that in return for compulsory 
acceptance of the ‘‘ concession ” of one-third only of the 
normal contribution (or premium) the War D 
Commission, the members of which are all appointed by 
the Treasury, may “‘ if they think fit ” make a compensa- 
tion payment, ‘‘ subject to such conditions as they may 
These conditions could, 
in the case of a hospital for example, entail rebuilding on 
prescribed lines in prescribed places ; .alter the composi- 
tion of the governing body ; control the appointment of 
staff ; destroy the traditions, and impose a large measure 
of state management. In the case of an educational 
institution, the commission could, in addition to. these 
activities,.vary the. curriculum, prescribe. the examina- 
tions and standards of qualification, and make -many 
ther changes, not at present contemplated by the authori- 
ies concerned. It is useless to say such things could 
not happen; these powers are being incorporatéd in an 
act of Parliament, and may at any time be exercised. 


House of Commons. E. GRAHAM-LITTLE. 


THE RHEUMATIC HEART 


SIR, —Over many years I studied rheumatic. heart 
disease closely. No form of heart disease has attracted 
me more than mitral stenosis, because it is the most 
important ; I have seen it fatal at 4 years and not fatal 
at 70. I have often directed attention to the question 
whether advanced mitral stenosis might result from one 
attack of cardiac rheumatism or must be the result of 
many slight attacks. Indeed this type is more suggestive 
of the rheumatoid changes in the fibrous tissues of the 
spine and other joints than any other form. of heart 
disease. Of this I am certain—a case of long-standing 
mitral stenosis may after death show no myocarditis as 
seen by microscopic examination, and the strain on the 
right heart with its complications has probably been 
the cause of death. I am equally certain that small 
vegetations on the mitral valve with little or no myo- 
cardial damage are, as one would expect, not likely 
much to embarrass the action of the heart. This is 
shown .by the almost complete recovery which I have 
observed many times and watched over for years. On 
the other hand. if these vegetations are associated with 
severe myocardial disease and damage to the mitral 
ring the course may be rapidly downward. This is one 
reason why the modern teaching that a systolic mitral 
murmur is ‘not important is wrong, for this murmur 
may lead to the discovery of the real state of affairs. 

When one finds a patient of 60 or upwards with mitral 
stenosis there are various factors to be considered. Is 
this the result of a single attack in early life followed by 
a very slow contraction of the valve with which the 
heart keeps pace ? Isit the result of many slight attacks 
spread over many years? Is it the result of-an attack 
of cardiac rheumatism unusually late in life, and possibly 
overlooked ? Has the patient always lived a guarded 
life, or, for example, lived at the top of a steep incline ? 
Do the fibrous tissues of one individual differ from those 
of another in their tendency to contraction ? We know 
certainly that the power of the heart muscle from childhood 
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may vary in different people. It is my opinion 
that Sheehan and Sunderland, whom you quote in your 
annotation of Jan. 18 (p. 82), are correct in stating that 
in cases of mitral stenosis even when fatal there may be 
no myocarditis, with the proviso that there may be 
changes in the neuromuscular heart wall we cannot 
detect or have not detected, though this I personally 
doubt. When there are recent vegetations (to state the 
age of a vegetation is not easy) possibly there may then 
be some myocardial weakness, perhaps only passing, 
yet sufficient to turn the scale adversely. 

Naturally as an Englishman I challenge the statement 
that Mackenzie was the cause of the radical change in 
our views about the myocardium. The first part of my 
work on rheumatism in the last century was to prove 
clinically, pathologically and later experimentally the 
importance of the myocardium in rheumatic heart disease, 
_and I dare to claim some credit without being derogatory 
to Mackenzie whose work no-one could harm. iliam 
Broadbent and many others in London recognised the 
importance of the myocardium, among them D. B. Lees, 
who joined with me in my first paper (Med.-chir. Trans. 
1898, 81) on the subject. 

Bath. F. JOHN POYNTON. 


VAGARIES OF THE PAUL-BUNNELL TEST 


- Smr,—The value of the Paul-Bunnell test in the diag- 
nosis of glandular fever promises to become a matter of 
controversy. Whilst there is now a concensus of 
opinion that a positive agglutination reaction between 
sheep’s red corpuscles and the patient’s serum is strong 
confirmatory evidence that the case is one of glandular 
fever there appears to be some doubt as to the significance 
of a negative agglutination test. Bernstein indeed, in a 
recent review (Medicine, Baltimore, 1940, 19, 85), seems 
inclined to consider that a negative Paul-Bunnell test 
justifies the exclusion of the diagnosis of glandular fever, 
but few clinicians would be prepared to go as far as this, 
for it is undeniable that there are many cases presenting 
clinical features of this disease in which the test is 
dint ahead negative. The situation is well exemplified 
by the two papers in your issue of Jan. 18; Dr. Barber 
reports 8 cases in each of which the test was positive ; 
Dr. Fuller reports 5 cases, clinically similar, in 4 of which 
the test was negative and in 1 positive only to an 
insignificant degree. Dr. Fuller’s patients were un- 
doubtedly more ill, and they also differed in the fre- 
quency with which Vincent’s organisms were found in 
the throat and in the fact that they were treated with 
sulphonamides. Otherwise the two series were very 
similar; in both the patients were febrile, had angina, 
enlarged cervical and axillary glands, and the differential 
white count showed a percentage increase in mononuclear 
cells. Clearly there are two possibilities on this 
evidence; either the clinical and hmmatological picture 
of glandular fever embraces other diseases which can only 
be distinguished from true glandular fever by the absence 
of a positive Paul-Bunnell test, or the Paul-Bunnell test is 
an inconstant feature of glandular fever capable perhaps 
of being modified by treatment or of varying with the 
stage of the disease.. It is clearly desirable to decide 
between these possibilities and consideration of the 
hematological picture in the two types of case appears to 
give a clue to this end. 

Anyone who is familiar with blood smears from this 
type of case stained with the Romanovsky stains is 
aware that there may be some difficulty in differentiating 
between monocytes and the different types of lymphocyte 
present. Some clinicians may have had the experience, 
as I have, of finding that different pathologists, while 
agreeing on the figure for the number of mononuclear 
cells present, differed markedly in the proportion of these 
cells they assigned to the category of lymphocyte or of 
monocyte. Nevertheless an examination of the blood- 
counts in Dr. Barber’s and Dr. Fuller’s papers suggests 
that such differentiation may be worth makifig accur- 
ately. When the numbers of the different types of white 
cells given for their cases are expressed not as percentages 
of the total number of white cells present but as the 
number of such white cells per c.mm. it will be seen that, 
while there is no apparent correlation between the Paul- 
Bunnell test and the number of polymorphonuclear cells 
or lymphocytes, there is a hint of a correlation between 
the test and the number of monocytes present. In Dr. 
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Barber’s series of cases, all of whom showed a positive 
Paul-Bunnell test, the average number of monocytes 
per c.mm. is about. 2150; in Dr. Fuller’s series the 
average is within normal limits at 520 perc.mm. It is 
perbaps significant that the one case of Dr. Fuller’s 
whose serum agglutinated sheep’s red cells showed the 
highest monocyte count of his series. The range of the 
figures for monocytes in the two series certainly overlap, 
and thus only allow ‘a tentative suggestion that the 
difference is significant, but in view of the difficulty of 
differentiating monocytes from lymphocytes in these 
cases by the stains in routine use this objection may be 
resolved when staining techniques giving more sure 
differentiation are used. On examining the blood- 
counts from similar cases of my own the same relationship 
between a positive Paul-Bunnell test and an absolute 
monocytosis was found in general to hold. One of my 
cases, already reported (Lancet, 1940, 1, 1082), is of 
especial interest. The illness lasted three months and 
while the differential count expressed as a percentage 
showed a relative mononucleosis throughout, the 


_ differential count expressed as the number of cells per 


c.mm. did not indicate a monocytosis until the last 
month of illness. At the commencement of the illness 
the monocyte count was 468 cells per c.mm. and the 
Paul-Bunnell test was negative ; at the end of the illness 
the figure was 1530 and the test was then positive. 

The next step in the investigation of the clinical 
syndrome now designated under the single title of. glandu- 
lar fever might be the collection of accurate data concern- 
ing the association in this condition of monocytosis and a 
positive Paul-Bunnell test. To this end the blood from 
such cases should be examined by staining techniques 
which permit the accurate recognition of monocytes. 
And to facilitate appreciation of the results thus obtained 
the common practice of expressing the differential count 
as a percentage of the total number of white cells should 
be discarded in favour of expressing the count as the 
absolute number of cells per c.mm. Should the above 
association be established then it is evident that it will 
have not only practical value but a considerable 
theoretical interest as showing a correlation between the 
increase of a certain type of cell in the blood and the 
development of a particular serological reaction. 


= H. P. HIMSWORTA. - 
University College Hospital Medical School. ' 


DEATH ON THE TABLE 


Sır, —I was talking to a colleague about the question 
of resterilisation of the operating theatre after a death 
has occurred on the table. We were wondering why this 
was done. Inquiries from nurses, sisters, and books 
have only told me two things :— 

(a) No one really knows, but it’s in the books and has been 
for years. l À 

(b) That some evil spirit leaves the body at death, and 
desterilises all the equipment. 


Is this custom a relic of the surgery of the past century ? 


‘The “ evil spirit,” no doubt, is the Bacillus coli which is 


known to permeate throughout the body tissues after 
death has taken place, but I cannot help thinking that - 
this could be of no practical significance when the body 
is on the table for such a short time after death. 

Has anyone got a really sensible answer to this 
question ? 


Chichester. JOHN GORDON. 


BERGSON IN LONDON 


S1r,—In the press notices to which the recent death 
of Henri Bergson have given rise it appears to have 
escaped attention that the eloquent author of ‘‘ L’évolu- 
tion créatrice,” some thirty years ago, lectured at 
University College, London. It was perhaps not with- 
out significance that the subject of the lectures at what 
has been satirically, but unjustly, called the Godless 
College should have been “ the nature of the soul.” The 
first of the four lectures was delivered on Oct. 20, 1911, . 
in the botanical theatre of the college. It fell to me as 
vice-chancellor to preside, and among the large audience 
were the French Ambassador, Sir Francis Goodenough, 
Dr. Sadler, Dr. Miers, Dr. Caldecott and Dr. Dawes 
Hicks. The lecture was delivered in French and gained 
lucidity thereby, while the subject though recondite was 
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never obscure. Professor Bergson trounced the popular 
doctrine of psychophysical parallelism, holding “that 
we obtain through consciousness a metaphysical know- 
ledge of mind.” ` Among his contentions -were—‘‘ that 
change and movement are in reality simple and that 
state and rest are composite.” Again, “‘ that it is in 
_ pure duration that the substantiality of the soul consists,” 
and ‘it is by intuition that we obtain knowledge of the 
mind.” These may seem hard and dark sayings to those 
brought up on Bain and to those who refer the psychical 
life to cerebral activities. They may perhaps find partial 
consolation in Bergson’s concession ‘ that although the 
psychical life in itself may be altogether distinct from the 
-cerebral processes, it is upon the brain that our adapta- 
‘tion to the immediate situation, our mental equilibrium 
depends.” 7 
The charm of the lecturer, which had fascinated huge 
fashionable audiences at the Collége de France, won the 
_ sympathetic reception of his London: audiences. The 
whole trend of the theme was in harmony with the 
teaching of Arthur Balfour in his philosophical excur- 
‘sions ‘‘ towards:a more idealistic interpretation of the 
universe,” or, as Wundt was forced to admit, in “ these 
ultimate questions of psychology we-must appeal to 
metaphysics for an answer.” ` E i 
Regent’s Park, N.W.1. W. J. COLLINS. 


. PARTING OF THE WAYS IN DIET 
- §m,—The remarks of Prof. V. H. Mottram under the 
-above heading are very apposite. Recently we have seen 
four cases of scurvy in adults in this hospital and one 
case of pellagra. There can be little doubt that a con- 
siderable portion of the population is not getting an 
adequate vitamin intake now. The present policy of 
allowing foods of high vitamin value to become very 
expensive, and then fixing their price above what the 
majority of the population can afford, is certainly not a 


sound nutritional policy, whatever other merit it may . 


have. In this hospital we are at present exploring the 
possibility of giving capsules containing a concentration 
of vitamins to all patients admitted here. I feel there is 
every justification for this for the next three months at 
least, unless there is a rapid change in the country’s 
policy towards the equitable distribution of all protective 
food-stuffs. a . 

Central Middlesex County Hospital. 


“E. YD.: ” ] 

SIR, —You might like to tell your peripatetic corre- 
spondent of Nov. 9 (p. 607) that I think instead of saying 
‘“ James Bovell,’? he should have written ‘‘ Egerton Y. 
Davis ” or “ E. Y. D., Jr.” Osler himself told me how 
he wrote articles over that name. ; 

New York Academy of Medicine. ARCHIBALD MALLOCH. 


'** Our correspondent writes: “ Yes, I was wrong 
and was thinking of ‘E. Y. D., but being in the North 
Sea couldn’t look it up. Somewhere in Harvey Cush- 
ing’s ‘ Life of Osler’ is a picture of an agenda paper on 
which Osler had written ‘ James Bovell ’ about 30 times. 
He was, of course, one of Osler’s early inspirers, an 
enthusiast who forgot all about his patients when playing 
with his microscope. I suppose Osler helped himself to get 
out of a dull meeting and go back to his golden days by 
scribbling thus, but that’s a very different thing to 
having a double on whom to heap one’s sins.’’ The 
convenience of ‘‘ E. Y. D.” (XY stands for Yorick) to 
Osler was that after his indiscretions he could be safely 
put out of the way. Osler wrote in a preface to one of 
these pseudonymous papers “. .. he (E. Y. D.) was 
drowned in the Lachine rapids in 1884, and the body was 
never recovered. .. .’’—ED. L. 


H. JOULES. 


MEDICAL SERVICE IN CHINA 


Sir,—It is hoped to send a fully equipped ambulance 
convoy of some fifty or sixty members of the Friends 
Ambulance Unit to Central China as soon as possible, 
‘and the Foreign Office has approved of the expedition. 
‘A number of doctors will be required and it is hoped that 
the convoy will comprise a mobile operating team. 
Qualified men of British nationality who would like to 
join the convoy should apply to me. 

ANDREW MORLAND, — 


Chairman of the Medical Subcommittee, 
135, Harley Street, W.1. Friends Ambulance Unit. 


4g CHILLY SWEEPER 

Sir,—I agree with Dr. Clifford Allen—there is some- 
thing wrong, and not only in Harley Street. On the 
main road in my own district I recently observed, as I 
was passing by on the other side, a man lying half dead 
with his clothes stripped off his back. He had obviously 
been attacked and seriously injured, and he was suffering 
gravely from wounds, shock and exposure.. Surely 
there is some way of seeing that poor unfortunates like 
this should get some attention, instead of being left to 
die on the road? Something ought to be done by 
somebody. | 

ADAM LEVITE. 


Jericho. 


© Parliament 


IN spite of a general desire to make as speedy progress 
as possible with the War Damage Bill, the most important 
measure of the present session, the House of Commons 
found time to give a whole day last week to the con- 
sideration of a select committee’s report on the conduct 
of one of its own members, and to a debate on the action 
of.the Home Secretary in suppressing two newspapers. 
The arraignment of .Mr. Boothby,. who has taken a 
prominent part in the political arena for a’‘number of 
years, and who had just placed his feet firmly on the 
ladder of advancement by his appointment as parlia- 
mentary secretary to the Ministry of Food, was a task 
for which neither the Prime Minister nor the House as a 
whole had any relish. But in view of the verdict of the 
select committee, arrived at after the most searching 
inquiry, there was no alternative. Mr. Boothby was 
allowed the fullest opportunity to give his reasons why 
he dissented from the select committee’s findings and 
then the curtain was rung down as quickly as may be 
on an incident which all members of the House will try 
to forget. Mr. Herbert Morrison found it fairly easy 
to dispose of the attack made on him by a very small 
group of members for suppressing the Communist 
journals, the Daily Worker and the Week. Normally the 
present Home Secretary would have been the first him- 
self to challenge any attempt to interfere with the free- 
dom of the press; but he had no difficulty in proving 
that the times are not normal, and that these two news- 
papers by their persistent attempt to obstruct our war 
effort had left him no option but to stop their publication. 
The majority—323 votes to 6—by which the opposing 
motion was negatived demonstrated the overwhelming 
support in all quarters of the House for the repression of 
anything which imperils our war effort. The remainder 
of the week’s sittings of the House of Commons were 
taken up by a detailed examination in committee of the 
earlier clauses of the War Damage Bill. The House is 
passionately anxious that the bill when it bécomes an 
act shall really bring a substantial measure of help to 
those whose property has been bombed, and particularly 
to the small houge-owner. In practice however this is 
not at all easy, and as the debate has proceeded a fear 
has been growing that injustice and hardship may result 
from the decisions of the War Damage Commission. 
The Chancellor of the Exchequer frankly admitted the 
difficulties and complications of the position, but assured 
the House that the desire of the Government is to do the 


fair thing. 
. QUESTION TIME 


Medical Prisoners of War 

Prof.°D. L. Savory asked the Secretary of State for War 
what steps were being taken to facilitate the repatriation of 
medical officers serving in His Majesty’s forces, and now 
captives in Germany.—Captain H. D. R. MARGESSON replied: 
The German government have been informed that His 
Majesty’s Government are ready to repatriate the German 
medical personnel who are entitled to repatriation under the 
Geneva Gonvention of 1929, if the German government will 
also conform to the terms of the convention as regards British 
medical personnel in their hands. The matter is being actively 
pursued, but a satisfactory settlement has not yet been reached, 

Artificial Shortage of Doctors 

Sir FRANCIS FREMANTLE asked the Minister if he woul 
consider the seconding of medical officers from the Army, with 
arrangements fqr their instant recall in case of need, to relieve 
the excessive demands made on medical practitioners by the 


calling. up of ‘younger men and by the greatly increased 
demand for medical attention to the civil population during 
- the winter months.—Captain MarceEsson replied : ‘Applica- 
tions. for the temporary release from the Army of medical 
officers to meet the needs of the civil population have been, 
_ and will continue to be, sympathetically. considered, but it 
must be remembered that the Army can ill spare their services. 
Sir F. FREMANTLE : Does the Minister realise that something 
like 8000 medical officers have been taken from civil services 
to the forces although civil needs are greater now than they 
were in normal times, because of bombing casualties? Is he 
aware also that a very large number of Army medical officers 
have very little to do, while the civil services offer a very great 
deal of work that they can do ? 

Mr. Rays Davies: Is the Minister keeping in touch 
with the Ministry of Health on this problem ?—Captain 
MaRGESSON: Yes. 
Medical Referees 
In reply to a question Mr. O. PEAKE, under-secretary to the 


Home Office, said: Ophthalmologists have been appointed as 


medical referees under the Workmen’s Compensation Act for 
the sherifidoms of Lanark, Lothians and Peebles, and Ren- 
frew. Medical referees to deal specially with cases of 
scheduled diseases (including dermatitis) have been appointed 
for the sheriffdoms of Lanark and Renfrew. The Minister 
appreciates that it may be desirable to strengthen the panels 
of medical referees in these and other areas by more extensive 
appointments of specialists, and he will be very glad to consider 
representations in regard to any particular area ; but experience 
shows that it is extremely difficult to secure the services of 
suitable specialists as referees under present conditions. 


| Health Services at Newquay 

Mr. P. L. HORABIN asked the Minister of Health whether he 
was aware of the unsatisfactory state of the health services in 
Newquay; and whether he proposed to take any action to 
improve them, in view of the large increases of the population 
due to the billeting of official evacuees in the town.—Mr. 
M. MacDoyxar replied: I am aware of the position in the 
district. The county health services have recently been 
strengthened by the appointment of an additional assistant 
county medical officer, the seconding of six school-nurses to 
the county by the London County Council, and the expansion 
of the district medical service. Local health services have 
been improved by the establishment of a general sick-bay 
and of a special sick-bay and clinic for skin cases. Further 
steps at present under consideration include the appointment 
of another assistant county medical officer, part of whose time 
would be devoted to this area, and the provision of additional 
hospital accommodation for cases of infectious disease. 


Gastro-duodenal Disease in the Army 

Sir FRANCIS FREMANTLE asked the Secretary of State for 
War what percentage of cases invalided from the British 
Expeditionary Force to this country were suffering from 
‘gastro-duodenal disease; and whether strict instructions 
would be given to recruiting boards to reject men with a 
‘history of organic dyspepsia and save the loss and inefficiency 
caused thereby to the Army.—Captain MaRrGEsson replied : 
The percentage of patients suffering from gastro-duodenal 
disease among hospital cases invalided from the British 
Expeditionary Force was 11:76. As regards the second part 
of the question, strict instructions on the point have already 
been given to recruiting medical boards.—Sir F. FREMANTLE : 
Is the Minister aware that these instructions are not very 
. effective, and that these men are a very great cause of trouble, 
loss of morale and inefficiency inthe Army? Is it not a great 
waste of Army effort, and should not an effort be made 
to bring the facts home to recruiting boards ?—Captain 
MaRrRGEsson: I will press the matter in that direction. 

Mr. C. SrePHEN: Will the Minister see that in cases where 
men are weeded out pensions will be given ?7—Captain 
MarcEsson: That is a matter for the Ministry of Pensions. 


Inoculation in the Services 


Mr. W. Leaca asked the First Lord of the Admiralty 
whether he was aware that a number of men in H.M.S. 
Colombo had been deprived of shore-leave for refusing 
inoculation ; and whether, in view of the fact that the reports 
on the health of the Navy disclosed the occurrence of a 
considerable number of cases of typhoid fever in inoculated 
men, he would follow the precedent set by the Admiralty in 
the last war when similar: cases of deprivation of leave 
occurred and permit objectors to inoculation to have leave in 
the same way that inoculated men were allowed it.—Sir 
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VierorR WARRENDER, parliamentary secretary to the Admir- 
alty, replied: Men who have declined inoculation against a 
particular disease are by Admiralty order precluded from 
receiving shore-leave at places where that. disease is liable to 
be contracted. This is a precautionary not a punitive 
measure, and in other places no restriction is placed on leave. 
I am aware that a number of men in H.M.S. Colombo have 
refused inoculation and have, therefore, been refused shore- 
leave at various places. The rule mentioned above was 
introduced in 1916. I can find no instance of any exception 
to it. After careful consideration I do not feel able to 
authorise any exception now in view of the importance of 
taking every precaution to prevent the introduction of disease 
on board one of H.M. ships, especially in war-time. 


Reinforced Flour 

Sir Ernest GRAHAM-LITTLE asked the Parliamentary 
Secretary to the Ministry of Food if he still proposed to add to 
the flour for the reinforced loaf, described in the debate on 
July 18, a certain undefined proportion of a calcium salt, 
whether he was aware that a recent research based on experi- 
mental and chemical data and: conducted at the Liverpool 
Institute of Research threw doubt upon the assumption that 
there was any general deficiency of calcium in the people’s 
diet, and indicated that there was danger in increasing the 
calcium content in the manner proposed.—Major LLOYD 
GEORGE replied: The answer to the first part of the question 
is yes. As regards the latter part of the question, the Minister 
is advised that the results of the research work referred to are 
under consideration on behalf of the Medical Research Council, 
but that it already appears that there are reasons for mistrust- 
ing the conclusions drawn from the -Liverpool experiments. 
Mr. LEAoH: Will white flour unadulterated with vitamin 
B and calcium salt be available after the fortified white 
flour is put on the market ; and will the fortified white flour 
be labelled to show that chalk and a chemical substance have 
been mixed with it ?—Major LLOYD GEORGE: The decision 
announced on behalf-of the Government in the House on 
July 18-concerned the addition of vitamin B, and a calcium 
salt to white flour used for bread-making. No decision has 
yet been reached on the question of similarly fortifying all 
white flour. . | 
Convalescent Homes for Seamen : 
Miss E. RATHBONE asked the Minister of Health whether 
he was satisfied that there was sufficient provisjon of con- 
valescent homes for merchant seamen and trawlermen ; 
whether he was aware that many of them, especially from the 
trawlers, had to go straight back to their ships from hospital ; 
how many of such homes existed ; and whether the number 
could be increased or other convalescent accommodation 
provided.—Mr. MacDonatp replied: Apart from the con- 
valescent accommodation specially provided for this class 
merchant seamen and trawlermen who are casualties are 
treated in the emergency hospitals and convalescent homes. 
Approximately 100 of the latter have been opened under the 
Emergency Scheme and others will be available later. The 
question of admitting merchant seamen and trawlermen who 
fall sick or require treatment for other reasons into these 

convalescent homes is under consideration. . 


Imported and Non-essential Drugs 


Sir FRANCIS FREMANTLE asked the Minister what steps had 
been taken to limit the prescription by medical practitioners 
of non-essential imported drugs, and the sale of such drugs as 
ingredients in’ proprietary medicines, and to suggest alter- 
natives produced in this country.—Mr. MacDona tp replied : 
A defence regulation has been made on this subject and its 
details will be published in the course of the next few days. 


Gas Helmets for Babies 
In answer to a question Mr. HERBERT MORRISON said that 
his department had issued about one and a quarter million 
anti-gas helmets for babies. 


Transfers of Panel Patients 

Mr. T. E. Groves asked the Minister whether he would now 
arrange that any panel patient whose chosen practitioner had 
joined the forces might forthwith transfer to the list of any 
remaining practitioner willing to accept him, without regard 
to any unofficial scheme for the protection of practices which 
might be operating in the district.—Mr. MacDona tp replied : 
In view of the very general participation of insurance practi- 
tioners in these schemes and the importance of safeguarding 
the interests of practitioners who have undertaken war 
service, I see no sufficient reason for action. 


` 
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Obituary 


PENDRILL CHARLES VARRIER-JONES 
KT., M.A. CAMB., F.R.C.P. 
| Bir. Pendrill Varrier-Jones, director of Papworth 
Village Settlement, died from a heart attack on Jan. 30. 
within a fortnight of the silver jubilee of the foundation 
of the colony which he started at Bourn and later moved 
to Papworth. Papworth was his life’s work, but he was 
always seeking new activities and at the time of his death 
he was planning to add teaching to his other work. 
Only an hour or two before his death he wrote a long 
letter to Sir Walter Langdon-Brown enthusiastically 
describing his new scheme. He wanted to hold a course 
at Papworth on the diagnosi: and treatment of tuber- 
culosis in which special attention would be given to the 
sociological and economic aspects of the disease. He 
had drafted an announcement of the course to appear in 
our columns. We can hope that the scheme may still 
fructify as a memorial to a pioneer.in the restitution of 
the tuberculous to independence. l 
Varrier-Jones was born at Troedyrhiw, Glamorgan, the 
son of Dr. Charles Morgan Jones, and he was a Celt, with 
all the Celt’s fire and imagination, and with the long black 
hair and gestures of an impresario. He was commonly 
known as the Pendragon, and this nick-name later 
became the trademark of the Papworth goods. He was 
educated at Epsom College and St. John’s College, 
Cambridge, where he was a foundation scholar and 
prizeman. He obtaiped a first in the natural sciences 
tripos in 1905 and qualified from St. Bartholomew’s Hos- 
pital in 1910. While acting as a temporary tuberculosis 
officer for Cambridgeshire in 1914 he was impressed 
with the futility of advising the tuberculous workman 
to find a light job in the open air and eat good nourishing 


food. As Kingston Fowler was later to say, ‘‘ a working © 


man has no time to be an early case of pulmonary 
tuberculosis.” Varrier-Jones’s reaction was to start his 
village settlement and among his supporters in the early 
days when help was most urgent were Clifford Allbutt, 
Sims Woodhead, whose name is commemorated in the 
laboratory at Papworth, and Sir Humphry Rolleston, 
who only gave up his chairmanship of the settlement a 
few months ago. Outside Papworth Varrier-Jones also 
served the handicapped as chairman of the rehabilitation 
committee of the International Union against Tuber- 
culosis, as a member of the Centra] Council for the care 
of Cripples, and as honorary consulting tuberculosis 
officer for Cambridgeshire: © | G d 

Of his ‘“‘ great preceptor ”* Dr. J. B. McDougall, medical 
director of the British Legion Village at Preston Hall, bas 
written: Few men have accomplished so much in so 
short a time. - In twenty-five years Varrier-Jones saw 
the birth, growth and. development of a scheme which 
bridged the gap between medicine and industry in a way 
which -was original in conception and successful in 
practice. The Papworth ‘ experiment” has long 
passed the experimental stage and has been emulated 
with more or less success in this and other countries, but 
with very few exceptions the results have never been 
comparable to those which Varrier-Jones achieved in 
the place which he himself created. There was never 
any doubt that his administrative abilities exceeded his 
clinical accomplishments, though it can never be said 
that Papworth failed to concentrate on research and on 
modern methods of treatment. 
little time left for the detailed work which clinical 
examinations and research work involve. That he suc- 
ceeded in creating a large sanatorium and industries was 
in itself a tremendous task, but that he was able to 
obtain the capital which made his extensions possible 
year by year singled him out as a great figure in medical 
socio-economics. I know well the strain which this made 
on him. It was his own personality which made Pap- 
worth possible and I doubt whether he would have 
reached the same pinnacle of fame had he been forced 
to administer a similar unit under the restrictions and 
guidance of any local authority. From the inception 
of the small settlement at Bourn, he remained in supreme 
control, dictating policy to the minutest detail. He 
threw himself into the ramifications of the various 
industrial departments with the ease of a master of 
industry, and was quick to detect the markets which 


But he had himself ` 


were waiting for the products of disabled men and 
women. In his position of isolation as the leader of anew 
conception in medicine he had little time for committees, 
conferences and the like. Inaddition to Papworth he was 
called upon at different times to advise and organise new 
schemes in other parts of the country—at Enham, where 
he built up successful markets for the industries run by 
patients suffering from nervous diseases; at Peamount 
Sanatorium, Dublin, where a promising settlement was 
set going some ten years ago; and at Preston Hall 
where he reorganised the institution at a time when the 
British Legion assumed administrative control. Abroad, 
his services were in constant demand and I remember 
visiting with him Claire Vivre, the new settlement in the 
Dordogne—a scheme which was killed almost at its 
inception by the intervention of political prejudices. 
After a brief tour of the institution, houses and work- 
shops he suggested that two years should bring the 
scheme to a conclusion. I thought it might last a little 
longer, but as usual he was right. ‘‘ If only they would 
pay attention to principles and leave details to look after 
themselves ’’ was his comment. e 

We have lost a leader in tuberculosis thought and an 
administrator of superlative ability. 


WILLIAM CECIL BOSANQUET 
D.M. OXFD, F.R.C.P. 


Dr. Cecil Bosanquet was leisurely and learned. His 
students enjoy remembering his ward rounds; the 
questions he dropped were never pressed home on the 
faltering, and the replies, however remarkable, were 


- courteously if quizzically received. He never deliber- 


ately made anyone look a fool, but he made all feel that. 
medicine was a vast, largely | Soe f 
untravelled field, and that 
perhaps the last word had not 
been said in the latest text- 
book after all. Students 
learned from him not facts so 
much as an attitude to the 
work they were beginning. 
His consideration for the 
patient always transcended 
the convenience of the teacher. 
And his aphorisms, punc- 
tuated by his gentle sniff, 
were hugged and carried 
away, to be repeated round § 
the medical school. 7 whe 

He was the son of Admiral == 
G. S. Bosanquet and was 
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Elliott & Fry 


.educated at Eton, where he was a King’s scholar, and 
New College, Oxford, where he took a double first in 


greats in 1889. He was a fellow of his college from 1890 
to 1897, when he took his B.M.. and D.M. He became 
F.R.C.P. in 1904. He was appointed physician to 
Brompton and. Charing Cross Hospitals and physician to 
the London Lock Hospital, and had held. a majority in 
the R.A.M.C. (T.), from which he had retired. He was 
also consulting physician to the North-West Frontier 
Force of India, and physician to outpatients at the 
Victoria Hospital for Children. — a 
Bosanquet was not gregarious. Some of his col- 
leagues worked with him for more than twenty years. 
without learning anything about his personal life, or 
even knowing where he lived or what he did in his spare 
time. He gave the impresson of being a man with a fine 
brain who had lost his. enthusiasms. He would ‘tease 
his’ colleagues about theirs, and then apologise very 
kindly and make amends by offering wise and critical 
advice. He was jealous of the good name of Brompton 
Hospital, and the Brompton Hospital Reports, which were 
begun in 1932, were his idea. He became senior editor 
and made happy comments in the margins of the galleys. 
submitted to him. When he left the active staff the lay 
board of management invited him to join them; he 
accepted and attended meetings punctiliously. He 
seldom thought a matter worth taking a stand over—his 
usual attitude was expressed in a tolerant shrug—but 
when he did he was not to be shaken. His standards of 
justice admitted of no compromise. We adhe oe 
Most of his written work was on underlying principles 
rather than on patients and he edited successfully the 
thirteenth. edition of ‘‘ Green’s Pathology.” An early 
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- work on serums, vaccines and toxins was written in 
collaboration with Professor Eyre, who pays tribute to 
the spadework which Bosanquet never spared to ensure 
meticulous accuracy in his premises, a feature of which 
his easy polished writing gave little hint. In 1937 he 
published ‘‘ Meditatio Medici,” a book informed with his 
wide culture and tolerance. ; 

He died on Jan. 24, at the age of seventy-four. During 
the last few weeks of a distressing illness nothing was 
more in evidence than his innate gentleness and courtesy, 
which seemed to show themselves more and more as his 
bodily strength grew weaker. Indifferent to his own 
feelings and to the consciousness of failing powers, he 
thought only of those around him and of how he could 
still be to them the kindly and gracious host that he 
always was. l 

BR. A. Y. writes: Bosanquet did not seek popular 
acclaim, or strive after financial success. He brought a 


keen and critical acumen to the study of disease, which 


was almost too exacting for the mutable criteria of 
modern medical science. He had an absolute conception 
of right and wrong. He would sacrifice his own interests 
where he felt by making such a protest he could achieve 
what he regarded as correct and rectify a seeming 
injustice. It was perhaps a misfortune that he eventu- 
ally turned to clinical medicine rather than to its experi- 
mental and laboratory problems. He was a philosopher, 
æ thinker and a student rather than a profound clinician. 
It was probably because his sympathies were great and 
his kindness of-heart impelling that he was attracted to 
the study and treatment of the sick patient. With such 
a character, it can easily be recognised that he was a loyal 
colleague and a source of strength to any hospital 
committee. His double first at Oxford in  litere 


humaniores was apparent in his conversation and in all - 


he wrote, for his words were well chosen and apposite. 
He was a wit in every sense of the word—quick, incisive 
and even caustic in repartee on occasion—but he was 
never unkind. His most severe mot would be delivered 
slowly and with a disarming smile, which left no possible 
sting. I remember in the last war we both had house- 
physicians of far Eastern origin. In comparing notes, 
Bosanquet told me he thought that he and his house- 
physician esteemed each other, but did not always quite 
understand one another’s English. 


ELIZABETH HURDON 
C.B.E., M.D. TORONTO, F.A.C.S. 


In 1925 the London Association of the Medical 
Women’s Federation decided to develop a scheme of 
controlled research in the treatment of uterine cancer 
by radium at four hospitals staffed by women and Dr. 
Hurdon was appointed as director to coérdinate methods 

E and to analyse and record 

mug a | results. In 1929 the four 
F : re ~ clinics were fused into one unit 
Pog fe =~ and the Marie Curie Hospital 

pL “\oe.-) was founded at Hampstead. 
Under Dr. Hurdon’s direction 
the results achieved there, first 
with radium alone and later 
with X rays were, in the words 
of Dr. Henri Coutard, among 
the best in the world. . 

Elizabeth Hurdon was born 
at Bodmin, the daughter of 
John and Anne Coom Hurdon, 
and she died at [Exeter on 
Jan. 29. She went to school in 
Canada and qualified in medi- 
cine from the University of Toronto in 1895. She went at 
once to Baltimore where a post at an evening clinic for 
working women was awaiting her. This job paid her living 
expenses and left her free for what she really wanted— 
postgraduate work in the pathology department of the 
Johns Hopkins, under W. H. Welch. Butsoon II. A. Kelly, 
head of the department of gynxcology, offered her a more 
regular appointment at the hospital and she was able to 
give up her outside work. After three years she was offici- 
_ally recognised by the university and became an assistant 

and later associate in the department of gynaecology. 
She obtained her F.A.C.S. in 1913. In 1916 she was 
granted leave of absence and volunteered for service 
with the R.A.M.C. She served in Malta and Salonika 
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where she was at one time in charge of the dysentery 
camp of the 63rd General Hospital. She was demobilised 
in 1919 and returned to the Johns Hopkins where her 
post had been kept open for her. But family affairs 
forced her to resign the following year and return to 
this country, where for five years she led what she 
deprecatingly called the life of a lady of leisure. Without 
a hospital appointment there did not then seem to be 
any opening for a gynecological surgeon, and though in 
an emergency she went to the University of Liverpool 
as a temporary lecturer in pathology she did not find in 
general pathology the proper outlet for her powers. 
The Marie Curie scheme gave her the opportunity she 
was seeking, and after a round of visits to pioneer centres 
of radium therapy she began her new work. She retired 
in 1938 and was awarded the C.B.E. in the same year. 
Her all too brief retirement was filled with travel and 
gardening. 


The portrait is from the cover of the Medical Women’s 
Journal (Cincinnati) for September, 1936. 


THOMAS JAMES MORTON 
M.B. CAMB.; SURGEON LIEUTENANT, R.N.V.R. 


Dr. Morton was killed last month in a dive-bombing 
attack on a cruiser in the Mediterranean. He was 29 
years of age and the only son. oe et 
of Dr. John Leyden Morton 
and grandson of Dr. Thomas 
Morton, who both. practised 
in West Hampstead. He was £n 
educated at St. Peter’s School, p 4 
Seaford, at Marlborough Col- 
lege, and at Clare College, 
Cambridge. He obtained an 
entrance scholarship to Char- 
ing Cross Hospital and took 
his conjoint qualification in 
1936. The same year he also 
graduated M.B. Camb. He 
was house-physician to Dr. 
Gordon Holmes and house- 
surgeon to Mr. Norman Lake. eee 
He was appointed medical Wenn 
officer to the Hull and Sculcoates Dispensary and he 
held this post until he was called up for service with we 

e 


married Miss Patricia Smith of Hessle, near Hull. 


THOMAS VINCENT DICKINSON 
M.D. LOND., M.R.C.P. 


Dr. Vincent Dickinson who died in London on Jan. 21 
in his 83rd year, was the son of Dr. Thomas Dickinson 
who practised in Chelsea. He was educated at King’s 
College and St. George’s Hospital from which he qualified 
in 1879, taking high honours later at the London M.B. 
and M.D. After spending some years in house appoint- 
ments he got on the staff of the Chelsea Hospital for 
Women and settled in the neighbourhood of Sloan 
Square, where he remained throughout his life. Of a- 
quiet retiring disposition he was a man of wide interests 
and deep sympathies, which soon became apparent to 


those who were privileged to know him. For many 


years he was associated with the Italian Hospital in 
London; his knowledge of Italian caused him to take an 
active part in the development of cultural relations with 
Italians resident in London and he was one of the leading 
spirits who made the Anglo-Italian Literary Society a 
common meeting ground for Italians and British lovers 
of Italy. For his services to Italians during the last war 
he received special mention and was made commander of 
the Order of the Crown of Italy. Medieval medicine 
had a fascination for him and he also took an interest in 
City life, past and present. He was master of the 
Apothecaries’ Company in 1925-26. One of the outstand- 
ing events of his term of office occurred when, 
accompanied by the wardens, he attended at St. James’s 
Palace to confer upon the Prince of Wales, afterwards 
King Edward VIII, the honorary diploma of the society 
—the highest honour which the Society of Apothecaries 
can confer. A detailed description of the society’s 
armorial bearings also came from his pen. In 1892 he 
married Beatrice, daughter of Captain S. H. Evens, Royal 
Fusiliers, who survives him with a son and daughter. 


900 THE LANCET] 


ALEXANDER LEWIS McMILLAN 
M.D. GLASG. 


Dr. A. Lewis McMillan who died at Bridge of Weir 
on Jan. 21 graduated at Glasgow University in 1887. 
He took his M.D. two years later and started to practise 
in Newton-on-Ayr, but he soon returned to Glasgow 
where he practised for nearly fifty years. He early 
became interested in ophthalmic surgery and in 1892 
was appointed assistant to Freeland Fergus at the 
Glasgow Eye Infirmary. This was the beginning of a 
long association with that institution which lasted until 
he, retired from the post of surgeon in 1918. In 1921 he 
became visiting oculist to the Glasgow fever hospitals 
and from 1927 till his retirement from medical practice 
in 1937 he was attached to the Glasgow public health 
department in connexion with pensions for the blind. 
He maintained a close interest in the affairs of the 
Lansdowne Church and did much benevolent work in a 
quiet and unostentatious way. His wife died some 
years ago but he is survived by two sons and three 


daughters. 
Medical News 


Royal College of Physicians of London 


At a comitia of the college held on Jan. 30, with Sir Robert 
Hutchison, the president, in the chair, the following repre- 
sentatives of the college were elected: Sir Charles Wilson, 
Dr. H. L. Tidy, Prof. J. A. Ryle and Prof. H. P. Himsworth 
on the British Medical Association Medical Planning Com- 
mission; Dr. A. Feiling on the council of the Queen’s Institute 
. of District Nursing; Dr. Stanley Barnes on the court of 
governors of the University of Birmingham; Dr. P. Hamill on 
the advisory committee of the Ministry of Health to compile a 
war emergency formulary. Dr. W. E. Lloyd was appointed 
an examiner in pathology and Dr. G. Roche Lynch was 
appointed an examiner in public health. 

The following candidates, having satisfied the censors’ 
board, were admitted to the membership :— 


J. B. Arthur, M.B. Edin.; J. D. Ball, M.B. Lond.: T. E. D. 
Beavan, M.B. Birm.; A. J. Bernfield, M.B. Lond. ; Stanford Cade, 
F.R.C.S.; W. E. Clarke, M.B. Lond. ; Constance E. Field, M.D. 
Lond.; M. O. J. Gibson, M.B. Camb.: A. G. Heppleston, M.B. 
Manc. ; H. M. James, M.B. Camb. ; R. B. Magill, M.B. Belf.; 
R. H. Mole, M.B. Oxf.; N. V. Nene, M.B. Bombay; Elizabeth H. 
Rosenberg, M.B. Lond. ; Gerard Sanderson, M.B. Lpool; S. P. 
Sinha, M.B. Patna; G. R. Steed, M.D. Lond. ; C. H. C. Upjohn, 
Me; comk: ; C. K. J. Vautier, M.B. N.Z.; Celia K. Westropp, 


- Licences to practise were granted to 177 candidates (155 


men and 22 women) who have passed the final examinations - 


of the conjoint board and complied with the by-laws of the 
college. The following are the names of the successful 
candidates :— 


J. P. Adlam, Bennie Alexander, A. J. C. Allen, G. J. Amiel, 
A. W. Anderson, C. M. Arango, Alfred Arnstein, M. W. Arthurton, 
Walter Aspinall, Islay C. Barne, Jack Barrow, D. H. Bennett, 
F. A. Binks, Andrew Bogdanovitch, Claude Brun, J. M. Burbury, 
C. R. K. Carroll, D. I. Chapman, H. R. Claff, Lionel Cohen, Brenda 
Collar, C. W. Coplans, J. A. B. Cotsell, W. R. Cyrlas- Williams, J. H. 
Dadds, E. B. Dawe, Joseph Denfield, G. D. Denlow, A. G. Doughty, 
C. E. Drew, Margaret D. D. Dudley-Brown, C. T. F. Ealand, W. K. 
Earle, H. H. G. Eastcott, Christine Ecroyd, E. M. Ensor, E. G. 
Essery, Joan Fitzherbert, B. J. Fowler, A. J. Fraser-Simson, 
S. M. Frazer, Franz Freund, P. D. Gange, O. F. Garai, Leo Garland- 
Collins, A. J. Gaskell, J. E. Gilbert, R. A. Gill, B. M. Girgis, Gerald 
Godfrey, A. H. F. Gow, C. N. Grainger, J. C. Gray, J. L. Greaves, 
Barbara J. Greenwood, C. H. Greer, A. G. Gregory, E. W. Guil- 
laume, J. W. P. Gummer, A. W. Hagger, F. A. H. Hall, Winefride M. 
Hamilton, G. P. Hartigan, P. L. M. Hartley, M. C. Head, E. H. 
Hemsted, G. G. Henn, Maurice Hershman, J. H. Hicks, A. C. Higgitt, 
G. de B. Hinde, J. C. Holman, Emily M. Horsfall, E. W. Hyde, 
N. N. Tovetz-Tereshchenko, J. D. James, Elizabeth E. Johnson, 
A. C. Y. Jones, H. W. Jones, H. P. Jones, H. O. Jones, R ; 
Jordan, H. L. Joyce, Henry Kanter, Marie D. Kelleher, R. E. 
Kelly, E. R. Keyworth, J. H. Kirkham. S. H. Kutar, R. U. F. 
Kynaston, Bernard Lewis, D. W. Liddell, Isabelle G. Little, R. R. H. 
Lovell, N. W. R. Lucas, Silvia C. Lucas, W. C. Lyon, G. E. McFall, 
W. E. Mahon, Jankinath Manhas, F. R. C. Manning, L. W. C. 
Massey, T. R. Maurice, Joyce B. M. Mayes, F. B. Meade, V. C. 
Medvei, Joan S. Millett, A. F. Mohun, R. A. R. Montgomery, J. V 
Morris, Madeleine B. Morris, J. H. M. Munro, Smarn Muntarbhorn, 
T. A. Narayanan, L. P. A. Newborne, D. J. O’Brien, William 
O’Brien, C. B. O’Carroll, E. E. Oddic, F. H. Packer, R. H. A. 
Parker, C. N. Partington, A. J. Patenall, G. H. Pearson, Rosa M. 
Piggot, Louis Portelli, F. T. G. Prunty, S. D. Purcell, Harold 
Reeback, H - Reed, P. A. Rees, R. L. Rees, R. E. Renaud, 
G. K. C. Rettie, R. E. Rewell, Florence C. R. Richardson, Kathleen 
P. Richardson, M. J. Riddell, B. F. Ridley, Ronald Robins-Browne, 
G. K. T. Roche, J. A. J. Sandilands, Witold Schey, Isabel B. School- 
ing, C. M. Shafto, R. G. Sheppard, J. C. Smith, R. J. Stanley, 
R. B. Stark, Tobias Sternberg, J. N. Stirling, H. A. W. Stormont, 
R. J. Stout, F. G. Strong, P. N. Swift, J. M. Swithinbank, M. R. 
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Thompson, D. N. Thornton, Robert Tilley, St. J. M. A. Tolhurst, 
Samuel Tomback, Eileen D. Trafford, Ruth D. Usher, P. C. van der 
Westhuizen, A. S. Veeder, J. H. E. Verdon, G. B. R. Walkey, F. J. H. 
Walters, W. R. Watson, S. D. V. Weller, B. W. Wells, Moyra 
Welply, Hermon Whittaker, R. D. Wilkins, R. J. G. Wiliams, 
A. R. H. Williamson, J. B. Wyman. 

Diplomas were granted jointly with the Royal College of 
Surgeons, to the following candidates :— 


D.P.H.—G. P. Charles, Gwendoline M. Edwards, 
Faulkner, Samuel Leff, I. B. Sen Gupta. 

D.M.R.—Benjamin Jolles, J. H. Wilding. = 

Diplomas in anæsthetics and in laryngology and otology 
were also granted to the candidates named in the report of the 
meeting of the Royal College of Surgeons in our issue of Dec. 
21, and in psychological medicine to those named in our issue 
of Jan. 18. 


University of London 
At recent examinations the following were successful :— 


DIPLOMA IN CLINICAL PATHOLOGY ; 
A. R. Aidin, J. W. Clegg, J. T. Quinlan, Gaya Prasad, J. H. 
N 


Joan M. 


Stritch, Freida Young. 


University of Oxford 

Lord Nuffield has given £25,000 to the university to 
encourage research in ophthalmology. The money is to be 
used to appoint a research assistant to the Margaret Ogilvie 
reader in ophthalmology. 


Radium Gift from America 

Two centres for the supply of radon are working in this 
country, but the supply still falls far short of the demand. 
When this was made known to the British War Relief Society 
in New York, through its British representative, £5000 was 
speedily cabled to London to remedy the deficiency. To 
give effect to the gift at the earliest possible moment the 
British Hospitals Association approached the Middlesex 
Hospital, which consented to start and administer another 
centre for the supply of radon, and work has already begun 
on it. 


Health of the Student ` 

At the annual convention of the Scottish National Union 
of Students in Aberdeen the recommendation of its medical 
office to set up a student health-insurance scheme was 
adopted. The medical office urged the establishment of 
routine medical inspection for students and the formation of 
a small medical panel in university towns. Younger teachers 
whose interest in students’ welfare was known would compose 
the panel of advisors, and students could choose their own 
doctor by registering with the local students’ representative 
council and paying a fee of 10s. or £1. Dr. J. H. F. Brother- 
ston, director of the medical office, said that already medical 
inspection at certain of the universities had found many 
unsuspected cases of tuberculosis and one or two of diabetes 
and nephritis. 7 


Since the publication of the last list of subscriptions to the 
Medical War Relief Fund, £1700 has been received, briaging 
the total to over £16,000. 

Colonel Walter Elliot, sometime Minister of Health, has 
been appointed director of public relations at the War Office in 
succession to Major-General J. H. Beith. 

A meeting of the Paddington Medical Society will be held 
at 3 p.m. on Tuesday, Feb. 11, at the new tuberculosis 
dispensary, 14,. Newton Road, W.2, when Dr. Alexander 
Baldie will open a discussion on the medical aspect of civilian 
morale and crime in war-time. 

In recent casualties lists the following deaths are announced: 
Major J. S. McMillan, I.M.S. ; Captain G. C. Retz, M.B. Dubl., 
I.M.S.; Lieutenant F. C. McLaren, M.B. Glas., R.A.M.C. . 
It is also announced that Probationary Temp. Surgeon 
Lieutenant C. L. Pretre, M.R.C.S., R.N.V.R., of H.M.S. 
Acheron is missing, presumed killed. 

The Minister of Labour and National Service reminds 
employers that the regulations prescribing standards of 
lighting in certain factories came into force on Feb. 1. The 
new regulations (see THE LANCET, 1940, 2, 573) are based on 
the fifth report of the Departmental Committee on Lighting 
in Factories. 

In view of the number of nursing matters which come 
under the control of the Ministry of Health in war-time, and 
to prepare for postwar developments, the Royal College is 
urging the Minister of Health to establish a division of 
nursing within the ministry, which would be administered 
and staffed by suitably trained and experienced nurses. 
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On Tuesday, Feb. 18, at 2.15 P.a. at the section of compara- 
tive medicine of the Royal Society of Medicine Prof. T. J. 
Bosworth, D.V.S.M., Mr. Frederick Blakemore, D.V.S.M., 
Dr. H. H. Green and Dr. M. Murray will open a discussion on 
fluorosis in man and animals. At the same meeting Dr. 
Eugene Nassau will read a paper on the culture of tubercle 
bacilli from laryngeal swabs. The section of orthopedics will 
meet on Saturday, Feb. 22, at 11.30 a.m., at Bothley’s Park 
War Hospital, Chertsey, Surrey, when Mr. W. Rowley 
Bristow will open a discussion on injuries to peripheral nerves. 
On Tuesday, Feb. 25, at 2.30 P.M., Dr. C. P. Symonds will 
deliver his postponed presidential address to the section of 
psychiatry. He will speak on the neurological approach to 
mental disorder. 


The Davyhulme Military Hospital Medical Society held 
its Inaugural meeting on Jan. 30 when Major R. W. Fair- 
brother read a paper on cerebrospinal meningitis. The object 
of the society is to encourage medical men and women in all 
the services (including civilian) to meet together to discuss 


problems of common interest and membership is open to any » 


medical man or woman in the area. The next meeting will 
be held at the hospital on Thursday, Feb. 13, at 3 p.m. when 
Lieut.-Colonel W. E. Underwood will read a paper on gunshot 
wounds in the field. Further information may be had from 
the hon. secretary, Major William Brockbank, Military 
Hospital, Davyhulme, Nr. Manchester. 


Births, Marriages and Deaths 


BIRTHS 


DOBBIN.—On Jan. 31, at Crondall, Hampshire, the wifo of Dr. 
Leonard Dobbin—a son. 
HALLAM.—On Jan. 29, at Reigate, the wife of Dr. H. N. Hallam— 


a son. 

LyYsaGHT.—On Jan. 30, at Bridgend, Glam, the wife of Mr. A. C. 
Lysaght, F.R.C.S.—a son. 

PATERSON.—On Jan. 24, at Kingston, Ontario, the wife of Captain 
John F. Patterson, R.C.A.M.C., of Little Baddow, Essex—a 


son. - 
MARRIAGES 


BISSET—ALEXANDER.—On Jan. 23, at Perth, George Maxwell 
Fraser Bisset, M.B., to Arlette Myrtil Alexander. 

BONE—MACLEOD.—On Feb. 1, at Ealing, Alan W. Bone, F.R.C.S., 
younger son of Dr. J. W. Bonc, to Sheila Margaret MacLeod. 

w—CowELL.—On Jan. 23, at Bramhall, William Edgar 

Kershaw, M.B. Manc., Surgeon Lieutenant R.N.V.R., to 
Maureen Alexa Clayton Cowell. 

MOYNAGH—MARTIN-HARVEY.—On Feb. 1, at Beckenham, Kent, 
Kenneth Desmond Moynagh, M.R.C.S., Captain R.A.M.C., to 
Drusilla Wendy Martin-Harvey. 


DEATHS 


ACKERY.—On Jan. 29, Edward Faulknor Ackery, M.R.C.S., late 
medical registrar, Royal Dental Hospital, London, aged 65. 

ARMSTRONG.—In January, by enemy action, Keridwen St. Valen- 
tine Armstrong, M.D. Lond., wife of Dr. J. V. Armstrong. 

CHAPMAN.—On Jan. 31, at King’s Somborne, Charles William 
Chapman, M.D. Durb., M.R.C.P., late of Wimpole St., aged 97. 

Dun.—On Jan, 31, at Shrewsbury, Robert Craig Dua, M.B. Edin., 
F.R.C.S., late of Liverpool. : 

Ev4ans.—On Feb. 2, at Herne Bay, Robert Cecil Turle Evans, M.B. 
Lond., aged 69. 

FORREST.—On Jan. 28, at West Manse, Auchterarder, Robert 
Sibbald Forrest, M.B. Edin., aged 76. 


SORDON A Feb. 2, at Bedford, Edward Gordon, M.C., - 


M.B. erd. 

HURDON.—On Jan. 29, at Rockleigh, Exeter, Elizabeth Hurdon, 
O.B.E., M.D. Toronto, F.A.C.S. 

McFADYEAN.—On Feb. 1, at Hindhead, Sir John McFadyean, 

: M.B. Edin., M.R.C.V.S., aged 87. 

MEAD.—On Jan. 28, M. Theophilus William Mead, M.R.C.S., of 
Portsmouth. 

PRATT.—On Feb. 4, Edward Fredcrick Pratt, M.B. Durh., of Lans- 
downe House, Berkeley Square, W., aged 74. 

BEE TO gaa 29, at Swanage, William Arthur Rees, M.D. Lond., 


ROBINSON.—On Jan. 29, at Worthing, Florence Ada Robinson, 


e iG, kd e + 
SPROTT.—On Jan. 29, Andrew Sprott, M.B. Glasg., of Appleby, 
aged 74 years. 
VARRIER-JONE8.—On Jan. 30, at Papworth Hall, Cambridge, Sir 
Pendrill Varrier-Jones, M.A. Camb., F.R.C.P. 


Appointments 


Cross, A., G., M.B. Camb., F.R.C.S.: hon. consulting ophthalmic 

. surgeon to the Wimbledon Hospital.” 

DAVIDSON, A. H., M.D. Dubl., F.R.C.P.I.: visiting gynæcologist to 
the Royal City of Dublin Hospital. 

GARLAND, ANDERSON, M.D. Lond., M.R.C.P., D.P.H.: asst. M.O.H. 
for Lincoln. 

GRAY, T. G., M.B. St. And. : R.S.O. at Blackburn Royal Infirmary. 

HAMILTON, ALISON M., M.B. Edin., D.P.H.: asst. pathologist at 
the Royal Infirmary, Sunderland. 
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Notes, Comments and Abstracts 


MIGRATION OF INSURED PATIENTS 


IMMEDIATELY before the outbreak of war the Ministry 
of Health issued a circular to all insurance committees, 
pointing out that some latitude would have to be allowed 
as regards the. maximum number of insured persons 
permissible on practitioners’ lists. The minister ap- 
proved an addition of 500 to the prescribed maxima. 
In the 16 months which have passed since then the 
demands of the military authorities for practitioners 
have become more and more clamant. The London 
Insurance Committee has been particularly affected 
and have appealed to the Central Medical War Com- 
mittee to avoid calling up practitioners from districts 
which have been particularly affected by aerial attack. 
The C.M.W.C. realise that London’s new health problems 


make a special demand on practitioners and say that in © 


balancing the conflicting demands of the civilian service 
and of the military authorities the insurance committee’s 
point of view will be borne in mind. But it has been 
suggested that, in view of the number of persons being 
evacuated from London, it should not be difficult to 
release insurance practitioners for military service, and 
that since they have lost many private patients they 
could: doubtless assume responsibility for additional 
numbers of insured patients.. Some evacuees, however, 


return to their home districts within a short time. The 
` panel lists of doctors in the evacuation areas are therefore 


misleading, because some of their patients who have been 
officially transferred to provincial doctors have returned 
to town ; while others, living in reception areas, have not 


troubled to remove their names from their town doctor’s 


list. Thus the names on the lists of doctors in evacuation 
areas are in excess of the number of patients likely to 


- callthemin. There is little danger, therefore, that these 


doctors will be overworked if they are permitted to take 
on patients in excess of the normal maximum. 

Another difficulty arises out of the release of assistants, 
particularly where the practice is capable of being 
administered under the protection of practices scheme. 
If a principal has been allowed to accept, say, 1000 extra 
patients by virtue of his employing a permanent assistant, 
he cannot obtain relief under the scheme if the assistant 
is called up. .If the principal himself is called up the 
practice can come under the scheme and the assistant 
can become an acting practitioner and accept such of 
the principal’s patients as apply to him for treatment. 
It is becoming increasingly difficult to obtain assistants, 
particularly in areas susceptible to aerial attack, and the 
London committee feel that they will shortly have to 
ask for a further relaxation of the limit placed upon the 
number of insured patients for whom a practitioner may 
assume responsibility. They think, too, that where an 
assistant is called up and the principal is unable to obtain 
the services of another assistant arrangements might be 
made for other local practitioners to agree to give help 
so that the principal can retain his full list of patients. 
This arrangement would have to be administered with 
caution so that it did not offer an excuse for principals 
to dispense with the services of their assistants while 
expecting to retain a list in excess of the permitted 
maximum. Meanwhile the London committee. have 
applied in three or four cases for special maxima to be 
allowed to practitioners in the affected areas. 


PAGET TELLS HOW HE DISCOVERED 
TRICHINELLA 


In Stephen Paget’s memoir of his father is an account 
in Sir James Paget’s own words of his discovery in 1835 
of the Trichina spiralis during his first year in the 
dissecting room at Bart’s. My share, he writes, was the 
detection of the ‘‘ worm ” in its capsule; and I may 
justly ascribe it to the habit of looking-out, and observ- 
ing, and wishing to find new things, which I had acquired 
in my previous studies of botany. All the men in the 
dissecting-rooms, teachers included, ‘‘ saw ’’ the little 
specks in the muscles; but I believe that I- alone 
‘“ looked-at ” them and ‘‘ observed’”’ them: no-one 
trained in natural history could have failed to do so. 
The discovery, he goes on, had a memorable consequence, 
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in procuring me an introduction to Robert Brown. I 
wanted to examine the entozoon with a microscope, and 
there, was none in the hospital. I thought I might get 
help from Mr. Children, who was then chief of the 
Natural History Department of the British Museum, 
and to whom Mr. Dawson Turner had given me a letter 
of introduction. He, however, had no microscope ; 
but suggested that “ Robert Brown might help me.” 
So we went at once to the little room in the Museum in 
which the great botanist was at work among books and 
specimens ; and I remember Mr. Children’s first question, 
“ Brown, ‘do you know anything about parasitic 
worms ? ”?” and the answer, ‘‘ No: thank God.” But 
he let me look at my specimens with his little single 
microscope—the same, I think, that he had done his 
own grand work with; and I made the sketches of them 
with which to illustrate the paper read at the Abernethian 
Society. This, Paget concludes, was certainly the first 
account given of the new entozoon: but Owen, to whom 
specimens were taken when I had seen that there was 
a ‘‘ worm,” read a paper on it at the Zoological Society, 
and gave it its name. It mattered little: the repute of 
the discovery would have been of no great use to me: 
and I should have gained less happiness „by disputing it 
and obtaining it than I have enjoyed in the personal 
friendship with Owen ever since. 


-A STANDARD WHOLEMEAL LOAF 


THE reinforced flour, with added vitamin B, and 
` calcium, is not likely to be on sale for several months, 
and in the meantime the Ministry of Food are introducing 


a standard ‘‘ wholemeal ” flour of 85% extraction. It. 


Ge hoped that this flour will be available almest imme- 
diately. The price of the new loaf will be kept the same 
as that of the present white loaf (8d. a quartern) by a 
Government subsidy, and though its adoption will not 
be compulsory it will no doubt largely take the place of 
the. white loaf. An extraction of 85% of the wheat 
berry is about the maximum practicable—only certain 
gritty parts of the bran will have been removed—and 
the rise from the present 73% extraction of white flour 
will have repercussions on the alimentary system of at 
` least a few consumers. In the vast constipated majority 
the change should be for the better, and the relaxed 
few will still be.able to get their white bread. 


MEDICAL PRACTICE IN RUSSIA 


PROBABLY only those unaware of present trends of 
thought would have been surprised to find the rooms 
of the Medical Society of London filled to overflowing 
during a severe daylight air-raid by people eager to hear 
of the modern developments of medicine in the U.S.S.R. 
The meeting was organised by the Society for Cultural 
Relations with the U.S.S.R. and was presided over by 
Mr. Somerville Hastings. The discussion was opened 
by Prof. Wood Jones who had had recent experience 
of refuge centres. His suggestion that reform of medical 
practice must be an inevitable sequel to those changes 
in the structure of society that are destined to come 
about gained rather than lost in cogency by the recent 
havoc that every member of the audience must have 
witnessed on his way to the meeting. Dr. Lipetz, who 
had first-hand experience of medical practice in the 
U.S.S.R., said that the general practitioner there is in 
no way better equipped to deal with sick humanity than 
his counterpart in England, but that the conditions 
under which he works—the absence of hurry, the con- 
stant presence of colleagues in the clinics, and the general 
atmosphere prevailing in them—make him more efficient 
in preserving national health. Dr. Joan McMichael 
dealt with public health and the prophylactic approach 
in the U.S.S.R.; to many, her facts and statistics were 
new and surprising. Antenatal care, infant welfare, 
` the rehabilitation of the sick, the whole machinery for 
ensuring the prevention of disease, made a utopian but 
documented story. She reverted to a remark of Prof. 
Wood Jones that man was a captive animal for whom 


captivity had added to, rather than subtracted from, a 


constant load of fears and arxicties ; .and she pictured a 
state of life, well on its way to attainment in Russia, 
in which the constant anxiety of sickness and all that it 
means to the wage earner is largely eliminated. Many 
must have carried from the meeting a wish that medicine 
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here could be practised among a people safeguarded from 
cradle to grave by organised preventive medicine. 


Droitwich medical committee have asked us to state that 
reports that it is not possible to get treatment at the spa are 
incorrect. But accommodation is limited and should be 
engaged well in advance. The St. Andrew’s brine baths are 
open and so are the rheumatism hospitals and hostel, In- 
formation can be had from thé local spa association. 


The Index and title-page to.Vol. II, 1940, which was 
completed with the issue of Dec. 28, will be ready shortly. 
A copy will be sent gratis to subscribers on receipt of 
a post card addressed to the Manager of THE LANCET, 
7, Adam Street, Adelphi, W.C.2. Subscribers who 
have not ; y indicated their desire to receive 
indexes regularly as published should do so now. 
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ACROSS 

1. The greater part of a collar- 

bone (7). 

. 5. Not the sort of pipe that 
gives you cancer of the 

tongue (7). 

9. Not puce in tussis (15). 

10. Blood and bones for him, 
prey English (4). 

11. Mal-united fractures may. 
have to be this (5). 

12. You get it in Hyde Park or 
in the neck (4). 

15. Schick, of course} (Two 
words, 3, 4). 

16. Not one of Molotoft’s bread- 
baskets (7). 

17. Not to be thrown at green- 
houses (7). 

19. The orthopedist lets off and 
does his stuft (7). 

21. Impulse to action (4). 

22. The end of a stroke (5). 

23. Fish paddles backwards (4). 

26. Poison for the host (Two 
words, 9, 6). 

27. Pupils in a panic (7). 

28. Sir Lucius had reactions like 
this (7). 


Down 
. Td follow the company led 
by the shouting French (7): 
. The proper study of man- 
kind ? (15 


me & D ne 


it) mixed these pies (4). 

. * This brilliant and versa- 
tile genius, Antoine 
Lavoisier” (7). 


). 
. He bimscelf (as tho Latin has . 


5. Fusses up like so many 

spaniels sae 

6. Gee! it gives you an ache 
in 16 (4) 

7 

8 


- Observed beside the bed 
(Two words, 8, 7). 
- Deep to (7). 
13. Ocean liquor ? Or you can 
have it dried (5). ` 
14. Tract or tractor (5). 
18. Blowing up for trouble (Two 
words, 3, 
19. Noted for is flask (7). 
20. Weir-Mitchell treatment is 
this reversed (7). 
24. Gyneccological contrivance 
not necessarily for the 
wilderness (4). 


25. Some call it Escherichia 


now, but for most of us it’s 
- just the same old B — (4). 
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ORIGINAL 


AN OUTBREAK OF TRICHINIASIS 
IN WOLVERHAMPTON AND DISTRICT 


By J. H. SHELDON, M.D. Lond., F.R:C.P. 


PHYSICIAN TO THE ROYAL HOSPITAL, WOLVERHAMPTON, AND THE 
GUEST HOSPITAL, DUDLEY ; CONSULTING PHYSICIAN TO 
NEW CROSS HOSPITAL, WOLVERHAMPTON 


' AT the beginning of this year five cases of a peculiar 
illness were seen at New Cross Hospital, Wolverhampton, 
in consultation with Dr. J. S. Lee, the medical super- 
intendent, and a tentative diagnosis of acute trichiniasis 
was suggested.* This was based largely on the eosino- 
philia and muscle tenderness of certain of the patients, 
though other symptoms were hardly in accord with the 
textbook descriptions. At the same time three patients 
with obscure symptoms were admitted to the medical 
wards of the Royal Hospital, Wolverhampton, in whom 


‘ the pathological department had demonstrated an 


eosinophilia. Inquiry among the practitioners of ‘the 
district showed at once that since roughly the middle of 
December, 1940, a large number of patients had been 
seen with swollen eyes whose urine showed no evidence of 
nephritis. Through the coöperation of the practitioners, 
many of these have since been visited in their homes. 
Certain features of the disease, both clinical and epidemio- 
logical, which thereby came to light, appeared at first to 
make trichiniasis an unlikely diagnosis, and it seemed 
possible for a time that we were dealing with a new 
disease. At the suggestion of Dr. S. C. Dyke, Prof. 
W. W. C. Topley was approached, and after some of the 
cases had been seen by Prof. G. S. Wilson from the 


_ Emergency Public Health Laboratory, Oxford, Dr. Paul 


B. Beeson of Harvard was called in through the Ministry 


- of Health. A discussion of the clinical problems with an 


American worker having first-hand experience of the 


' disease was particularly helpful. On the day of his 


, arrival, however, the diagnosis was established by Dr. ` 


J. S. Lee, when Trichinella spiralis was demonstrated in 


, a biopsy of muscle from one of the cases at New Cross 


' was no capsule formation. 


Hospital. It had only just entered the muscle, for there 
) Next day Dr. 8. C. Dyke 
found the trichinella in muscles removed from two of my 


_ patients at the Royal Hospital by Mr. R. Milnes Walker. 


Since then Dr. Lee has carried out a further successful 
biopsy at New Cross Hospital. The identity of the 


_ parasite has been confirmed by Prof. R. T. Leiper, who 


. feces of a patient now in the Royal Hospital. 


has, in addition, succeeded in obtaining embryos from the 
The 
diagnosis is thereby established. 


CLINICAL COURSE 


It is hoped to present a full description of the epidemic 
later, but in the meantime it seems essential to publish 
this short account, based on a survey of 76 cases. 
Trichiniasis has hitherto not been one of the ordinary 
gambits of clinical diagnosis in Great Britain. Further, 
the size of the outbreak here suggests that other places 
may well be affected, in which case there may be similar 
difficulties in diagnosis, for the clinical picture was by no 
means typical of the standard textbook description. 
The books describe three clinical stages corresponding to 
the life-history of the parasite—the invasion stage, 
characterised by gastro-intestinal symptoms such as 
vomiting and diarrhoea; the migration stage, character- 
ised by fever, allergic phenomena (particularly swelling 
of the eyes), eosinophilia, and symptoms due to involve- 
ment of muscles, in which the diaphragm and larynx may 
be predominantly affected. The stage of encystment 
apparently produces no symptoms except cachexia in the 
severe cases. Osler states that ‘‘ there may be ” signs of 
central nervous involvement. 


* A full account of these cases is given by Dr. Lee in the current 
issue of the British Medical Journal. 
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ARTICLES 


Early symptoms.—tIn this epidemic the first stage of 
gastro-intestinal symptoms was entirely absent, with 
very few exceptions.¢ In only 8 of the 76 cases (10%) 
was there_early .vomiting and in only 4 cases (5%) 
diarrhoea. The great majority of the patients com- 
plained of constipation from the start, and in some 
this was severe. Some had abdominal pain at the onset.. 
Vomiting occurred in about a third of the cases in the 
middle of the illness, but this may have been due in part 
to the use of M. & B. 693. Some of the patients appear 
to have had coryza a week or more before the onset, but 
at this time of year colds are inevitably frequent. Ina 
typical case the patient was in perfect health when he 
suddenly found his eyelids swelling, and as a rule he 
suffered at the same time from headache, sometimes 
severe. In many instances the swelling occurred while 
at work, but more often the patient went to bed and in 
the morning woke up very surprised to find that his 
eyelids were completely closed by swelling. The swelling 
was almost invariably bilateral, though occasional 
exceptions showed one-sided swelling ; it was sometimes 
tremendous, with the conjunctiva protruding through 
the closed eyelids as a bulbous watery mass. In many 
cases there was hemorrhage under the conjunctiva. 
The swelling varied in duration from 3 to about 10 days ; 
usually it subsided considerably in 3 or 4 days and there 
was slight swelling for another 3 or 4 days. There was 
often associated oedema of the face, mainly in the cheeks 
and rarely in the lips, and in about a third of the cases 
patches of cedema appeared on the: limbs or body. 
Rashes were very rare, but I twice saw an urticaria and 
once an eczema. The headache is usually frontal, often 
very severe, and may persist for a fortnight or more; in 
one case in the Royal Hospital it was relieved by a 
hypertonic enema. ‘ 

Muscle involvement.—After about 3 days of swollen 
eyes and headache, during which most patients remained 
at work, pains appeared in the muscles, though these 
were sometimes absent. The presence of the parasite in 
a muscle does not necessarily cause pain, for in one of the 
biopsies trichinella was recovered in quantity from the 
vastus externus, yet the patient had never had any leg 
symptoms. The muscular pains ranged from a slight 
ache to a peculiar aching stiffness of such severity that 
the patients shuddered at the recollection, and three 
women told me that they would prefer to have labour 
pains. Stiffness may be a prominent feature, and in 
severe cases the patients have volunteered that they 
might just as well have been plaster statues. This 
appears to be most noticeable on initial muscular move- 
ment after rest, as in getting out of a chair or rising from 
bed. Several patients also volunteered the same story 
of a subjective feeling like “‘ that of a leg which has gone 
to sleep before the pins and needles come.” Weakness 
was a prominent symptom of many patients, and some 
were unable to lift the bedclothes for this reason. These 
muscular symptoms last from a day to 4 or 5 weeks. 
Stiffness of the neck was found in almost every case, and 
led in some instances to a diagnosis of meningitis, but 
this symptom is part of the general muscular affection. 
The stiffness is most obvious on attempts at lateral 
rotation of the head, rather than on back and fore move- 
ment. In addition to the neck, any or all parts of the 
four limbs has been the commonest localisation of the 


muscular symptoms, with pains in the back a frequent 


feature. There has been almost no affection of the 
diaphragm or laryngeal muscles, which is stressed in 
some accounts. F 

Eosinophilia was found in nearly every case, reaching 
a maximum of 51% but usually ranging from 25 to 45%. 
It was somewhat variable in its time incidence, and in the 
slighter instances might not appear till after the subsi- 
dence of symptoms. It was always present in the more 
severe cases, and in general its extent and persistence 
seemed to vary with the severity of the case. 
' Cough was present in about half the patients. It was 
usually an initial symptom appearing with the swollen 
eyes and headache. The cough was mostly dry for some 


t More of the cases that are now appearing seem to have a short 
preliminary diarrhoea than did the early instances, and it is pos- 
sible that the epidemic is changing its character in this respect. 
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days and then moderate sputum might appear. One 
patient had hemoptysis as an initial symptom, and one a 
bronchopneumonia which went on to a clear pleural 
effusion. | ' 

The urine was reported as normal in almost all cases, 
and it was often examined since the cedema of the eyelids 
invariably raised suspicion of nephritis. Nevertheless, 
I have some doubt of the accuracy of these observations, 
for in several hospital cases albumin and blood were 
found in the urine for a short period—perhaps 2448 
hours—and thereafter the urine was normal. So many 
of the patients have stated that their urine was red for a 


day or so at the onset that an early and very temporary 


hematuria may in fact be frequent. 

Except in subclinical cases the temperature was always 
raised and might be as high as 104° F. In an average 
case it rose to 101°-102° F. for a few days and then fell 
by a rapid lysis. In a few cases a temperature of about 
102° F. persisted for as long as 3 weeks, and in these the 
whole clinical picture closely mimics typhoid fever. 
One such patient even had rose spots, but diagnostic 
features were the absence of splenic enlargement and the 
presence of cyanosis and extensor responses. 

Central nervous involvement.—On these symptoms a 
clinical diagnosis of trichiniasis might reasonably be 
made, but a feature which caused difficulty has been the 
frequency of central nervous involvement. In the acute 
stage of some severe cases either of two clinical pictures 
might be suggested. The appearance was sometimes 
that of a coccal meningitis—the patient lying curled up 
in bed, with retracted head, photophobia and a piercing 
meningeal cry, semi-conscious and irritable, incontinent 
of urine and fæces, with a positive Kernig and extensor 
responses. The cerebrospinal fluid has, however, in- 
variably been normal, and usually under normal or 
reduced pressure. The other picture was that of 
encephalitis, and one patient seen in consultation had the 

typical decubitus of encephalitis lethargica as I remember 
it from 1918, but without the ocular palsies ; she subse- 
quently developed cerebellar symptoms. The sleepiness 
of such a case is merely an advanced stage of a mental 
feature common to nearly all—a heavy sluggish lethargy 


in which for a time the patients are indifferent to their 


surroundings, and in particular resent any mental effort, 
such as answering questions. Another frequent mental 
state is depression of greater or less degree ; in the most 


advanced example of this I was asked to see a patient 


who was said by the doctor to have ‘“‘ melancholia with a 
temperature,” and after a complete clinical examination 
nothing could be added to his statement; it was only 
later that the true diagnosis was made. Temporary 
delusions have occurred in about 5% of cases, and the 
description by a mother that her daughter was ‘‘ mithered 
and moaning ’’ was accurate. No less than 13 cases 
(17%) have had clear evidence of focal damage to the 
brain. Among these, 5 had monoplegias and 4 had 
symptoms of unilateral damage to the cerebellum. To 
. make matters more difficult, a few patients were found 
to have begun with this type of symptom. Thus, who 
would imagine that a boy who has a sudden attack of 
vomiting at school, and on being sent home has to clutch 
at surrounding objects to protect himself from a reeling 
giddiness, is suffering from the initial symptoms of 
trichiniasis ? Who would anticipate that a woman who 
for 2 days had such weakness and giddiness that she 
could not even stand to dress herself would on the third 
day develop swollen eyes and thereafter the typical 
muscular pains? Or that a factory girl who for 3 days 
' was so overcome with the desire to sleep that she was 
continually forced to go out into the open air would then 
develop swollen eyes and the remainder of the disease ? 
These modes of onset are of course infrequent. 
Hemorrhage under the nails—A further symptom 
which caused much interest and speculation was a pecu- 
liar type of hemorrhage along the distal end of the nail 
bed of the fingers, following the curve of the nail. It 
was first noticed in 2 cases seen in private consultation, 
and a subsequent search in other cases showed that it 
was present in about 10%, and on the whole tended to be 
limited to the more severe types. . Its presence was 
usually associated with much soreness in the tips of the 
fingers, At first red, it passed through plum colour to 
black and by that stage had become broken up into 
parallel lines running up under the nail for 4 or 5 mm. 
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and looking as if a number of black splinters had got 
under the nail. In the initial stage its width was about 
2 mm. and both edges were sharp. It was unlike 
anything met with beforef,.and I have come to place 
considerable reliance on its diagnostic importance when 
present. It has never been observed in the feet, and for 
a time this gave rise to the speculation that some 
infecting parasite might.be gaining entry. into the body 
through the fingers. It occurred once as a prodromal 
symptom, and in the remainder at the height of the 
disease. It should certainly be looked for if cases occur 
elsewhere. 

Subclinical cases.—In addition to the types of case 
outlined, examination of patients in their homes has 
revealed evidence of a considerable number of sub- 
clinical cases. The only symptom in such appears to 
have been a temporary swelling of the eyelids—of per- 
haps 2 or 3 days’ duration but usually less—without 
constitutional symptoms of sufficient severity to cause 
the individual either to seek medical advice or to cease 
work. The percentages given earlier must therefore be 
taken as applying only to the type of case sufficiently 
serious to have sought medical aid, and not to the 
epidemic as a whole. . 

What to look for—The only symptom common to 
every case seen is swelling of the eyelids ; there has been 
considerable variation in both the presence and the 
relative time-incidence of the other features. To 
practitioners on the watch for trichiniasis it seems to be 
a sound rule, therefore, that unless nephritis is proved to 
be the cause, any patient with a history of swollen eyelids 
should be regarded as a possible case of trichiniasis, and 
further investigation, including an examination for 
eosinophilia, carried out. 


EPIDEMIOLOGY 


The extent of. the epidemic is unknown. It has 
affected the whole of Wolverhampton, though not with 
an even distribution. There is evidence that cases are 
occurring to the south and to the east of the town. The 
number of people affected is also unknown, but two 
independent lines of evidence—neither of which is strong 
—agree to suggest that probably not less than 500 cases 
have sought medical attention; this is probably an 
underestimate and takes no account of subclinical cases. 
The epidemic seems to have begun with a few cases 
during the second week of December, 1940. There was 
a great rise in incidence about Dec. 18, and cases seem to 
have occurred at this level until the end of the first week 
in January. Since then the incidence seems to have 
decreased, but numerous fresh cases are still arising. An 
unusual but very fortunate feature for an epidemic of 
this size is that so far as can be ascertained there has been 
no death. This is of greater interest in that Osler states 
that “ early diarrhoea and moderately intense gastro- 
intestinal symptoms are, as a rule, more favourable than 
constipation.” In the present epidemic preliminary 
gastro-intestinal symptoms have been mainly absent, 
and constipation frequent. 

There has been a definite social incidence. Broadly 
speaking, the disease has been limited to industrial 
workers, and the great bulk of cases has been visited in 
the new housing estates and similar types of home in the 
older parts of the town. At an early stage of the inquiry 
it became evident that there was a definite sex-incidence. 
A high proportion of the patients were adult women. 
Though more male cases have since been met with, this 
statement remains true, for of the 76 cases already seen, 
14 are male and 62 female. There is therefore a rather 
more than four to one feminine preponderance. Only 
2 are children, and this small incidence is probably due 
to their small consumption of pork ; this is supported by 
the impression that many of the subclinical cases have 
been in children. The female incidence threw an undue 
strain on the imagination until the reason was discovered, 
and for a time it seemed possible that the disease might 
be due to some new factor in feminine life imposed by 
war conditions. a 

The explanation both of the sex and the social. 
incidence was discovered by a lucky accident. With the 


t Dr. Paul B. Beeson has informed me that this nail sign was first 
described by Dr. J. B. McNaught in 1939 sae J. trop. Med. 
1939, 19, 181) in an article on the diagnosis of trichiniasis. I 
have not seen the original, but it apparently confirms the 
emphasis laid on the diagnostic value of the sign. . 
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possibility of trichiniasis in mind, inquiries of patients 
were still being directed to their pork consumption. 
At one house the daughter, after denying pork pie, was 
asked about sausage, when before she could get a word 
out, her mother burst forth in righteous indignation with 
“ Now then, I’ve told you never to eat ’em raw’! As 
that—though quite unexpected—seemed a promising 
line of inquiry, it was followed up, and, to my great 
astonishment, of the next 59 patients no less than 37 
confessed to the habitual practice of eating raw uncooked 
pork sausage. This helps to explain both the huge size 
of the epidemic and its social incidence, and is incidentally 
a magnificent testimonial to the efficiency of the meat 
inspection in the past. In itself it offers no explanation 
of the sex-incidence. As it seemed important to discover 
the incidence of ‘‘ raw sausagers ”’ in the general popu- 
lation, three practitioners with patients among the social 
class concerned kindly undertook to ascertain the fre- 
quency of the habit from a consecutive series of patients 
attending their surgeries who were unaffected by the 
present disease. In one inquiry 50 patients were asked 
whether raw sausage was eaten in their household ; 27 
answered yes and 23 no. In the other two inquiries, the 
people were asked whether they actually ate raw sausage 
themselves, and of 74 only 23 answered yes and 51 no. 
These inquiries suggest that raw sausage is eaten in at 
least half the working-class households of the district, 
but not by everyone in the household. It is in the last 
factor that the peculiar female incidence of the disease 
finds its explanation, for of the 23 unaffected people with 
the habit of eating raw sausage only 3 were men while 
20 were women. Thus the size, social and sex-incidence 
of the epidemic receive an approximate explanation. 

The reasons for the greater incidence of ‘‘ raw 
sausagers ’’ in women are interesting. , 

It was clear from the answers of the patients that, while 
some definitely considered sausage more tasty raw than 
cooked, many of the factory girls were attached to raw 
pork sausage spread on bread as a tasty and portable 
lunch to take to work, or liked it when they came home 
as easy to poan The men on the other hand felt they 
had earned a cooked meal. Many of the patients were 
married women, and their usual reason was different. 
During the morning they had got their husband his 
breakfast, packed the children off to school, washed up 
the breakfast things, tidied the house, made the beds, 
and done the shopping with no chance of rest or refresh- 
ment. By the time it came to prepare the midday meal 
the smell of the frying pan was altogether too much, and 
they eased their hunger by nibbling half or more of a raw 
sausage while the rest were frying. It would be interest- 
ing to know whether eating raw pork sausage is a general 
habit of the English industrial workers or only a 
Staffordshire peculiarity. If trichiniasis does appear 
elsewhere it is clearly of the first importance to direct 
early attention to this question. Here the medical 
officer of health at once issued a public warning in the 
local press. 

SUMMARY 

An epidemic of trichiniasis has appeared in Wolver- 
hampton and district during the last five weeks, which 
appears to have affected at least 500 people. It is still 
active. There have been no deaths. 

There have been almost no preliminary gastro- 
intestinal symptoms. In addition to muscular pain, 
stiffness and weakness, a fairly large proportion of cases 
have had focal signs of central-nervous trouble as well as 
‘temporary mental changes. All the cases have had 
swelling of the eyelids, which is the single symptom 
common to all, and if other outbreaks are similar, 
doctors should pay great attention to this feature. 

- An additional sign which when present has been of 
diagnostic value is a line of hemorrhage along the distal 
margin of the nail-bed of the fingers. Epidemiologically, 
the disease has been confined to the industrial working- 
class with a heavy incidence in the female, both of which 
features appear to be due to the relative incidence of th 

habit of eating uncooked pork sausage. . 


I must express my thanks to Dr. J. S. Lee for the oppor- 
tunity of seeing the initial cases, and for his coöperation 
since; to Dr. 8. C. Dyke and the staff of the pathological 
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A NEW CONCEPT OF THE TOXAMIA 
OF DIPHTHERIA 
By R. A. Q. O'Meara, M.D., Sc.D. Dubl, F.R.C.P.I., 
D.P.H. 
(From the School of Pathology, Trinity College, Dublin) 


Ir has long been recognised that diphtheria has 
exhibited a much greater severity in certain areas than 
in others, but, following an early controversy, it was 
usually accepted until quite recently that diphtheria 
antitoxin was an effective remedy for use in treatment 
of the disease. That antitoxin has saved many lives 
no unbiased observer will question, but it has proved 
much less effective in combating the toxemia of 
diphtheria than was to be expected from the promising 
results obtained in the early days of its use. Where, 
after a lapse of years, severe diphtheria revisited areas 
in which the fatality-rate was formerly high but had 
fallen since the introduction of antitoxin serum was 
found to be relatively ineffective to cope with the 
altered conditions. Thus Deicher and Agulnik (1927) 
recorded a steady rise in the fatality-rate from diphtheria 
in the Virchow Krankenhaus from 5% in 1924 to 26-7% 
in the first five months of 1927. Similar experiences 
were later recorded from other parts of Europe and a 
noteworthy feature was the occurrence of toxemic 
diphtheria of the severest type. in older children and 


even adults. ` 


To appreciate to the full how antitoxin failed in the 
changed circumstances, it must be recalled that in the 
interval between its introduction and the time when 
certain heretics began to feel that something was amiss 
all sorts of technical improvements in its production 
had taken place. It contained a larger number of 
standard units in a given volume than ever before an 
the dosage readily available for treatment was, in 
consequence, on a more liberal scale than had previously 
been possibles 

The darkness was illuminated when Anderson, 
Happold, McLeod and Thomson (1931) of Leeds published 
their work showing that diphtheria bacilli could be 
divided on morphological appearances and cultural 
characteristics into three types called gravis, mitis and 
intermedius. They were able to correlate the occurrence 
of severe types of diphtheria in certain areas with the 
prevalence in those areas of the gravis type of organism. 
The literature which has since appeared on the subject — 
makes it clear that the gravis and intermedius types 
cause diphtheria in which toxemia is a predominant 
feature and the fatality-rate and incidence of toxic 
complications is correspondingly high, whereas, with few 
exceptions, mitis strains cause a diphtheria in which 
the incidence of toxsmia is low and fatalities, when 
they do occur, are not usually due to toxsmia but to 
the mechanical effects of the spread of membrane to 
the larynx and lower air-passages. In Dublin the gravis 
type of organism is very prevalent and can be isolated 
from about 85% of all cases admitted to Cork Street 
Fever Hospital. Admissions include a large number of 
hypertoxic cases of diphtheria every year, among whom 
the fatality-rate is very high despite maximal doses of 
the antitoxin now issued by the commercial houses for 
general use being administered without delay. 

This discrepancy between the alleged effectiveness of 
diphtheria antitoxin—one may say its proved effective- 
ness in laboratory tests—and its comparative or total 
failure in the treatment of severe toxic diphtheria has 
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help with the pathological studies ; and to Drs. W. Bentley, 
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not hitherto been capable of explanation. All investiga- 
tors have agreed that gravis, intermedius and mitis 
strains of bacilli produce the same toxin neutralisable 
by the antitoxin in common use, which is prepared by 
immunising horses with toxin obtained from cultures of 
the Park-Williams No. 8 strain. Yet there is reason to 
believe that when antitoxin was first introduced it was 
a most valuable specific, even in quite small doses, for 
the treatment of very severe toxic cases. Using doses 
of probably not more than 8500 units in any case, Roux, 
Martin and Chaillou (1894), who were dealing with severe 


‘diphtheria showing well-marked toxic manifestations, 


recorded very satisfactory clinical results and a striking 
reduction in mortality. 

These results, which I have discussed in some detail 
elsewhere (1939), were not unique, for Ehrlich, Kossel and 
Wassermann (1894) had already had virtually the same 
experience with exceedingly small doses of antitoxin in 
Berlin, where diphtheria was also very severe at the 
time, but they present a striking contrast to those now 


. obtainable even with enormous doses of modern anti- 


toxin. Taking into consideration also the testimony of 
the older clinicians now living who had personal experi- 
ence of the positive effects of diphtheria antitoxin when 
first introduced on the toxzmia of the disease, there can 
be no reasonable doubt that in the interval between the 


_ first clinical use of diphtheria antitoxin and the present 


day some factor has been missed. This probability is 
rendered the greater by the fact that the development 
of antitoxin has been dictated not by increased clinical 
efficacy but solely by the desire to increase the unitage 
per unit volume as determined in the laboratory. The 
successive stages by which modern antitoxin has evolved 
from its precursor, the universal introduction of the 
Park-Williams No. 8 strain for the preparation of toxin 
used in immunisation, the substitution of Römer’s and 
Ramon’s methods of testing for Ehrlich’s, the concen- 
tration of antitoxin by ammonium-sulphate precipitation 
and finally its refinement by digestion, all hailed as 
scientific triumphs, have never received other than the 
most superficial clinical tests for their influence on 
therapeutic value. They are of importance primarily 
because they assist manufacturers to comply with the 
Therapeutic Substances Regulations, which impose a 
minimum standard unitage (400 units per c.¢cm.) on any 
serum which may be sold, irrespective of its therapeutic 
qualities, and to satisfy the contract requirements as to 
unitage of local authorities. 


WHY MODERN ANTITOXIN FAILS 
It is now possible, however, to suggest a reason why 


‘modern antitoxin fails to cope with diphtheritic intoxica- 
. tion, based on a new concept of the nature of the toxsmia 


encountered in severe toxic diphtheria. There had been 
no condition experienced by laboratory workers in 
guineapigs which resembled clinical hypertoxic diphtheria 
until I was able to demonstrate (1940) that it could be 
reproduced by a combination of saline extracts of gravis 
strains grown on solid media with doses of Park-Williams 
No. 8 toxin less than the minimum lethal dose. 

The classical diphtheria toxin derived from the Park- 
Williams No. 8 strain produces in the guineapig a disease 
which bears but slight resemblance to the hypertoxic 
human case. In doses just sufficient to kill, the animal 
dies in a few days with a local lesion consisting of slight 
cedema, necrosis and congestion, and usually shows 
post-mortem definite congestion of the suprarenal glands, 
pleural effusion and congestion of the intestines. If the 
dose of toxin be increased the animal dies more rapidly 
but the post-mortem findings are not an exaggeration of 
those already mentioned; on the contrary, they are 
often almost entirely negative. Furthermore, it has 
long been known that fresh toxins as prepared in the 
laboratory have little tendency to cause postdiphtheritic 
paralysis when inoculated in non-lethal doses, although 
old laboratory toxins which have deteriorated may do so. 

It was found, on the other hand, that by growing 
gravis strains on Loeffler’s serum and suspending the 


-growths in saline, from which the organisms were 
subsequently. removed by centrifuging or filtration, 


preparations were obtained which had distinctive 
properties, more especially on intradermal inoculation 
into guineapigs, and did not conform to ordinary 
diphtheria toxin prepared in the laboratory. One of 
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their most striking characteristics was their tendency to 
cause a lesion which was progressive from: the time of 
inoculation, unlike Park-Williams No. 8 toxin which 
requires a latent period of many hours before any 
reaction can be detected no matter in what concentration 
it may be employed. This was obviously more in 
accord with the fulminating local lesion of hypertoxic 
diphtheria in which an extensive inflammation may be 
apparent where a few hours previously little or nothing 
was visible. On the other hand, it was not possible by 
subcutaneous inoculation of these preparations into 
guineapigs to produce the appearance of hypeftoxic 
diphtheria; they were of definite but low toxicity for 
guineapigs.. When, however, the preparations made 
from the gravis strains were combined in suitable doses 
with toxin prepared from the Park-Williams No. 8 strain 
the picture of hypertoxic diphtheria as it occurs.in the 


‘human being could be faithfully reproduced in guineapigs. 


The conclusion seemed, therefore, inescapable that in 
the causation of hypertoxic diphtheria two substances, 
which we may provisionally call substance A and sub- 
stance B, are necessary, and that these are both produced 
by the diphtheria bacillus in the body of the victim. 
Moreover, diphtheria toxin in general is composed of the 
two substances and the effects which it produces in 
human disease or in the experimental animal are governed 
by the total amounts and relative proportions in which 
they gain admittance to the tissues of man or animals. 
The fraction of toxin which is of high lethal value for 
the guineapig and predominates in Park-Williams No. 8 
toxin as usually prepared is substance A, and that which 
predominates in the saline extracts made from growths 
of gravis strains on Loeffler’s medium and in diphtheria 
toxin as produced in the body in -hypertoxic cases is 
substance B. In simple form : : 


Diphtheria toxin = substance A 4- substance B 
Park-Williams No. 8 toxin = high proportion of substance 
A -+ substance B | 
Toxin produced in hyper- = 
toxic diphtheria = high proportion of substance 
B + substance A 


The effect of the substance-B component of toxin is 


‘to promote the penetration of the tissues by substance A, 


thus enabling it to cause its specific damage, and when 
present in excess it leads to a great increase in the size 


.of the local lesion, in the gelatinous œdema which 


accompanies it, in the amount of necrosis produced and 
in the tendency for wasting and paralysis to set in later. 
It has little or no influence on the minimum lethal-dose 
of toxin as that unit has been defined by immunologists, 
since by definition death of the experimental animal 
must take place within five days. Later deaths, which 
are frequent when quantities of the classical toxin less 
than the minimum lethal dose are injected in combina- 
tion with substance B, and which show many points of 
similarity with what is found in severe clinical diphtheria, 
are not considered. 

The clinical toxzmia with which diphtheria is associ- 
ated may therefore be interpreted rationally in terms of 
laboratory findings. The gap has been bridged between 
the clinical finding that the diphtheria bacillus, which is 
capable of causing an overwhelming toxemia in patients, 
can, in the laboratory, produce only insignificant amounts 
of toxin as judged by the usual tests and the laboratory 
finding that strains clinically insignificant are often the 
best toxin-producers. The production and testing of 
diphtheria toxin in the laboratory has been biased by 
the more obvious effects of substance A in the guineapig 
and test-tube, and, since the activities of substance B 
have either not obtruded themselves or have been 
incapable of rational explanation when they did, they 
have been relegated to a position of minor importance. 

We must next consider how these findings inffuence 
the all-important behaviour of antitoxin in neutralising 
toxin and more especially in relation to its use in the 
treatment of diphtheria. In the first place, it is to be 
expected that in diphtheria antitoxin are to be found 
two antibodies corresponding to the two constituents of 


toxin, and it must necessarily follow that, with any given 


toxin and antitoxin, a perfectly exact fit, so that both 
constituents of toxin are equally neutralised at the end 
point in a neutralisation test, must be exceedingly rare. 
There must always be at the end point in such tests an 


' 
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excess of one or other of the neutralising antibodies. 
In this fact we find a feasible explanation of Ehrlich’s 
Phenomenon that more than one minimum lethal dose 
of toxin has to be added to the Lo dose—that is, the 
dose of toxin which in-combination with one unit of 
antitoxin causes no symptoms when inoculated into an 
animal, in order than the L+ dose, or dose which in 
combination with one unit of antitoxin causes death of 
the animal within the standard period of five days, may 
be obtained. 
| AVIDITY OF ANTITOXIN 


‘From a knowledge of the existence of the two sub- 
stances in toxin and antitoxin and of their behaviour it 
is possible to explain why ordinary antitoxin fails to 
cope with the toxæmia accompanying gravis infections 
in hypertoxic cases of diphtheria. About thirty years 
ago a controversy, which has since been almost forgotten, 

ed around the question of the efficacy of antitoxin. 
It was held among others by Kraus and his associates 
(Kraus and Baecher 1913) that antitoxin owed its 
therapeutic efficiency to an ill-defined property known 
as avidity instead of to its unitage, as was more generally 
believed. More recently avidity has come in for special 
study and the term is now used in two senses: that of 
rapidity of combination with toxin (Madsen and Schmidt 
1926) and of firmness of combination with toxin (Glenny 
and Barr 1932). It seems probable that the different 
points of view as to the meaning of the term are related 
to questions of degree rather than of fundamental nature. 
If, however, we consider avidity in the English sense as 
ess of combination certain important results follow 
from the fact that diphtheria toxin is composed of two 
substances and antitoxin of two others. 

The cardinal distinction between avid and non-avid 
antitoxins is that avid antitoxins still remain firmly 
united to toxin when neutral mixtures of the two are 
diluted, whereas non-avid antitoxins dissociate from 
combination with toxin in similar circumstances so that 
a mixture which is apparently neutral when inoculated 
into an animal in concentrated form shows toxic proper- 
ties if diluted a hundred times before inoculation. 
Similarly, a small dose of a neutral mixture of toxin and 
non-avid antitoxin possesses toxic properties if inoculated 
into a test animal because of the dilution which takes 
place in the body of the animal, whereas a large dose of 
a similar neutral mixture may show no toxic effects. 
Intimately bound up with the question of avidity is the 
so-called Danysz phenomenon which was shown by von 
Dungern (1904) to apply to diphtheria toxin and anti- 
toxin. If to a unit of antitoxin a unit of toxin be added 
a neutral mixture is obtained, but if to a unit of antitoxin 
a fraction of a unit of toxin be added and the mixture be 
allowed to stand for a time, the antitoxin is no longer 
capable of neutralising the remainder of a unit of toxin 
supplied in a second addition. It has been possible to 
show that the toxicity of the mixture following the 
second addition is in the main due to the fact that the 
antitoxin has been rendered non-avid by the first addi- 
tion. The antitoxin is no longer capable of binding 
toxin firmly but, on dilution, dissociates from it. 

This has a most important bearing on the therapeutic 
use of antitoxin. When antitoxin is administered to a 
case of diphtheria and after administration circulates in 
the blood it is met by a stream of toxin entering from 
the site of its production in the diphtheritic lesion. 
After combination of the antitoxin with toxin the 
mixture is diluted in the blood-stream. If the antitoxin 
be non-avid, dissociation will take place and the toxin 
will still be able to exert its toxic effects though possibly 
in modified form. It is even conceivable that in certain 
instances such antitoxin will accelerate the death of the 
patient by accelerating the distribution of toxin, the 
non-avid antitoxin acting as vector. But even should 
the antitoxin used for treatment possess ordinary avidity 
it will tend to become non-avid as a result of the addi- 
tions to it of toxin derived from the local lesion. This 
is the more likely to occur in hypertoxic cases where 
substance B is being produced in excess in the local 
lesion. In the first place, antitoxin reaching the local 
lesion has insufficient antibody to substance B to enable 
it to neutralise this component of toxin. Substance A 
will be neutralised locally, only to be dissociated once 
more from its combination with antitoxin on dilution 


FIG. 1—OLD CONCEPT 
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Result: B not neutralised. Antitoxin rendered non-avid. 
No true neutralisation of toxin. Local lesion persists. 
Toxemia persists. | 


FIG. 3—-AVID ANTITOXIN: 
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Result : B neutralised. Firm union of toxin components 
with antitoxin components. Local lesion eradicated. Toxæmia 
halted, leaving only that due to absorption of toxin prior to 
administration of antitoxin. 


8.a., l.a., and m.a. = small, large, and moderate amounts. 


in the body. Modification of the local lesion will, 
therefore, take’place, but not its abolition. The local 
lesion will persist, toxin absorption will continue and 
general toxemia due to the dissemination of toxin to 
the vital organs throughout the body will pursue a 
modified, though none the less irresistible, course. 
Clearly, antitoxin treatment of hypertoxic cases of 
diphtheria can only meet with success when such 
antitoxin is available as will neutralise without delay in 
the local lesion the all-important substance B and by its 
eradication halt the toxic onslaught, which will likewise 
and by the same fundamental mechanism ensure that a 
firm union between toxin and antitoxin takes place so 


that no dissociation can follow dilution of the mixture 


in the circulation after absorption, and which will, 
finally, be able to withstand the addition to it of quantities 
of toxin rich in substance B without forfeiting its 
avidity. None but the most avid antitoxins would be 
capable of fulfilling these requirements, whereas the 
antitoxins in general use today are of low avidity. 


TOXIN-ANTITOXIN ACTION 


A picture of what was formerly believed to occur in 
cases of hypertoxic diphtheria contrasted with what in 
all probability does occur, and its bearing on the use of 
antitoxin is provided by the diagrams. Fig. 1 shows the 
concept of hypertoxic diphtheria hitherto held—that in 
these cases a superabundance of a single entity diphtheria 
toxin is produced in the local lesion and can only be 
countered by antitoxin of ever increasing unitage 
administered in progressively greater doses. It is based 
on a false analogy. It is assumed that hypertoxic 
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diphtheria in the human being is equivalent to the 
administration of many minimum lethal doses of Park- 


e Williams No. 8 toxin to the guineapig in the laboratory. 


There is in reality no comparison between the two, as 
has already been shown. The amount of guineapig 
acute killing factor (substance A) produced in the local 
lesion of a hypertoxic case is probably at most only a 
few guineapig lethal doses. Furthermore, in hypertoxic 
diphtheria most of the deaths do not occur within the 
first few days, as they would if they were due to over- 
whelming doses of an acutely lethal toxin, but are due to 
cardiac failure which sets in about ten days after admis- 
sion to hospital. 

In fig. 2 an alternative view is presented which shows 


diphtheria toxin produced in the local lesion consisting. 


of two substances, A and B, of which the guineapig lethal 
factor is A. The amount of this factor produced is small 
—insignificant as compared with the quantity of sub- 
stance B which opens the way for its penetration into 
the tissues. Whether substance B is toxic per se for the 
child cannot be stated at present, but it is certain that 
the ordinary antitoxin in use today is incapable of 
neutralising it in the quantities in which it is produced 
in hypertoxic cases. The antitoxin, already of low 
avidity, is rendered non-avid, and the toxin-antitoxin 
union dissociates on dilution in the body. The toxsmia 
of the disease continues almost unabated. 

- Fig. 3 shows diagrammatically what happens when a 
truly avid antitoxin, able to neutralise substance B, is 
employed for the treatment of a hypertoxic case. 
Relatively small doses of the antibody to substance A are 
adequate provided that substance B is neutralised 
without delay, so that no dissociation of the toxin- 
antitoxin combination may take place subsequently on 
dilution in the body. The most striking effect is on the 
site of production of substance B, the local lesion, which 
rapidly disappears. In addition, all toxin circulating in 
the body is truly neutralised, so that all immediate 
evidences of toxsemia disappear. If the patient has been 
ill for some days, however, it must only be expected that 
some damage by the toxin to the tissues of the body has 
already occurred which cannot be reversed and may later 
show itself in the form of paralysis. Nevertheless, only 
those cases of hypertoxic diphtheria which are actually 
moribund when first brought for treatment should die 
if an antitoxin of proper quality were available for their 
treatment. 3 

I have already noted (1940) that the second com- 
ponent of diphtheria toxin, substance B, which is of 
greatest importance in the causation of clinical toxæmia, 
has properties in many respects similar to those of the 
diffusion factor of Duran-Reynals (1933) and McClean 
(1936). Evidence of their identity is accumulating 
which I hope soon to be able to publish. Diffusion fac- 
tors or mucolytic agents, as they are called, following 
the work of Chain and Duthie (1939), are shown to be 
very widely distributed according to the recent review 
of the subject by Favilli, McClean and Hale (1940). 
The probability, therefore, increases that it will þe 
possible in the future to produce effective antitoxins for 
the treatment of many types of toxemia in addition to 
diphtheria. 


SUMMARY 


- Comparison between the clinical results obtainable 
with diphtheria antitoxin when first introduced and that 
now in-general use shows that in the development of 
antitoxin some essential factor has been missed. 

A new concept of the nature of the toxæmia of diph- 
theria and of the specific treatment required to combat 
it successfully is advanced, based on the following 
considerations. Diphtheria toxin is composed of two 
substances, one of which (substance A) is highly lethal for 
the guineapig and is present in large amounts in Park- 
Williams No. 8 toxin as prepared in the laboratory. 
Little of this constituent is produced in the body of the 
victim of diphtheria although it has hitherto been 
assumed that hypertoxic diphtheria is caused by its 
production in excessive amounts. Conversely, labora- 
tory toxin contains relatively little of the second 
constituent (substance B) but it is this substance, pro- 
duced in excessive amounts, which determines the 
occurrence of hypertoxic cases of diphtheria. The 
effects of substance B are to promote the penetration of 


‘faucial cedema. 


the tissues by substance A, and when present in excess it 
leads to a great increase in the size of the local lesion, in 


the gelatinous cedema which accompanies it, in the 


amount of necrosis produced and in the tendency for 
wasting and paralysis later. Corresponding to the two 
substances in toxin there are two antibodies in antitoxin. 
Ordinary antitoxin contains a high- proportion of the 
antibody to substance A but is deficient in antibody to 
substance B. When this type of antitoxin is used in the 
treatment of hypertoxic cases of diphtheria, substance B 
is not neutralised and the antitoxin is rendered non-avid. 
Dissociation of toxin from its combination with antitoxin 
therefore takes place on dilution in the body and the 
toxeemia continues almost unabated. The avidity of 
antitoxin is determined by its power of neutralising 
substance B, and for the treatment of the toxsemia of 
diphtheria antitoxins rich in the antibody to substance 
B are required. | 


~ I am indebted to the Medical Research Council of Ireland 
for their assistance which enabled me to pursue the investiga- 
tions recorded in this paper. 
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TREATMENT OF HYPERTOXIC 
DIPHTHERIA WITH AVID SERUM 


By C. J. MCSwEENEY, M.D. N.U.I., F.R.C.P.I. 


MEDICAL SUPERINTENDENT OF CORK STREET FEVER HOSPITAL, 
DUBLIN 


A VARIETY of hypertoxic diphtheria has been extremely 
prevalent in Dublin in recent years. One of its outstand- 
ing features is the faucial cedema which accompanies the 
deposition of membrane on the tonsils and structures 
of the faucial ring. This is so striking in some cases that 
it has been mistaken for quinsy, and at least one of the 
cases here reported was subjected to incision before 
admission to Cork Street. Associated with the faucial 
cedema, is a rapidly developing cervical cellulitis, a diffuse 
cellular infiltration involving the whole of the tissues, 
including the glands, of the sides and front of the neck, 
extending for 2-3 in. below the lower jaw. This ‘‘ bull 
neck ” is invariably present in hypertoxic diphtheria and 
subsides without suppuration pari passu with the clearing 
of the diphtheritic membrane and the disappearance of 
A certain proportion of cases exhibit 
hemorrhages into the skin and subcutaneous tissues as 
well as from mucous membranes; such cases are the 
most serious of all and are represented as being invariably 
fatal in standard textbooks. The appearance of albumin 
in the urine after the fourth day of disease is another 
constant feature in hypertoxic diphtheria. It seems to 
be related to the elimination of unneutralised toxin by 
the kidney, and may persist for 10-14 days or even longer 
after the patient comes under treatment. Fall in blood- 
pressure is another constant manifestation; the fall is 
generally greatest immediately prior to the development 
of signs and symptoms of cardiovascular failure. Cardio- 
vascular failure is, of course, the cause of death in the 
fatal cases. <As a rule it shows itself in the second week 
of the disease—most usually 7-10 days after admission. 
The more toxic the case the earlier the symptoms of 
cardiovascular failure. Some cases, overwhelmed by 
toxzemia, show cardiovascular failure as early as the fifth 
or sixth day. 
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CLASSIFICATION OF CASES 


For purposes of comparison we classify our cases in 
Cork Street into four grades. 

Grade 1.—Mémbrane taking the form of ‘ Spakin ” or 
** spotting ” or ‘‘ scattered patching,” confined to the tonsils. 
Pure laryngeal cases are included. 
to some intercurrent cause, not to diphtheria toxemia. 

Grade 2.—Coherent patch of membrane confined to the 
tonsils or its pillars, but not involving the palate. Toxxmia 
present and paralytic sequele (e.g., palatal or ciliary) not 
unusual. Laryngeal cases with faucial lesions not extending 
over the pillars are included. If death occurs, it is due to the 
same cause as in grade 1. 


Provided there is no faucial cedema and, of course, no 
bull neck no case in grades 1 or 2 should die of toxaemia 
if given ordinary commercial antitoxin with reasonable 
promptitude. With the remaining two grades the story 
is very different. For some reason the prognosis in 
diphtheria is radically altered once the membrane 
-extends on to the soft palate. This is not merely a 
question of amount of membrane—large tonsils may 
accommodate more membrane than small—but if the 
membrane on shrunken tonsils crosses the anterior 
faucial pillar and invades the palate dangerous cardio- 
vascular sequele are to be expected. The severity of the 
case is proportional to the extent of this palatal invasion. 


TABLE Te UENICee FEATURES IN DIFFERENT GRADES OF 


DIPHTHERIA 
a | Grades 1 and 2 Grade3 | Grade 4 
Bull neck .. — ++ +++ 
Faucial cdema — ++or +. +++o0r ++ 
Membrane— 
on palate .. — + + ++or + 
on uvula `.. z +or- +or- 
Nasal discharge — + or = +or— 
Albuminuria .. — ++o0r- + +or + 
eea o ABENAR: 
failure . — | |#+tor tor —-|++ or +++ 
Paralyses Grade 1 = ++ or + (if | + + (if survive 
Grade 2 + survive often | often multiple) 
(often single) multiple) 
Heemorrhages pass — ++ 
Case-fatality rate?) Less than 1% About 25% 100°% 


* Textbook figures. 


If it extends to the base of the uvula it generally meets 
membrane advancing from the other side, and investment 
of the uvula wholly or in part may take place. Spread 
of the membrane over the posterior pillar, which goes on 
simultaneously, leads ultimately to the invasion of the 
nasal cavities from the back, and this membrane proceeds 
to cover the turbinates and septum, but, being partially 
liquefied by the tears and nasal secretions, first manifests 
itself in the form of profuse purulent nasal discharge. 


Grade 3.—Membrane involving the palate, with or without 
investment of the uvula and nasal discharge. Usually with 
much faucial cdema, bull neck and, if the patient survives 
long enough, multiple paralyses.. Toxemia considerable. 
These cases, by reason of their frequency, constitute the main 
part—fully 75%—of the gravis diphtheria problem. 

Grade 4.—Cases with toxic hæmorrhages from mucous 
membranes and into subcutaneous tissues with bruising at the 
site of injections, associated with diphtheritic lesions in the 
nasopharynx, including much cedema in the throat. Toxe- 
mia extreme. Cardiovascular failure inevitable when treated 
with commercial antitoxins. In those who survive, multiple 
paralyses almost invariable. These cases constitute the 
remaining 25° of the gravis diphtheria problem. 


The clinical features of the different grades are 
contrasted in table 1. These grades represent different 
stages of ‘one process—the circumferential spread of 
diphtheritic membrane. This faculty of circumferential 


spread, by which discrete speckles, spots and patches of- 


diphtheria membrane coalesce and become one coherent 
patch, which, then invades the extratonsillar tissues, has 
been long recognised, but up to now sufficient stress has 
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If death occurs it is due. 
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not been laid on the time factor. In the classical diph- 
theria of the textbooks membrane spreads in a leisurely 
way during the first four days of the disease, but in hyper- 
toxic diphtheria membrane, in the form of small patches 


TABLE li—RESULTS IN CASES OF DIPHTHERIA TREATED WITH | 
COMMERCIAL ANTITOXIN IN 1939 AnD 1940 (11 MONTES) 


= | Cases Deaths e 
Grade 1. 564 3 0:53 
» 2. 262 =, 3 1-14 
PS eet 188 30 15-95 
„» 4.. n 71 33 46-48 
Totals .. 1085 69 6-36 


confined to the tonsils, can become an extensive invest- 
ment of the whole of the structures of the faucial ring 
within 24-36 hours, and this rapid spread is accompanied 
by severe faucial æœædema. The summation of extent of 
membrane, plus faucial cedema, accurately indicates the 
degree of toxemia and gives a measure of the severity 
of the case. In one patient there will be a great deal of 
membrane, covering the tonsils, palate and uvula com- 
pletely, and accompanied by nasopharyngeal involve- 
ment, but relatively little oedema, and in another there 
will be a moderate amount of membrane covering tonsils 
and part of the palate with enormous faucial cedema. 
These are grade-3 cases and all have bull necks. The 
worst are those where membrane and faucial cedema are 
accompanied by hemorrhages from mucous membranes 
and into the skin and subcutaneous tissues. These are 
the grade-4 cases. 

In Cork Street among grades 1 and 2 we have a case- 
fatality rate of 1% or less (mostly attributable to pulmon- 
ary diphtheria or intercurrent infections), but in grade 3 
it is from 15 to 20% and in grade 4 not far short of 50%. 
In the fifteen months prior to the arrival of the new avid 
serum 259 cases of grades 3 and 4 were admitted to the 
wards. Of these 63 died, a case-fatality rate of 24-3%. 
If the grade-4 cases alone are considered (71 with 33. 
deaths), the rate is 46-5% (see tables II and 111). All of 
these 259 patients received maximal doses of commercial 
antitoxin—i.e., 120,000 units, mostly given in the form of 
an initial intramuscular dose of 60,000 units followed 
by an intravenous dose of 60,000 units six hours later. 


TABLE III—RESULTS IN CASES OF DIPHTHERIA OF GRADES 3 
AND 4 TREATED (1) WITH COMMERCIAL ANTITOXIN, (2) 
WITH AVID SERUM AND (3) WITH SERUM OBTAINED FROM 
THE SAME HORSE AT A LATER STAGE OF IMMUNISATION 


| Case- _ 
— Cases |Grade 3 |Grade 4' Deaths | fatality 


| rate % 
Commercial antitoxin i i 
(all maximal doses) | 259* 188 71 63 24:3 
Avid serum (maximal Woa 
doses t 4 only) 16t 8 8 1 6-2 
Control serum (all maxi- 
mal doses) 20° 9 11 8 40-0 


* Unselected, consecutive. t Selected for their exceptional severity. 


RESULTS WITH AVID SERUM 


When Dr. R. A. Q. O’Meara came to Dublin I put 
before him the problem of these grade-3 and 4 cases. 
Dr. W. J. Roche, my assistant, furnished him with swabs, 
cultures, pieces of membrane, post-mortem tissues and 
samples of blood taken at different stages of the disease. 
In April, 1940, a small quantity of avid serum, supplied by 
the Wellcome Physiological Research Laboratories, was 
sent to Cork Street Hospital. It is impossible to express 
avidity numerically because no suitable standards for its 
laboratory assay are yet available, but this serum was 
notably more avid than commercial antitoxin. 

This avid serum was not produced by any special 
methods of immunisation of horses. It was discovered 
at the Wellcome Laboratories that this particular serum 
contained an abundance of the “‘ anti-B ”’ factor which 
Dr. O’Meara believes to be essential in the treatment of 


~~ 
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hypertoxic diphtheria, and that commercial antitoxin 
contains this factor to a much less extent. The amount 
of serum available was limited by the fact that it has not 


yet been possible to produce the serum at will, although 


efforts are being made with this end in view. We decided 
to use it only on the most severe grade-3 or grade-4 cases 
admitted. We had enough to treat only 16 of these 


specially severe hypertoxic cases ; actually 8 were grade 3 


and 8 grade 4. For the first 4 cases we adhered to the 
maximal dosage we had been accustomed to give of 
commercial antitoxin. But as the results obtained were 
much better than those with commercial sera, and as we 
wished to treat as large a series as possible with the small 
quantity of the new serum available, we decided to risk 
giving much lower doses to the remaining 12 cases. 
Among these 16 hypertoxic cases of diphtheria, specially 


_ selected because of their exceptional severity, only one 


died, a grade 4, which received 24,000 units of avid serum, 

The case-fatality rate of 6-2% is only a quarter of that 
prevailing in the much larger series treated with com- 
mercial antitoxin in spite of two considerations that 
heavily weighted the scales against the new serum— 
(1) that the cases given the new serum were all selected 
because of their extreme toxicity, as being very likely to 
die if treated with the older sera, whereas the other group 
was completely unselected and included all grades of 
severity ; and (2) that much smaller doses were given to 
three-quarters of the patients given the new serum. All 
the patients receiving commercial antitoxin were given 
120,000 units, whereas 12 of the 16 patients given the new 
serum received from an eighth to a third of this amount 
in antitoxic units. The organism was recovered from 
all of the 16 patients and was of the gravis type in 15; in 
the remaining case it was not typed. 


CASE-RECORDS 


The following is a sample of the case-notes of the 
patients receiving the avid serum. . 


CasE 1.—Male, aged 2} years. Grade 4. Fourth day of 
disease on admission. Bull neck. Membrane extensive, 
invading palate. Much faucial cdema. Nasal discharge 
profuse. Given 120,000 units avid serum, half intravenously. 
Membrane and nasal discharge clear in 4 days. Blood-pressure 
rose after administration ofserum. Very faint trace of albumin 
in urine on 3rd, 4th and 19th day after admission ; otherwise 
absent. No signs or symptoms of cardiovascular failure. 
No paralyses. Recovery uninterrupted. Discharged well. 

' Case 2.—Female, aged 9} years. Grade.3. Late case, 
admitted 6th day of disease. Bull neck. Membrane very 
extensive, covering tonsils and ‘palate and investing uvula. 
Urine loaded with albumin on admission. Given 104,000 units 
ofavid serum. Throat clear and bull neck subsided in 4 days. 
Albumin in urine present in considerable amount on admis- 
sion, gradually cleared and was absent 16 days after admission. 
Blood-pressure, after slight initial drop, rose about 10 days 
after admission and remained high thereafter. Multiple 
paralyses occurred, starting with palatal and ciliary paresis in 
5th week, pharyngeal, diaphragmatic, neck and facial paralysis 
in 6th week and paralysis of extremities in 7th week. All these 
cleared up and no signs of cardiovascular failure supervened. 
Recovery was complete and patient was discharged well. 

Case 3.—Female, aged 9 years. Grade 4. Seen in'tonsulta- 
tion at 6 a.m. A little Jewess—a race peculiarly susceptible 
to diphtheria—and had been ill for 4 days. Very extensive 
membrane involving tonsils and soft palate, enormous faucial 
cedema and considerable subcutaneous bruisings. Enormous 
right-sided bull neck with the skin over it reddened, a very 
ominous sign in my experience. Profuse nasal discharge. 
Had been operated on the night before for a quinsy. Given 
16,000 units of avid serum intravenously, repeated next day. 
Membrane cleared rather slowly, disappearing almost com- 

letely 6 days after admission and completely 2 days later. 

asal discharge dried up in 3 days. Bull neck took a week to 
subside. Albumin in urine for most of 6 weeks after admis- 
sion. Blood-pressure fell slightly during first fortnight, but 
then rose to normal and remained so in spite of a palatal 
paresis which developed and cleared up in the 2nd week. 
Paralysis of the lower limbs and right side of the face developed 
in the 5th week but rapidly cleared up. No sign of cardio- 
vascular failure. Recovery uninterrupted and patient dis- 
charged well. 

Case 4.—Male, aged 3 years. Grade 4. Fourth day of 
disease on admission. Extensive membrane covering tonsils 


and soft palate. Much faucial edema. Huge bull neck. 
Heemorrhage from throat and nose. Given 24,000 units avid 
serum, 8000 intramuscularly and 16,000 intravenously. 
Albumin in urine from 6th day, persisted. Throat very slow 
to clear. Ssmorrhages continued. Extremities cold. Pulse 
became irregular 4 days after admission and soon afterwards 
heart went into canter rhythm. Blood-pressure fell from 
106 to 100, to 80 and to 72 during the 6 days in hospital. 
Albumin was present in the urine throughout. Child died 
on 6th day after admission. Did not live long enough to 
develop paralysis. 

CasE 5.—Female, aged 7 years. Grade 4. Third day of 
disease on admission. Very extensive membrane covering 
tonsils, completely investing uvula and extending on to hard 
palate. Bull neck. Nasal discharge. Given 28,000 units 
avid serum, 8000 intramuscularly, 20,000 intravenously. 
Membrane cleared quickly ; almost gone in 4 days and com- 
pletely gone in 7 days. Nasal discharge clear in 4 days. 
Bull neck subsided in 6 days. No albumin in urine at any 
time. Blood-pressure fell very slightly in crucial period, but 
speedily returned to normal and remained so. No cardio- 
vascular symptoms or signs and no paralysis. Recovery 
uninterrupted, and discharged well. 

Case 6.—Female, aged 1}? years. Grade 3. Fourth day 
of disease on admission. Very, extensive membrane covering 
both tonsils and soft palate and extending down posterior 
pharyngeal wall. Huge bull neck. Exceedingly toxic. 
Given 40,000 units avid serum, 8000 intramuscularly, 32,000 
intravenously. Blood-pressure fell somewhat during first 
fortnight, but no cardiovascular symptoms or signs. Albumin 
in urine for few days and never in large amount. Apart from 
left internal squint which cleared up rapidly, no peralytic 
sequele, and convalescence rapid. Discharged well. 


A FURTHER SERIES 

When the supply of avid serum became exhausted we 
were able to conduct a further investigation. The 
Wellcome Physiological Research Laboratories sent us 
some more serum from the horse which had provided 
the avid serum, only this was taken at a much later 
stage of immunisation. The avidity of this serum was 
stated to be almost identical with that of commercial 
antitoxin. Up to date we have treated 20 unselected 
cases of hypertoxic diphtheria—9 of grade 3 and 11 of 
grade 4—with this non-avid serum, with 8 deaths, a 
case-fatality rate of 40%. All got maximal doses—that 
is, 120,000 units. ‘These patients reacted in exactly the 
same way as those treated with commercial antitoxin. 
Membrane cleared slowly. Blood-pressure fell slightly 
after serum and steeply before cardiovascular failure 
set in. Cardiovascular sequele occurred with the usual 
frequency and were fatal in 6 of the cases in the first 
fortnight. The other 2 patients who died, after 35 and 
49 days, had multiple paralyses, accompanied by late 
heart failure. Of the 6 patients who died of early heart 
failure 4 died with uncleared membrane on the throat. 
Albuminuria was common and tended to be persistent, 
bull necks subsided slowly. In short, this serum obtained 
from the same horse which had given the avid serum 
(i.e., the serum rich in Dr. O’Meara’s anti-B factor) was 
ineffectual in treating hypertoxic diphtheria when it was 
known to be short of the anti-B factor. 


COMMENTS 

The single patient treated with avid serum who died 
(case 4) presented some interesting features. This was 
an undernourished child, but the main factor contributing 
to his death was hsemorrhages from the mucous mem- 
branes of the mouth and nose. The boy was given only 
24,000 units of the new serum. Since then it has been 
suggested that hemorrhage from the nose and throat and 
other mucous membranes seems to denote a greater 


degree of toxicity than subcutaneous hemorrhage, and, - 


looking back on the many hundreds of these cases that I 
have seen, I find that this is so. 
would have recovered if given 60,000 or perhaps as much 
as 120,000 units of the avid serum, I do not know; I 
think it is doubtful. 


Eight features in the clinical behaviour of,the cases 


given the new serum are worthy of emphasis. 

1. All—with one exception, the fatal case—failed to exhibit 
any symptoms of cardiovascular failure. 

2. Clearing of the membrane from the throat and nose was 
very much accelerated. 


Whether this child © 
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3. Œdema of the throat disappeared much more rapidly 
than in patients treated with commercial antitoxin. 

4. There was little or no albumin in the urine at any time. 

5. In only a few patients were multiple paralytic sequels 
observed, and these recovered. 

6. No late cardiovascular failure was seen even in the 
patients with multiple paralyses. 

7. Bull neck disappeared often within 48 hours of admini- 
stration of the new serum. 

8. Blood-pressure, which usually falls fairly steeply during 
the first week after admission in cases treated with commercial 
antitoxin, did not fall to any extent in most of these cases, 
and in some actually rose after the administration of serum. 


I have never before seen effects like these in hypertoxic 


diphtheria, and, since the only factor in treatment which 
was different in these 16 cases was the new serum, it is 
difficult to ascribe any other cause as responsible for the 
low mortality. The normal expectation of deaths in 
such a series was at least 6 and might have been 8. 


SUMMARY 

Cases of diphtheria at Cork Street Hospital are 
classified in 4 grades of severity. Grades 1 and 2 include 
faucial cases where the membrane is confined to the 
tonsils and its pillars, with or without laryngeal involve- 
ment, and pure laryngeal cases. Grades 3 and 4 are the 
‘ gravis’? cases. In grade 3 the membrane extends on 
the palate, with faucial cedema and bull neck, and grade-4 
cases show, in addition, hemorrhages from mucous 
membranes, and under the skin, with lesions in the 
nasop > i 

The case-fatality rate in grades 1 and 2 is approxi- 
mately 1%. In 259 successive cases of grades 3 and 4 
treated with maximal doses of commercial antitoxin 
the case-fatality rate was 24-3% and in grade-4 cases 
alone was 46-5%. | 

A small quantity of antitoxin found to contain an 
abundance of O’Meara’s “ anti-B ” factor was used to 
treat 16 hypertoxic cases of exceptional severity, 8 being 
of grade 3 and 8 of grade 4. The first 4 cases received 
maximal doses of 104,000-120,000 units, but in the 
remainder the dosage was reduced to 16,000-—40,000 
units. Only 1 of these 16 patients died. Except in the 
fatal case, there was no sign of cardiovascular failure and 
little fall in blood-pressure ; membrane cedema and bull 
neck cleared rapidly. 

A farther group of 20 unselected and consecutive cases 
of hypertoxic diphtheria were given maximal doses of a 
serum, taken from the same horse which some months 
before had yielded the serum rich in anti-B factor. This 
` control serum was known before use to contain very 
little anti-B factor and was described as “ very little if 
at all different from ordinary commercial antitoxin.’’ 
Among the cases receiving maximal doses of this non- 
avid serum there were 8 deaths, a fatality-rate of 40%. 

It is concluded that an essential part of the treatment 
of hypertoxic diphtheria is the use of an avid serum rich 
in anti-B factor. The failure of commercial diphtheria 
antitoxin in the treatment of hypertoxic diphtheria 
hitherto is attributed to its poverty in anti-B factor. 

As yet avid serum rich in anti-B factor cannot be 
produced at will. : 


I should like to acknowledge the great assistance of Dr. 
W. J. Roche, my senior assistant, in this work; also the help of 
Dr. J. A. Tynan, Dr. C. L. Joyce and Dr. M. I. O’Sullivan, my 
other assistants, and the staff of the Wellcome Physiological 
Research Laboratories. I am asked by Dr. J. W. Trevan of 
those laboratories to say that it is not possible at present to 
supply avid serum on demand. 


The Edinburgh Medical Missionary Society has entered on 
its hundredth year and the occasion is to be commemorated 
by a service in St. Giles’s Cathedral in May. At the annual 
meeting Mr. W. J. Stuart, F.R.C.S.E., who presided, said 
the war had affected the society’s work at home and overseas. 
The ordinary income had fallen far short of expenditure, and 
a large deficit had only been averted by the use of legacies, 
which had been four times as great as usual. There were now 
28 students on the society’s roll, but there were no women 
students in the list. Mr. Stuart hoped that in subsequent 
years many women students would join the society as he was 
sure that there was work to be done in the Cowgate which 
could only be done by women. 


DR. DAGMAR WILSON: FLUORINE IN ENDEMIC GOITRE 


(res. 15,1941 211 


FLUORINE IN THE ZTIOLOGY OF 
ENDEMIC GOITRE 


By Dacmar CURJEL WILSON, M.D. Glasg., M.R.C.P., 
F.R.C.0.G., D.P.H. 


WOMEN’S MEDICAL SERVICE, INDIA (RETD.) 


Many different factors leading to relative or absolute 
deficiency of iodine may cause changes in the thyroid 
gland. May (1935) found that the administration of 


fluorine to rats produced hypoplasia of the thyroid 


epithelium with altered staining reaction of the colloid. 
Having experimented with over 800 patients, he advo- 


-cated internal fluorine therapy in the treatment of toxic. 


goitre. The evidence of alteration in thyroid structure 
in the experimental production of chronic fluorosis in 
animals is conflicting (Rohom 1937). 


OBSERVATIONS IN INDIA AND ENGLAND 


In making a clinical investigation of the occurrence of 
human dental fluorosis (Wilson 1939) I obtained a history 
of the existence of endemic goitre associated with 
cretinism in many areas where the presence of fluorine 
was recognised geologically. In North India a focus of 
endemic goitre has long been known in the Punjab plains 
(McCarrison 1913). The report of the Punjab govern- 
ment hospitals and dispensaries (1939) showed how , 
numerous were the cases of goitre seeking treatment 
from this area. Macnamara (1880) studied the distribu- 
tion of goitre in the Punjab plains before the introduction 
of the present extensive system of canal irrigation, at a 
time when the majority of the townspeople were depen- 
dent on local wells. In certain towns he found nearly all 
the inhabitants with goitre, and saw numerous cretins 
and dwarfs. Dogs and goats also had goitre. He 
observed that poverty and bad food led to increase in 
the size of the goitre, but noted that a colony of river 
fishermen did not show any thyroid enlargement. In 
this goitrous area of the Pubjab I observed a high degree 
of human dental fluorosis, as evidenced by mottled 
enamel among. villagers still using well-water in the 
neighbourhood of Hundewali, where Heron (1913) found 
that the older Aravalli rocks emerge through the 
alluvium. Samples of these rocks were found to have a — 
wide range of values for fluorine content, varying from 
30 to 3200 parts per million. Geodetic investigations 
suggest that these older rocks extend between the 
Chenab and Ravi rivers, in an area coinciding with the 
downward extension of goitre in the Punjab plains. . 

In Engiand the decrease of endemic goitre in recent 
times has been attributed to the improvement of village 
water-supplies and the closing of wells (Ash 1926). 
Cretinism was formerly associated with areas where the 
incidence of goitre was high (Norris 1848), but J oll, in 
1932, found no focus of endemic cretinism remaining. 
Stocks (1928), reviewing the results of the. Board of 
Education survey of goitre amongst English school- 
children, concluded that there was a belt where goitre 
was comparatively prevalent, extending, chiefly in rural 
areas, from Cornwall north-eastwards through Somerset, 
into Oxfordshire between the Cotswold and Chiltern 
hills, on into Northamptonshire, thence northwards to 
Derbyshire and up the Pennine chain. Orr (1931) 
named places in Cornwall, Somerset, Gloucester, 
Buckingham, Cumberland and Durham which were 
conspicuous in this respect. 


MOTTLED ENAMEL 


The geological outcrop of rocks containing fluorine has 
been described in England in Cornwall, Derbyshire, 
Cumberland and Durham (Carruthers and Pocock 1922), 
Somerset (Kingsbury 1939) and Buckingham (Bromehead , 
1940). The known distribution of fluorine in the soil of 


England, therefore, corresponds closely with the present 


or former distribution of endemic goitre, and I was 
interested to know whether the distribution in England 
of mottled enamel, as further evidence of the local 
occurrence of fluorine in the water, had any association 
with the distribution of endemic goitre. Inquiries were 


‘therefore made, and cases of dental fluorosis detected 
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among rural school-children using well-water in the 
neighbourhood of all known fluorine deposits. Mottled 
teeth were also found in villagers using well-water 
associated with the Oxford clay and to a less extent with 
the lias clay in Northampton, Oxford and Gloucester. 
In all those areas where dental fluorosis was present it was 
ascertained from the inhabitants that goitre still occurs. 

I made a more detailed investigation of the state of the 
teeth of Somerset village children in a part of the rural 
district of Langport, in the neighbourhood of the villages 
of Charlton Mandeville and Long Sutton, two of the 
areas of high goitre incidence described by Stocks and by 
Young (1936), where the water-supply has remained 
unchanged from the time of their observations. In this 
area all the 378 children attending the seven local schools 
were examined. An adjoining area, the village of 
Somerton, not included by Stocks or Young in the area of 
endemic goitre, was selected as control, and all the 103 
children in the two schools examined. The degree of 
dental fluorosis as manifested by mottling and staining 
of the enamel was recorded and graded according to the 
scale of Dean (1939). 

In the control area the breadth of the thyroid gland of 
the school-children was measured as suggested by 
Stocks (1928), but in the goitrous areas treatment with 
iodides had been given, so that measurements of the 
thyroid were worthless as evidence. The breadth of the 
gland in the control area never exceeded 42 mm.; the 
normal breadth of the gland for children of comparable 
age always lies below this measurement. Thus there 
were no signs of endemic goitre among the control 
‘children. a 

Of the 378 children examined in the area previously 
mapped as goitrous, 55 showed some degree of dental 
fluorosis, while of the 103 children examined in the 
control area, none was affected (see table). Taking the 


INCIDENCS OF DENTAL FLUOROSIS IN TWO GROUPS OF RURAL 
SCHOOL-CHILDREN, AGED 5-14 YEARS, IN A GOITROUS 
AND NON-GOITROUS AREA OF RURAL SOMERSET 


Goitrous arse Control area. No 


thyroid enlargement 

Children Number showing dental fluorosis Children, pede 

examined| ye | F3 | F4 | F5 | Total |°™°™2C*| fluorosis 
378 25 21 7 2 55 103 0 


Fluorosis is graded according to Dean (1938). F1l= normal; 
F2 = doubtful; F3 = vory light; . F4 = light; F5 = moderate 
PRLR ; F6 = moderate (stained brown); F7 = somewhat serious; 

= serious. 


occurrence of dental fluorosis among the children as 
evidence, it can be concluded that fluorine is present in 
the drinking-water in two of the places in Somerset found 
by Stocks and by Young to be areas of high goitre 
incidence. The evidence identifying the presence of 
fluorine in drinking-water as ‘one factor in the causation 
of endemic goitre is thus strengthened. I do not suggest, 
naturally, that this is the only factor, and fully realise 
that the intervention of other factors operating against 
the production of goitre may completely overcome the 
action of fluorine in promoting it. For instance, Young 
and others (1936) noticed that a weekly call by a fish- 
monger’s van at an isolated village might completely 
counteract the effects of a local deficiency of iodine—an 
observation of interest in connexion with the low inci- 
dence of goitre found in the coastal areas of Essex where a 
high degree of human dental fluorosis has been described 
(Ainsworth 1933, Donaldson 1936). 


SUMMARY . 

The distribution of endemic goitre in the Punjab and 
in England is related to the geological distribution of 
fluorine and to the distribution of human dental fluorosis 
(mottled enamel). 

Inquiry showed the presence of dental fluorosis among 
school-children in two areas of Somerset where two pre- 
vious observers had recorded a high incidence of goitre, 
and the absence of dental fluorosis in an adjoining area 
selected as control where endemic goitre was absent. 

Observations in India were made during the course of 
nutritional investigations towards which financial assistance 
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was received from the Royal Society. I am indebted to Mr. 
C. E. N. Bromehead, of the geological survey, and to Mr. P. 
Evans, geological department, Burmah Oil Co., for assistance 
on questions of geology; Dr. H. H. Green kindly analysed 
Kirana rock samples for fluorine; and Sir William Savage 
provided information about Somerset water-supplies. 

This is the first of a series of studies of fluorosis. 
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BRONCHITIS AND THE BRONCHIAL TREE 


* By STEFAN ENGEL, M.D. Breslau 
AND | 
G. H. Newns, M.D. Lond., M.R.C.P. 


PHYSICIAN TO THE BOLINGBROKE HOSPITAL; ASSISTANT: PHYSICIAN 
TO THE PRINCESS ELIZABETH HOSPITAL FOR CHILDREN, SHADWELL 


CATARRH and inflammation of the respiratory passages 
must be considered in relation to the anatomical struc- 
ture of the bronchial tree, the distinction between bronchi 
and bronchioles, and the peculiarities of the mucous 
membrane and its glands. In the study described here 
we used sections through the whole lung of infants and 
young children, and thus obtained a general picture of 
the distribution of the glands in relation to the bronchial 
tree. The lungs were fixed by the intravenous injection 
of formalin saline. | 


BRONCHI AND BRONCHIOLES 


The term ‘“ bronchiole ”’ is customarily reserved for 
tubes with a diameter of less than 1 mm., but the struc- 
ture of the wall and the relationship to neighbouring 
lung tissue are more characteristic than mere size. 
Bronchi have thick fibrous walls permeated by elastic 
fibres and reinforced by cartilage ; the epithelium of the 
mucous membrane is arranged in basal, intermediate 
and columnar layers, and goblet cells are numerous ; 
glands are embedded in the deeper layers of the mucous 
membrane. The bronchi run in the interstitial con- 
nective tissue of the lung which separates them from 
the lung itself, they are, so to speak, extrapulmonary. 
Bronchioles, on the other hand, have thin walls devoid of 
glands, and are embedded directly in the lung tissue of 
which they are a part. The larger bronchioles have 
minute cartilages supporting their angles of division, but 
otherwise the walls contain no cartilage. They are lined 
with basal and columnar epithelium only ; goblet cells 


_are few in all bronchioles and absent in the smallest. 


The bronchi are kept patent by their strong cartilaginous 
wall, the bronchioles partly by the tone of. the muscle in 
their walls, but chiefly. by the respiratory movements 
which distend them as well as the air-spaces. The 
general arrangement of the bronchial tree is shown in 
fig. 1. 

THE GLANDS 


Textbooks and even recent monographs (e.g. Miller 
and Policard!) make scanty reference to the histology 


1. Miller, W.S. The Lung, London, 1937. 


Policard, A. Le Potmon, 
Paris ,1938. 
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Fic. 1—Coronal section through both lungs of an infant aged 
8 months. The lobules marked in the left upper lobe are correct 
in size and situation, and are chosen as a simple example of 
individual lobules in the periphery. The bronchi are marked by 
double or heavy outlines and by shading, the bronchioli by 
simple lines. Semidiagrammatic (life size). A, aorta; DA, ductus 
arteriosus ; PA, pulmonary artery; L, lobule. 


of the glands. We propose to describe their arrangement 
in four regions: the trachea and main bronchi; the 
large bronchi; the medium and small bronchi; and the 
bronchioles. In the trachea and main bronchi glands 
are abundant. The individual gland complexes are so 
large and so close together that they form a continuous 
coat between the lamina propria and the cartilage, and 
‘even invade the spaces between the cartilaginous rings, 
spreading out beyond them like a mushroom. The large 
bronchi—that is, the first few subdivisions of the main 
bronchi—though less rich in glands are well supplied. 
The glands no longer form a-continuous layer, but are 
aggregated into separate masses, the shape and size of 
which vary with the space available (fig. 2). They are 
sometimes internal, sometimes external, to the cartilages 
and sometimes lie between them. The glands decrease 
considerably in number and size in the medium and 
small bronchi. The reduction runs parallel with the 
reduction in calibre of the bronchi and the diminution 
of cartilage content. Bronchioles 
have neither cartilage nor glands 
in their wall. Goblet cells in 
normal bronchial epithelium are 
not very numerous; when the 
epithelium is irritated, however, 
they may increase rapidly in 
number and sometimes almost 
every columnar cell may be re- 
placed by a goblet cell. The 
abundance of goblet cells in 
pathological cases shows that 
every columnar cell in the 
bronchial tubes is capable of 
Pong converted into a goblet 
cell. 

In the newborn infant the 
glandular apparatus is under- 
developed throughout the bron- 
chial tree. It takes some months 
for the glands to reach maturity 
and full size. The first buds from 
the lining epithelium appear 
towards the end of the fourth 
foetal month, and by birth some 
gland tissue is present. Growth 
continues during the first few 
months of life and at 5-6 months 
the gland tissue appears to be 
adequate. Theillustration (fig. 3, 
a, b, c) was taken from the 
trachea because glands are most 
abundant there. 


tracing showing the 
glands in a bronchus 
3 mm. in diameter of 
a child aged 4 years. 


Longitudinal section 


A x 15). 


SECRETION 


In considering the function of the mucous membrane 
and the glands, it must be remembered that the secreting 
surface of the abundant glandular tissue in the trachea 
and large bronchi is much greater than that of the mucous 
membrane itself. The glands secrete fluid which has a 
function similar to that of the lacrimal glands ; it serves 
to moisten the enormous inner surface of the lung and its 
bronchi and bronchioles. In view of the continuous 


rhythmical flow of air the amount of fluid required is . 


considerable. The combined activity of the goblet cells 
and the glands keeps the mucous membrane covered 
with a moist, slightly viscous coating. A secondary and 
vitally important function of the secretion is to cleanse 
the inhaled air. The air is cleansed of dust and organ- 
isms by the respiratory passages themselves ; otherwise, 
the lung being a cul-de-sac, the respiratory tissue would 
be damaged or continually exposed to infection. The. 
harmful effects of excessive influx of dust are demon- 
strated in pneumoconiosis. The viscous lining of the air 
passages traps particles‘and they dre eliminated with the 
mucus; this occurs chiefly in the trachea and large 
bronchi. Particles which evade them may well be caught 
in the smaller bronchi which are also provided with. 
glands. Only asmall proportion of.the particles entering 
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Fic. 3—Camera lucida tracings of the trachea of infants of 3 weeks, 
3 and 8 months. The drawings show the increasing amount of 
gland-tissue, both absolutely and also relatively to the thickness | 
of the wall. Longitudinal sections (x 16). 


the trachea reach the respiratory tissue and are dealt 
with there. In pathological irritation of the respiratory 
passages not only are the goblet cells increased in number, 
but the glands become mucus-secreting in type and the 
quantity of mucus produced rises appreciably, especi- 
ally in the trachea and large bronchi where most of the 
glands are congregated.. ; i 


TRACHEO-BRONCHITIS, BRONCHITIS AND BRONCHIOLITIS 


The structural differences between bronchi and 
bronchioles and their different relationship to the lung 
tissue make it inevitable that there must be a funda- 
mental difference between tracheitis and bronchitis on 
the one hand, and bronchiolitis on the other. The two 
former are extrapulmonary but bronchiolitis is an 
intrapulmonary condition. Tracheitis and bronchitis 
affect thick-walled tubes, bronchiolitis tubes with delicate 
walls in direct contact with lung tissue. Bronchiolitis 
is therefore more serious than the other two conditions 
and the prognosis is always uncertain. The first impact 
of infection naturally falls on the upper part of the 
bronchial tree, which, in virtue of its abundant glands, is 
most capable of reacting effectively. Over-secretion 
produces the clinical signs of catarrh or tracheo-bron- 
chitis. The infecting agent is arrested before it reaches 
deeper and more vulnerable regions. Ordinary slight 
infections—mild influenza and the common cold—are 


‘dealt with in this way. The pathology of tracheo- 


bronchitis is thus rarely seen, but we were able to study 
it in 2 children who had died of non-respiratory diseases. _ 


f 
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The trachea and large bronchi were thickly covered with 
ellow mucus which stopped abruptly at the hilar region. 


e distribution of the glands and the fact that catarrh © 


is often localised to the trachea and large bronchi 
suggests that the massed glands form a barrier against 
lung infection. There is a widespread tendency to 
consider that the smaller bronchi are the site of infection 
in ordinary coughs, hence the diagnosis of bronchitis. 
This misconception may lead to the wrong prognosis and 
treatment. : e : 

Bronchitis affecting the smaller bronchial tubes, either 
restricted to one area or generalised throughout the lung, 
is much rarer than tracheo-bronchitis. It may arise as a 
separate entity, or in the course of a general infection 
such as measles, and prognosis and treatment are 
' different from those of tracheo-bronchitis. Secretion in 
the trachea and large bronchi does not seriously hinder 
respiration; the mucus is easily expectorated and has 
only a short distance to travel. Mucus in the smaller 
bronchi is far more likely to cause obstruction and 
expectoration becomes more difficult as the diameter of 
the tubes decreases; and the younger the child the 
smaller the average lumen of the tubes. Bronchiolitis 
differs completely from both tracheo-bronchitis and 
bronchitis, in which even in serious cases only the mucous 
membrane is affected ; lesions of the deeper layers of the 
wall occur only in exceptional cases. 


In bronchiolitis not only the mucous membrane but | 


the whole wall is inflamed. The pathological changes 
are extensive and the clinical condition correspondingly 
‘grave. The lumen of the bronchiole becomes narrowed, 
its wall rigid and its mobility impaired. Secondary 
collapse of the lung tissue frequently occurs as 


, Reviews of Books 


Pharmacology 


By J. H. Gappum, Sc.D. Camb., M.R.C.S., professor of 
pharmacology in the University of London. London: 
Humphrey Milford, Oxford University Press. Pp. 407. 
17s. 6d. 


NOTWITHSTANDING the modesty of the title Professor 
. Gaddum here embraces a remarkable range of subjects 

akin to pharmacology. Many of the chapters are 
excellent, notably those oh hormones and vitamins, and 
there is a valuable discussion of diet, salts and fats. 
Dr. Gaddum writes on these topics as one with authority. 
These are the advances which in the past few decades 
have crystallised out of the mother liquor of experimental 
physiology. They have a sharpness of outline which 
stands out in striking contrast against a background of 
lustreless empiricism. Professor Gaddum handles his 
material with a lightness of touch which is as welcome 
as it is unusual in textbooks on this subject. But what 
we gain on the pharmacological roundabouts we lose on 
the therapeutic’ swings. Indeed, when he discusses 
clinical aspects the author betrays some uneasiness. In 
the section on digitalis, for example, he says that in 
auricular fibrillation the auricle is beating very rapidly. 
The brief account of the response of the patient with 
auricular fibrillation to digitalisation is inadequate, and 
no mention is made of the value of digitalis in cases of 
cardiac insufficiency associated with normal rhythm, nor 
of its use in aortic regurgitation with cardiac failure. 
More than two pages are given to the toxicology of lead, 
but no reference is made to the therapeutic value of the 
official preparations of lead acetate. 
has been no more successful than his predecessors in his 
attempt to improve on the old-fashioned arrangement 
of the materia medica founded on Schmiedeberg’s 
classification. The ‘‘ systems ’’—nervous, alimentary, 
circulatory—have been used, but the method is aban- 
doned in order to introduce chapters on such important 
subjects as the heavy metals, disinfectants and proteins. 
This would be of little moment if it did not involve the 
use of a vast amount of cross reference which becomes 
tedious for the reader. All in all the book contains 


a great deal of information not readily available 


elsewhere. The final chapter, with its sections on the 
combined effects of two drugs, biological assay, and 
therapeutic trials in man, deserves high praise. 


REVIEWS OF BOOKS 


Professor Gaddum ' 
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a result and the way is paved for the development 
of pneumonia. 


SUMMARY 


The bronchi, irrespective of size, are characterised by a 
strong wall, consisting of fibrous and elastic tissue 
reinforced by cartilage. The wall is provided with 
glands which decrease in number as the bronchial tree 
branches. Glands are specially abundant in the trachea 
and main bronchi; they serve to moisten the lung and 
also cleanse the air entering the lung. The bronchi lie 
in the fibrous interstitial tissue between the lung segments 
or lobules, and are thus extrapulmonary. Bronchioles 
are the intralobular continuation of the bronchi. They 
are thin-walled and devoid of cartilage or glands. Their 
walls are in direct contact with lung tissue. 

The trachea and large bronchi are the favourite site of 
catarrh as might be expected from their position and 
their abundant glands. l 

So-called bronchitis is generally tracheo-bronchitis 
and is one of the chief manifestations of common colds 
and influenza. Bronchitis of the smaller bronchi is 
uncommoner and prognosis and treatment are different. 

Bronchiolitis, in contradistinction to extrapulmonary 
bronchitis, is an intrapulmonary process and therefore 
serious. Its chief characteristic is inflammatory involve- 
ment of the whole wall of the bronchiole. 


These investigations were begun many years ago by one of 
us (S. E.) and have been completed at the Hospital for Sick 
Children, Great Ormond Street. We are indebted to the 
medical committee who afforded us the opportunity to carry 
them out, and to Dr. D. Nabarro, late director of the patho- 
logical department, for his help. 


Heart Failure 


(2nd ed.) By ArtHuR M. FisHBERG, M.D., associate in 
medicine, Mount Sinai Hospital, New York City. London: . 
Henry Kimpton. Pp. 829. 40s. 


INTERPRETING ‘‘ heart failure” in a very liberal 
manner, Dr: Fishberg has brought together a remarkably 
complete and balanced collection of facts. It is no 
mere list, but a reasoned exposition of the subject by 
one who has wide clinical.experience and who has played 
a notable part in recent laboratory investigations. He 
presents even the most difficult aspects of his subject in 
a form which makes them clear to the clinician lacking 
experience of research technique. Essentially clinical 
in its outlook, the book ably correlates experimental 
and clinical findings, and the author seldom attempts to 
carry this process further than the facts justify. When 
correlation is impossible he admits it at once and 
theorising is never carried to extremes. The instant 
success of this work was not only a tribute to the author 
but also a demonstration that it filled a definite gap. 
The new edition has been thoroughly revised. 


X Rays 
Their Origin, Dosage, and Practical Application. (5th ed.) 
By W. E. Scnatt, B.Sc. Lond., F.Inst.P. Bristol: John 


Wright and Son. Pp. 252. 15s. 


Mr. Schall has enlarged his practical book with some 
of the more recent developments in construction of 
tubes and measurements of the quantity of radiation. 
There is a useful section in which apparatus is described 
from the point of view of the electrical engineer and here 
there are valuable descriptions of the new type of hot 
cathode and rotating anode X-ray tubes, with some 
helpful rating curves. The element physics of 
radiation are discussed and the explanations are clear, 
although it is really impossible to condense the analysis 
of such complex processes as characteristic radiation and 
absorption without omitting essential steps in the 
reasoning. The book contains references to most of the 
subjects required by radiographers studying for the 
M.S.R., and is readable; the inclusion of a number of 
tables both of physical constants and of X-ray e ures 
and depth doses make it a useful book of reference. 


It is profusely illustrated with diagrams and photo- 


graphs of instruments and apparatus made by Schall 
and Sons Ltd. i . 
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DIPHTHERIA ANTITOXIN 


THE discovery of diphtheria antitoxin marked a 
peak in the story of therapeutics, and its usefulness 
is universally accepted, but recent happenings are 
raising doubts whether present supplies are as 
effective as our knowledge can make them. The 
serum producer has been impelled to make ever more 
attractive antitoxin, and the measure of its attractive- 
ness has been the smallness of the volume containing 
the required number of Ehrlich “ units,’’ which are 
based on the amount of antitoxin required to save the 
life of a guineapig imperilled by a fatal dose of toxin. 
Parallel with this effort has marched an attempt to 
remove the tendency of injected serum to cause the 
familiar reaction, with its urticaria, joint-pains and 
fever. There have been three stages in the develop- 
ment of modern antitoxin. In the first, the 
unaltered serum of the immunised horse was used, 
which produced reactions in perhaps 40% of patients ; 
in the second, much useless material containing little 


or none of the Ehrlich antitoxin was removed by | 


precipitation with ammonium sulphate, and reactions 
now occurred in about 20% ; in the third and present 
stage, the work of ParrenTJEF and Pore has 
provided partially digested varieties of antitoxin with 
increased unitage and scarcely any tendency to cause 
reactions. Have these achievements yielded thera- 
peutically better serum? Certain immunological 
rebels have at times attacked the accepted beliefs and 
complained that all these manipulations have given 
us a sophisticated product not so helpful to the patient 
as the old. 


One of the mysterious properties of antitoxin is that - 


called “avidity.” The nature of the union of 
antitoxin and toxin has not yet been explained to the 
satisfaction of the physical and molecular chemists, 
but certain crude facts are known. MADSEN stressed 
the time factor, and his “ highly avid ”? serum seized 
the available toxin with great speed; GLENNY 
emphasised the firmness of the bond. It is possible 
for the serologist to choose a row of diphtheria 
antitoxins produced in the same establishment by the 
_ same methods, and identical in value by the Ehrlich 
test, but divisible into MapDsEn’s fast-combining and 
slow-combining groups, and these groups can again be 
divided into GLENNyY’s firmly combined and loosely 
combined groups. The complexities facing the 
inquirer on this subject may be judged from one 
experiment. A rabbit may be given intravenously a 
certain mixture of diphtheria toxin and non-acid 
antitoxin and lives on undisturbed. A similar rabbit 
injected intravenously with but a tenth of the same 
mixture dies of diphtheria toxemia in a few days. A 
third rabbit injected with a few c.cm. of the blood of 
the first unharmed rabbit also dies typically in a few 
days. The explanation of this seeming paradox is 
that the combination between toxin and non-avid 
antitoxin is not a firm one, so that when the neutral 
mixture is sufficiently diluted with the rabbit’s blood 
the toxin is set free. Do avid sera possess some 
peculiar therapeutic virtue? Dr. O'Meara and Dr. 


DIPHTHERIA ANTITOXIN 


of Duran-Reynals diffusion 


[FEB. 15, 1941 915 


McSWEENEY, whose papers appear in this issue, 
believe that they do. The latter tells of one death 
among sixteen cases of diphtheria in the severe grades 
3 and 4 when treated with a highly avid serum, while 
the expected fatality would ‘have been four cases. 


The statistician may see nothing remarkable in a run 


of sixteen cases without a death, but Dr. MCSwWEENEY 
points out the other striking features of this series— 
the rarity of fall in blood-pressure or cardiovascular 
failure, the absence of albuminuria or ‘residual 
paralyses, and the rapid disappearance of membrane 
and bull-neck. He says that never before—and he has 
had great experience—has he seen effects like these in 


` hypertoxic cases, and that it is difficult to avoid 


crediting the avid serum with them. Dr. O'`MEARA 
advances an attractive elucidation of these clinical 
results. On his hypothesis the diphtheria bacillus in 
the body produces two factors—substance A, highly 
toxic to guineapigs and toxic to. patients; and 
substance B, a second antigen which may itself be 
toxic to children and may also allow substance A to 
penetrate deeply and damaged tissue. Whether 
substance B is identical with McLEAn’s preparation 
factor from the 
diphtheria ‘bacillus is a question yet to be answered. 
The second claim in the hypothesis is that avid anti- 
toxin contains, as well as anti-A, a substantial amount 
of anti-B antibody, and hence its therapeutic 
efficiency in hypertoxic cases where both A and B are 
at work. On the other hand, ordinary commercial 
antitoxin, which is prepared from horses injected with 
the toxin of. Park-Williams No. 8 strain, a “ mitis”’ 
strain poor in substance B, contains little or none of 
anti-B and is therefore ineffective against se ae 
diphtheria.. ; 
The next step should be to test the avid serum on a 
large number of hypertoxic cases in Dublin and 
elsewhere, but no more of the serum is available, 
though an attempt is of course being made to prepare 
it. The serum used by Dr. McSwEENEY was a freak ; 
it was produced by the ordinary methods of immunisa- 
tion and made its appearance in one horse by chance. 
We are entitled to ask the Dublin observers for experi- 
mental evidence that this freak serum did contain 
much antitoxin to pure B toxin, and that the later non- 
avid serum from the same horse contained little or 
none. At present it is not clear why the desired anti- 
toxin has not been made by using pure B toxin, as 
McLEAN produced antidiffusing sera with purified - 
bacterial diffusing solutions. Meanwhile, whether or not 
Dr. O’MrEaRa’s hypothesis stands the test of time and 
further experimental examination, his work may stimu- 
late clinicians to collaborate with serum producers. 


ADSORBENTS 


FAITH, we are assured on the highest authority, is 
the substance of things hoped for. In no branch of 
therapeutics is this better illustrated than in the 
clinical application of adsorbents. Although they 
must be numbered among our oldest drugs, their 
pharmacological actions in man remain obscure, and 
their continued use is based partly on empiricism and 
partly on highly spectacular experiments in vitro. 
The growing popularity of the adsorbents among the 
lay public is probably the outcome of the modern cult 
for “inner cleanliness,” for we live in an age when 
every newspaper reader is haunted by the thought 
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that he is “a goodly apple rotten at the heart.”” The 
use of drugs which have a physical rather than a 
chemical action makes a strong appeal to most 
physicians susceptible to- the golden rule that the 
doctor should do no harm. It would be foolish to 
exaggerate the dangers associated with the presence 
of adsorbents in the alimentary canal, but it is none 
the less true that these substances are not entirely 
innecuous. MutTcH! has shown that kaolins differ a 
good deal in quality and his microphotographs of the 
gritty particles obtained from kaolin, B.P. and from 
a purified proprietary kaolin immediately suggest the 
potential dangers of taking these preparations for 
long periods. 
EMERY’S* observations regarding the traumatic and 
mechanical sequele arising out of the use of adsor- 
bents ; and as we may yet have to cope with epidemics 
of dysentery it is worth while to recall that during 
the last war the Germans discarded the use of kaolin 
because of the development of fatal perforations.‘ 

The therapeutic potency of adsorbents varies almost 
_ as widely as their purity. Quoting investigations by 
Rar and HEetumut MULLER, MutcsH records that 
German kaolin would not remove more than 50% of 
mussel poison from an aqueous solution and that 
activated charcoal failed to remove any at all. On 
the other hand, the English variety of kaolin used in 
MutTcu’s experiments removed the toxic substances 
completely. This variability of efficiency is partly 
due to the operation of physical conditions, often 
overlooked, such as the tendency of some kaolins to 
coalesce by mutual flocculation because of the 
presence of uncompensated electrolytes. Murca has 
also shown that it is impossible to deduce the thera- 
-peutic potency of an adsorbent from its ability to 
adsorb dyes, and he stresses the importance of measur- 
ing the power of the adsorbents to fix material of 
clinical significance, such as known food poisons. 

It has been known for a long time that the adsor- 
bents rapidly remove alkaloidal salts from solutions ; 
and when kaolin is administered with morphine 
preparations the alkaloid is largely adsorbed on to the 
inert material. .This state lasts as long as the kaolin 
remains in the strongly acid medium of the stomach, 
but as the adsorbent travels through the intestine, 
where the pH rises, the alkaloid is gradually liberated 
and a sustained morphine effect is achieved. Thus in 
this form of therapy variation of the H-ion concentra- 
tion exerts a desirable action whether it is intended 
or not. If the same thing happen when adsorbents 
are used to fix food poisons and bacteria, it follows 
that kaolin and similar substances should be employed 
merely as a preliminary to washing out the stomach 
or the administration of rapidly acting purgatives. 
Their use, in fact, corresponds fundamentally to the 
administration-of tannic acid as an antidote in poison- 
ing by salts of the heavy metals; the tannate must 
be removed lest it be “digested ’’ and absorbed. 
This conception of the influence of adsorbents may 
be refuted by further research, which may show that 
fixation is practically permanent. If so, it must be 
borne in mind that the process of adsorption in the 
alimentary canal is indiscriminate ; not only noxious 
agents but also physiological substances such as 
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enzymes, vitaminsand mucus are liable to be prevented. 
from performing their proper functions, MESSERLT’S 
experimental work lends support to this possibility. 
He has shown! that rats and pigeons fed on a diet of 
decorticated rice developed an avitaminosis more 
rapidly and more severely if charcoal or kaolin was 
mixed in the diet. When adsorbents are taken by 
the human subject over a short period of a few days 
or weeks these effects are probably negligible, but in 
the case of patients with chronic alimentary diseases 
such as colitis and peptic ulcer, frequent and prolonged 
administration of adsorbents may produce symptoms 
of deficiency disease. There is a growing practice to 
substitute adsorbents, especially hydrated magnesium 
trisilicate, for chemical neutralisers of gastric acidity, 
becausé neutralisation is better than alkalinisation, 
and a more prolonged effect can be obtained. Un- 
doubtedly a good case can be made out for this 
preference, but it would appear that insufficient 
attention has been paid to the possible harmful effects 
that adsorbents may have upon digestive and nutritive 
processes in the bowel.- In this connexion, even liquid 
paraffin has been called in question,’ and the paraffin 
addict who is on a borderline diet may be parting 
with a significant proportion of his fat-soluble vitamins 
every time he passes an oily motion. Anything which 
might interfere with the proper utilisation of the 
vitamin content of our present diet is a potential 
danger, and this aspect of adsorbent therapy would 
repay further study. 


ENDEMIC FLUOROSIS 


THE bones of marine mammals and their evolu- 
tionary ancestors are many times richer in the 
halogen fluorine than those of land mammals. In 
man it normally enters into cell metabolism to a 


' small extent, but when taken in quantities which 


might be harmless to the whale and the porpoise may 


. have pathological effects ranging from “mottled 


teeth ” to calcification of tendons, ligaments and 
fasciæ, or to osteophytic formation which according 
to RoHOLM’? may progress to synostosis of joints, 
especially those of the vertebral column. The first 
cases in Great Britain of industrial disease associated 
with fluorine were recorded in Sheffield last year by 
WILKIE® Fluorosis of milder degree, leading to 
mottling of the teeth, is endemic in some parts of 
Great Britain and was first noted by AINSWORTH °’ at 
Maldon in Essex. The discoloration appears as 
opaque white or brownish patches on the enamel and 
is likely to occur in those who drink water containing 
more than 4-5 parts per million of fluorine. Evidence 
is accumulating to show that dietary deficiencies 
may aggravate the effects of fluorine,” and Prercr 4 
found that signs of fluorosis were enhanced in poorly 
nourished sheep. In South India, SHORTT and his 
colleagues * found mottled teeth and painful skeletal 
deformities among the rice-eating peasantry ;. their 
animals, taking rice straw as fodder, were also affected. 
In North India, where the people eat the more 
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nutritious wheat and use its straw as fodder, WILSON™ 
found places where mottled teeth were common and 
severe, but where skeletal deformity only occurred 
among the poorest and worst-fed villagers, and was 
rare among the animals. 

Evidence that drinking-water may be the source 
of the fluorine is fairly convincing. In the United 
States DEAN and his colleagues have shown that if 
water devoid of fluorine is substituted in affected 
regions no further cases of fluorosis develop. They 
also noted, in comparing two groups of children, 
that a lower incidence of caries was associated with a 
higher fluorine content of the water. The problem 
of fluorosis is evidently entangled with several others ; 
Wison, whose paper appears on another page, has 
found, both in England and India, that in regions 
where the presence of fluorine has been demonstrated 
in the soil goitre and cretinism are—or have been— 
endemic; and has found in such regions a high degree of 
dental fluorosis among villagers using well-water. This 
raises some diverting speculation : fluorine may be cap- 
able, for example, of ousting its more lethargic cousin, 
iodine, from its essential place in thyroid metabolism. 
One aspect of the problem is clearly geological.: The 
usual fluorine-bearing mineral is fluorspar or fluorite ; 
as it is a highly insoluble fluoride of calcium there is 
no evidence to incriminate it as a cause of the condi- 
tion. Fluorapatite, a calcium fluophosphate, is present 


in small quantities in many sedimentary rocks such 


as sands and sandstones, and might where exception- 
ally abundant affect drinking-water derived from 
these strata. But data for deciding this point are 
imperfect ; among the vast numbers of analyses of 


drinking-water carried out in Great Britain attempts - 


to estimate the fluorine content are uncommon. In 
Somerset fluorspar is very rare, and only occurs .in 
small isolated patches in the Mendips; and there is 
no reason to suspect unusual concentrations of 
fluorapatite. Of 27 fluorosis localities detected by 
Wison in Somerset, 20 are situated in the lias forma- 
tion ; and this distribution suggests that the lias or 
some formation closely beneath it is the geological 
source of the condition, at any rate in Somerset. 
Many of Wi1son’s patients had used water from wells 
dug in the lower lias clays. The fluorine may be 
present in these clays or may be concentrated just 
below in a thin bed full of the fossil remains of marine 
vertebrate animals—the rhetic bone bed. There is 
evidence from other localities for thinking that the 
fluorine causing fluorosis is present in clays, especially 
those containing marine vertebrate remains ; and it 
may find its way into the human subject either from 


drinking-water obtained from wells in these clays or. 


possibly from the fumes from kilns in which the clays 
are baked into bricks. 

These suggested origins of the condition in teeth and 
bones, however, are no more than a plausible guess 
at present. VAN DER MERWE * has described means 
for measuring traces of fluorine in natural waters and 
he and NIcHOLs * have discussed methods for treating 


domestic water-supplies containing excess of fluorine. 


Dentists and doctors who encounter cases of fluorosis 
can help to settle the origin of the fluorine by finding 
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out when the condition arose and what water’ the 
patient was drinking at the time. If they will then 
have the fluorine content of the water estimated by 
an analyst and send the results to the Director of the 
Geological Survey* it will be possible to say more 7 
certainly which geological horizons are dangerous 
and how the condition may be eradicated. 


Annotations 


A PROMISING NEW SULPHONAMIDE 


THE effects on laboratory animals of sulphadiazine 
(2 sulphanilamidopyrimidine), one of the latest additions 


to the sulphonamide family, have been studied by Fein- 


stone and his colleagues! at Johns Hopkins. The new 
compound results from the replacement of one hydrogen 
atom in the sulphonamide group of sulphanilamide by a 
pyrimidine ring. As in sulphapyridine and sulpha- — 
thiazole it is a heterocyclic ring which is introduced into 
the molecule. The most striking feature of this compound 


is the high concentration in the blood which. is obtained — 


even after a single dose by mouth—higher than is obtained 
after sulphapyridine. Thus in the rabbit, after a single 
dose of 0-25 g. per kg. body-weight, the total concen- 
tration of free and combined sulphadiazine in the blood 
rose to 21 mg. per 100 c.cm.; sulphapyridine gave 
13 mg. per 100 c.cm. Other animals gave .comparable 
results. The speed of absorption appears to vary with 
the species of animal used, but in most cases the con- 
centration in the blood was nearly maximum in an hour. 
There arb two ways in which the effects (toxic or thera- 
peutic) of members of the sulphonamide family may be 
compared. Either the animals may be given the same 
dosage of the different drugs or the dosages may be 
varied so that the blood concentrations of the different 
drugs remain equal. Using equal dosages Feinstone 
and his fellow workers found sulphadiazine to be more 
toxic to mice than sulphathiazole, which in turn was 
more toxic than sulphapyridine or sulphanilamide. 
Towards monkeys either with equal dosage or with equal 
concentrations in the blood, sulphadiazine seemed to be | 
less toxic than sulphapyridine. They found that in the 
monkey the proportion of the drug present in the blood- 
stream as the acetyl derivative was much greater in the 
case of sulphapyridine than in the case of sulphadiazine ; 
it is known that the acetyl derivative of sulphapyridine 
is more toxic than the drug itself and the apparent 
greater toxicity of sulphapyridine might perhaps be due 
to the greater amount of acetyl derivative. They found, 
too, that deposits of crystals of the acetyl derivative 
commonly appeared in the urinary tract after high-blood 
concentrations of sulphapyridine and less frequently 
with sulphadiazine. With increasing recognition of the 
need for adequate dosage of sulphapyridine the danger 
of the formation of such deposits is increased. 

The observations on the therapeutic value of the new 
compound are not conclusive because only the results of 
equal dosages of the different drugs were compared, and 
with equal dosages sulphadiazine gives higher concentra- 
tions in the blood. However, if the human body can 
tolerate higher blood concentrations of sulphadiazine 
than of other members of the series the results are still 
of value. Only mice were used in these experiments. 
In the treatment of streptococcal and pneumococcal 
infections sulphadiazine gave results comparable to 
those given by sulphanilamide and sulphapyridine; the 
results in staphylococcal infection were similar to those 
of sulphathiazole. Against infection of the mice with 
Friedlander’s bacillus strain B, sulphadiazine was much 
more effective than either sulphanilamide, sulphapyri- 


* Exhibition Road, London, S.W. 7. 
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dine or sulphathiazole. If this proves to be the case 
_ for all strains of Friedlander’s bacillus in human infec- 
tions, then sulphadiazine has at once a place in. thera- 
peutics ; opinions differ on the value of the chemothera- 
peutic agents used hitherto in this infection but agree 
that there is room for improvement. 


THE PELVIC JOINTS IN PREGNANCY 
As long ago as the time of Hippocrates it was taught 
that the pelvic joints underwent relaxation, the resultant 
enlargement of the pelvic capacity facilitating delivery. 
Ambroise Paré subscribed to this theory of disjunctio 
pelvica, though Vesalius protested against the view. 
A considerable. bibliography has accumulated on this sub- 
ject, and recently Prof. James Young: has reinvestigated 
it. Using a technique of radiological mensuration he has 
established that the pubic and sacro-iliac joints of pregnant 
women, when compared with non-pregnant controls, 
undergo a significant expansion. In the case of the 
sacro-iliac joints the figure for joint space is 4:5 mm. 
compared with a normal reading of 3-6-3-9 mm., and in 
the case of the pubic symphysis 4-2-5 mm. compared 
with 2-6 mm. From his studies he has reached several 
important conclusions: that pregnancy leads to a 
relaxation of the pubic joints ; that this disjunction may 
assume pathological extent and lead to a subluxation ; 
that labour is not the cause, since the increase in joint 
space is apparent in the first half of pregnancy ; that the 
joint involutes to the pre-pregnant state by the end of 
_ the 3rd to 6th month after delivery ; and that parity has 
no significant effect on the changes, primipare and 
multipare being affected to an equal degree. The 
changes are more easily demonstrable in the symphysis 
than in the sacro-iliac joints, though both are similarly 
affected. The etiology of this joint relaxation has been 
carefully studied by Hisaw? in rabbits ; he concluded that 
a hormone, relaxin, was responsible, and he. was able to 
produce this joint change by injection of-relaxin into 
virgin rabbits in cestrus. The physiological significance 
of this work as far as pregnant women is concerned, 
though small, is a two-fold one. The relaxation of the 
pelvic joints very slightly increases pelvic capacity, and 
. the forward rotation of the pelvis on the sacrum increases 
the anteroposterior diameter of the inlet, a fact that led 
to the adoption of Walcher’s position for short periods to 
encourage a refractory foetal head to engage in the 
pelvis in the first stage of labour. By the same token 
the squatting position operating in the reverse way 
should facilitate the passage of the head through the 
outlet at the end of the second stage, a fact well known 
among primitive races, whose womenfolk favour this 
position for delivery. Professor Young is chiefly 
interested in two aspects of this work. First, that in a 
small proportion of women—0-75% or 34 out of 4512 
deliveries—the relaxation has progressed to a patho- 
logical subluxation of the symphysis, in which the two 
halves of the pelvis were freely movable, resulting in a 
painful waddling gait orcomplete disability requiring treat- 
ment in bed. Such a condition is predisposed to by some 
intercurrent disease (in Professor Young’s series this was 
seen in 38-2%) and by the postural strain induced by an 
alteration in the normal spinal curves due to the lordosis 
induced by the weight of the gravid uterus. Iis second 
interest is the persistence of backache in the delivered 
woman and the significance of this arthropathy of 
pregnancy in its xtiology. He found backache to be 
present in 46-6% of cases suffering from the combined 
pubic and sacro-iliac lesion in a careful follow-up investi- 
gation. Regarding treatment he found that forcible 
manipulation gave excellent results in two-thirds of 
these cases. l 

The lesson to be learned from Professor Young’s paper 

is that the pregnant woman who complains of backache 
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the child-bearing population. 


diagnostic evidence of organic hypoglycæmia. 
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or pain over the symphysis should be carefully investi- 
gated by radiology and shielded from unnecessary 
trauma to the affected joints, so that she may be insured 
against that unpleasant legacy of a confinement, persistent 
low backache, from sacro-iliac strain, a disability that 
causes much economic and psychological damage among- 
Rest, physiotherapy and 
a properly fitting corset will do much to alleviate the 
strain on the relaxed joints in the puerperium until such 
time as nature has completed their proper involution. 


HYPOGLYCÆMIA 


HYPOGLYCÆMIA as a rule arises from hyperinsulinism 
whether endogenous (from overaction of the pancreatic 
islet cells usually a-sociated with an adenoma) or 
exogenous (from an,overdose of insulin), but it is not 
always realised that the symptoms of hypoglycemia may 
occur without hyperinsulinism, ‘and they may then be 
attributed to epilepsy, narcolepsy, intracranial tumour, 
psychosis, psychoneurosis, neurasthenia and gastro-intes- 
tinal disturbances, particularly peptic ulcer. The 
finding of a low blood-sugar value, however, does not 
necessarily mean that this is the explanation of the 
symptoms, for low fasting values are obtained in normal 
people on a low carbohydrate diet as well as in anorexia 
nervosa, Simmonds’s disease and idiopathic steatorrhea, 
without the symptoms of hypoglycemia. For the 
diagnosis of hypoglycemia it is essential that in addition 
to the low blood-sugar value the symptoms shall be 
relieved by the administration of dextrose. Conn" has 
classified the etiological factors of spontaneous hypo- 
glycemia into two main groups. The organic group, with 
a recognisable anatomical lesion, includes hyperinsulinism 
arising from the pancreas, hepatic disease, pituitary and 
adrenal hypofunction, and lesions of the central nervous 
system. The functional group, with no recognisable 
anatomical lesion, includes certain cases of hyperinsulin-: 
ism, renal glycosuria, pregnancy and lactation. Four- 
fifths of all cases with hypoglycemic symptoms fall into 
one of three main groups—hyperinsulinism of organic 
origin, functional hyperinsulinism and hepatic disease. 
For each of these three groups the treatment is different, 
so that it is essential to establish an accurate diagnosis 
at the outset. The clinical course in the organic hyper- 
insulinism and hepatic types is towards progression of 
symptoms, the attacks becoming more frequent and more 
severe. In the hepatic type there may be other 


- symptoms suggestive of hepatic dysfunction, and the 


hypoglycemic symptoms tend to come on in the early 
hours of the morning. Conn has found that the fasting 
pre-breakfast blood-sugar levels, the dextrose-tolerance 
test, and liver-function tests are of value in differential 
diagnosis. He considers the fasting blood-sugar data 
obtained after the patient has been on a restricted 
carbohydrate diet difficult to interpret, but a fasting | 
pre-breakfast blood-sugar value of 50 mg. per 100 c.cm. 
in a person who has been on a normal diet affords strong 
Cases of 
functional hypoglycemia—and this group provides the 
majority of clinical cases—are not associated with low 
fasting pre-breakfast blood-sugar levels. The factors 
influencing dextrose tolerance and the difficulty of 
interpreting hepatic function tests has led most British 
workers to be sceptical of data based on the interpretation . 
of the latter, but Conn, with the majority of American 
workers, considers the tests to be of value, provided 
standard conditions are used. 

The treatment of the functional hypoglycemias is 
entirely medical. Conn advocates a diet high in protein 
(120-140 g. a day) and low in carbohydrates (50-75 g.) 
with fat sufficient to ensure an adequate calorie value. 
The rationale for such a diet is that at least half of the 
protein is utilised by the body as carbohydrates and that 
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the comparative slowness of the breakdown of the 
protein molecules provides a small but continuous 
supply of carbohydrate. In the treatment of organic 
hyperinsulinism and hepatic hypoglycemia surgery must 
be considered. After the report of a case of islet-cell 
tumour by R. M. Wilder and his co-workers,? numerous 
reports of laparotomy on supposed cases of hyper- 
insulinism have appeared, but only in about half of the 
cases has a pancreatic abnormality been discovered. 
Conn has therefore laid down what he considers to be the 
minimum conditions which must be fulfilled before a 
laparotomy is contemplated—absence of extrapancreatic 
causes of hypoglycemia; abnormally low level of 
blood-sugar during the symptoms and the rapid relief of 
symptoms by administration of dextrose; repeated 
fasting blood-sugar values below 50 mg. per 100 c.cm. 
when the patient has been on an adequate diet; and 
depression of the fasting blood-sugar below 40 mg. by 
carbohydrate restriction. If these criteria are fulfilled in 
a patient past middle life with progressive symptoms a 
malignant condition is probable and an operation must 
not be delayed. The indications for operation in the 
hepatic group are more difficult to define. Conn cites a 
case of chronic cholangitis in which there was no clinical 
evidence of hepatic disease. and only full investigation of 
the hypoglycemia revealed evidence of hepatic damage, 
yet this patient was completely cured by removal of the 
gall-bladder and biliary drainage. Ifthereis any evidence 
of a degenerative or a destructive lesion of the liver 
treatment consists in the provision of a diet rich in 
carbohydrates, vitamin A and calcium, which is known to 
aid in the restoration of damaged liver cells. 
Hypoglycemia, then, is no longer a mere academic or 
diabetic problem, but must be considered a possible 


cause for syncope, altered mental states and atypical - 


dyspepsia. Further, it affords a possible metabolic basis 
for a few more cases in that huge morass of clinical 
material all too readily classified as functional. 


PSEUDOFRACTURES 


Many diseases affecting the skeletal system are com- 
plicated by fractures which are often multiple and 
symmetrical and occur spontaneously or.after slight 
trauma. Among them are the varieties of osteogenesis 
imperfecta and the various types of osteomalacia. 
Such fractures are commonly only partial, without 
displacement of the fractured surfaces, and because of 
the underlying bone pathology their radiographic 
appearances differ from those of the ordinary traumatic 
fracture. These peculiarities have led several radio- 
logists to express the belief that ‘‘ pseudofractures ” are 
a definite clinical entity and they have even been called 
Milkman’s disease and other names after various workers 
who have reported examples. McCullough,? however, 
who has lately made a close study of them, concludes that 
there is no ground for the belief that pseudofractures 
represent a new disease. They are partial fractures 
produced by excessive strain on a diseased bone and 
there is recent confirmation of the original hypothesis of 
Looser that they begin as infractions of individual 
trabeculz. Indeed, as in the well-known ‘‘ March 
fracture,” excessive strain on normal bone may lead to a 
simular type of fracture. Also such fractures have been 
produced experimentally by Sai. Radiographically- 
pseudofractures assume three forms. In malacic diseases 
the lesions appear as small subperiosteal notches in the 
cortex or as irregularly circular areas of decalcification. 
Later this decalcification may extend across the bone to 
form a band ranging from a millimetre to more than a 
centimetre in width. At this stage, of course, gross 
trauma may readily convert the pseudofracture into 


a complete one. In cases not associated with osteomalacia - 


2. Ibid 1927, 89, 348. 
3. McCullough, J. A. L. Proc. Mayo Clin. 1940, 15, 785. 
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the lesions may appear as cracks or fissures extending 
part way across the bone, and periosteal reaction is 
somtimes observed, especially on the concave side of 
pathologically curved bones, and the ends of the apparent 
fragments often show a marginal sclerosis. The third 
form is akin to March fracture in that there is fusiform 
callus formation and no fissure or band of decalcification 
can be detected. These changes are readily explained 
by trabecular infraction leading to partial fracture. 
McCullough compares the process to what happens in a 
piece of malleable metal when it is repeatedly bent back 
and forth. With slight movement the increase in local 
circulation produces local decalcification, and replacement 
of calcium is only accomplished if calcium is available for 
deposition. In one interesting case of multiple pseudo- 
fracture complicating osteogenesis imperfecta, reported 
by Macey,‘ it was noted that while there was no abnor- 
mality in serum calcium and phosphorus or in studies of 
calcium balance serum phosphates was absent, and after 
surgical treatment with consolidation of the fracture the 
serum phosphatase became normal. 


OIL IN THE LUNG 

WE live in an uncertain world. Even liquid paraffin, 
long reputed blameless, has its sinister aspects. Its 
action on the peritoneum was described by A. H. 
Cruickshank® in our columns not long ago, and he 
mentioned briefly its effect on the lung. Cases of oil- 
aspiration pneumonia have been reported in America 
for several years and Freiman, Engelberg and Merrit ° 
last year recorded a group of 47 cases of which 41 
were chosen. from among 3500 consecutive autopsies 
performed at the Montefiore Hospital in the past ten 
years. The patients ranged in age from 20 to 82, but as 
the hospital is for chronic cases most of them were elderly, 
and many were suffering from debilitating illnesses, ` 
associated in some with dysphagia. Oil had been taken 
in various ways: by mouth as an intestinal lubricant ; 
intranasally as a spray or drops ; and intratracheally as a 
lubricant for a tracheotomy tube. Analysing all cases 
reported as well as their own, these workers found that by 
far the commonest route was oral; out of 105 cases, 83 
of which had come to post mortem, 49 took oil by mouth 
and 23 used it both orally and nasally. Various oils 
were implicated, but liquid paraffin was easily in the 
lead. In young children cod-liver oil and cream have 
occasionally produced the condition, but vegetable oils, 
such as iodised poppyseed oil used in bronchography, 
rarely give trouble; chaulmoogra oil is an exception to 
these. Liquid paraffin, being bland, can pass into the 
trachea from the pharynx without the patient realising 
it; it excites no cough and since it clogs the cilia is not 
removed again at once, but trickles to the lung bases 


under the action of gravity. The immediate response of 


the lung is to throw out macrophages which take up the 
oil, developing in the process a foamy appearance. 
Macroscopically the affected areas of lung are grey or 
yellow and moderately firm, protruding slightly above the 
level of the surrounding tissue. Gradually the patches 
become firmer and greyish-white, when they may be 
mistaken for tumour metastases. Later the lung becomes 
fibrotic and may finally produce masses of hyalinised 


` fibrous tissue in which oil is entrapped—paraffiinomas in 


fact. Various stages of the condition may be found in a 
single lung if the use of paraffin has been going on for 
years. The condition itself gives rise to no characteristic 
symptoms but in elderly people it seems to be sometimes 
associated with intermittent pulmonary infections, the 


_ episodes being accompanied by cough, fever and prostra- 


tion. Radiography in the early stages shows increased 
markings in the lower lung fields. Later, shadows 


4. Macey, H. B. Ibid, p. 789. 

5. Jan. 4, 1941, p. 4. i 

6. Freiman, D. G., Engelberg, H. and Merrit, W. H. Arch. intern. 
med. 1940, 66, 11. 
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representing areas of consolidation are formed in the 
bases, extending from the hilum to the diaphragm. 
The upper lobes are only affected late. The differential 
diagnosis is from bronchiectasis, unresolved pneumonia, 
: pulmonary metastasis, tumour, infarct and tuberculosis. 
The writers consider that though the condition is 
commoner than is generally supposed, the administration 
of oil does not necessarily mean that oil aspiration will 
occur ; liquid paraffin is taken by thousands with safety. 
It is as well to be on guard, however, and if the condition 
is suspected to stop the use of paraffin. In elderly, 
debilitated and especially dysphagic patients its use is 
not without danger, and its use for old recumbent patients, 
patients with chronic mental illness or mental defectives 
might well be discouraged. - 
| WENCKEBACH . 

THE death of Karel Frederik Wenckebach breaks the 
last link with Vienna as an international centre of 
medical culture. Wenckebach succeeded to Carl v. 
Noorden’s clinic in 1911 and became one of the most 
popular teachers in the university until he resigned his 
chair in 1929. But his link with this country was 
something apart. He was an honorary fellow (the last 
survivor) of the Royal College of Physicians of London ; 
he delivered (and we had the privilege of publishing) the 
St. Cyres lecture on circulatory problems in beri-beri ; 
and on his visits here he moved among friends who spoke 
of him among themselves as ‘“‘ Winkle.” He was of 
course not German-born. His parents lived in The 
Hague. He qualified at Utrecht in 1888 with the inten- 
tion of becoming a doctor in the fens. But the urge to 
find out how the human heart works got hold of him and 
he was called to the chair of medicine at Utrecht where 
he spent ten fruitful years working on the irregular heart. 
. He reached Vienna via Strassburg, as it was then called. 
On his 75th birthday celebrated by his colleagues there 
two years ago it was emphasised that his power to win 
hearts was bound up with his love of nature and of art. 
He was in fact a good European. 


RADIATION DOSAGE IN CERVICAL CARCINOMA 

In recent years there have been several attempts to 
arrive at the optimum dosage in the treatment of 
carcinoma of the uterine cervix by radiation. It is 
known that a small dose is of little value and that 
it is possible to do more harm than good by over- 
dosage. Miss Margaret Tod,’ in the second of two 
papers, emphasises the importance of attempting to 
assess the ‘‘dose’’ at two selected points in the 
pelvis. The first, point A, is situated 2 cm. lateral 
to the central canal of the uterus and 2 cm. from the 
mucous membrane of the lateral fornix in the axis 
of the uterus, and lies at the base of the broad 
ligament. The second, point B, hes 5 cm. from the 
mid-line on the same level as point A, and is either in 
or near enough to the obturator node to give a measure 
of the dose received by it. These two points are the 
same distance from the cervical canal, though at a 
slightly different level from those selected by E. L. Frazell? 
in his attempt to correlate tumour dose and five-year 
survivals. From a study of some 370 cases of carcinoma 
of the cervix treated with y rays, or with y rays and 
X rays in addition, Miss Tod reaches some interesting 
conclusions. She has analysed the results according to 
whether the patient was treated with radium alone, and 
whether the exposure to radiation was continuous or 
divided, or whether X rays were used in addition. From 


the evidence obtained it appears that, allowing for inevit- - 


able inaccuracies in calculation, and for the variable 
reactions in different patients, it is possible to suggest 
doses to be used as a basis for future treatment. Thus 
Miss Tod suggests that when radium alone is used the 


1. Brit. J. Radiol. January, 1941, p. 23. 
2. Amer. J. Jtoentgenol. June, 1938, p. 861. 
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maximum effective dose is 7500-8500 r in 6-7 days or 
8500-9500 r for 3 or 4 serial weekly applications, and 


when X rays are employed in addition the summated ~ 


dose should not exceed 9500-10,500 r at point A over a 
4—6 weeks over-all time. She also points out the danger 
inherent in raising large volumes of tissue to a high dose. 
W. V. Mayneord® has recently calculated some total 
energy absorptions in X-ray and y-ray treatments. 
The ‘integral dose ’? need no longer be regarded as a 


completely unknown quantity, and it would be interesting 


if Miss Tod could make this calculation for the various 
techniques employed so as to note the effects of irradiat- 
ing increasing volumes of tissue quantitatively. She 
has done excellent work in suggesting optimum dosage 
levels for treatment at certain specified points, but to 


decide the most advantageous method to apply X or y ' 


radiation it is necessary to determine not only the dose at 
certain points in the pelvis but also the complete distribu- 
tion of the radiation in space. This has already been 
done for an X-ray technique,‘ and a paper by Professor 
Mayneord on the volume distribution due to a radium 
technique is in the press. 


KNOWING AND LIVING 


SCIENCE and social progress mould and direct each 
other, and though ignorance and vested interests baulk 
progress there has been in the last century a complete 
revolution in the transport of goods and ideas, the war 
against dirt, medicine, conditions of labour and the 
This is wel 
shown in Mr. F. Sherwood Taylor’s ‘‘ The Century of 
Science 1840-1940 ”?” (Heinemann, p. 279, 8s. 6d.). In 
1840 four families often lived in one room, twelve feet, 
square, and notorious centres of squalor, such as London’s 
Rookery of St. Giles and Frying Pan Alley, were common 
in every big city. The putresence of slums in the early 
nineteenth century with their smell of sludge and privy- 
midden is vividly described. Before the discovery of 
the processing of rubber, bottle-fed babies sucked real 
calf’s teats preserved in spirit ; and ‘‘ pobs ” or pieces of 
bread boiled into a watery paste were the staple diet of 
newly weaned north-country children. Dr. Taylor is 
quick to see the social significance of familiar things. 
The science of the moving picture has not only provided a 
characteristic occupation and a soother.for the people, 
but for the first time in history it has given the mass of 
young men and women a place to sit together in winter. 
Medicine, he rightly thinks, could have done more by 
maintaining health rather than treating disease, and he 
makes a good point by saying that the yearly amount of 
money spent on medical research in this country is the 
same as was needed to kill 32 of the enemy in the last 
war. He goes on to note the effect of science on the 
evolution of the modern home and of clothing, and finally 
tries to show that the lack of respect for truth, in science 
as elsewhere, is the cause, of present world unrest. In 
rejecting the spilth of many similar books Dr. Taylor has 
interpreted freshly the influence of science on the 
growing art of living. ; ' 


Mr. Matcotm MacDoNaLD will be missed at the 


Ministry of Health but we cannot grudge the transfer of 
his conciliatory and humanistic outlook to a sphere with 
greater freedom of opportunity. Mr. ERNEST Brown 
takes up the portfolio with a fine experience of social 


_ problems and a recognised ability to deal with any 


situation which turns on the equitable distribution of 
resources. We can say hail and farewell in the same 
breath as hail and well met. 


Dr. HAROLD SCURFIELD, who. died at Letchworth las 
Saturday in his 78th year, was medical officer of health 
for Sheffield 1904-21 and held the university chair in 
public health. His knowledge of public health theory 
and practice was encyclopedic and for many years he 
contributed weekly to our columns. , 

We also announce with regret the death of Dr. WILLIAM 
BULLocH, emeritus professor of bacteriology in the 
University of London at the London Hospital. ° 


N 


| 
3. Brit. J. Radiol. July, 1940, p. 235. 4. Ibid, May, 1939, p. 281. 
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In England Now 


A Running Commentary by Peripatetic Correspondents 


‘‘ A FRANTIC monotony of disorder ” is, I think, the 
phrase used by the Hammonds to describe the miles of 
jerry-built houses thrown up to house the working 
classes during the industrial revolution. It is a phrase 
which, in one mood, comes to mind after spending some 
months i in visiting public air-raid shelters in London and 
the provinces. ‘‘ Frantic” because even the least 
introspective must consider this a frantic world in which 
the lord of creation—not to speak of Mrs. Lord and the 
little Lords—must spend his nights in underground 
repositories designed only for bargains, wines, sewers or 
tube railways ; ; “monotony ” because, although each 
shelter is different from the next they are monotonously 
inadequate as dormitories (‘‘ Hygienically speaking,” 
as Lord Horder has said, ‘“‘ there is no such thing as a 
good public shelter ; only bad and less bad ’’); ‘“ dis- 
order ’’ because however clean, tidy, well canteened, 
be-closeted and aid-posted a shelter may be it necessarily 
has that temporary and disorderly air seen in a gipsy 
camp or in those collections of Hairy Ainus or Congo 
Pygmies one paid a shilling to see at international exhibi- 
tions in the dear dead days of peace. Yet in a less 
pessimistic mood the description is seen to be unreal, and 
` would certainly be rejected by the shelterers themselves, 
most of whom, after all, have come from houses to which 
the phrase was originally applied. A party of American 
hygienists (loathsome but apparently necessary word) 
who went round some unselected shelters seem to have 
been chiefly impressed by the amount of work which 
has been and is being done in them for the sake of what 
is—as Sir Wilson Jameson has pointed out—only some 
5% of the population, even in London. As they remarked 
on the expenditure of bricks and mortar, on closets, 
canteens and aid posts, I had to defend it by re-telling 
the story of the American military attaché at the 
Dardanelles, who, asked what he thought of our situation 
after the landing, replied ‘‘ Waal, General, I guess you’re 
between the Devil and the W. C.” It is, therefore, 
somewhat unfortunate that, unlike the many “ angels ” 
who have not feared to tread the shelters since the 
earliest days—East End parsons, Quakers, Red Cross 
and St. John workers, doctors and municipal officials, 
ministers of the Crown—those that chiefly rushed into 


print seem either to have political axes to grind or wish - 


to generalise from the particular as a result of a brief 
sight-seeing tour. Perhaps the authorities were slow 
in getting off the mark ; perhaps the borough machinery 
failed always to stand the strain; perhaps in every 
shelter the medical superviston is not all it might be, 
but does that justify wasting paper now by describing 
the conditions of last November ? Or saying that hardly 
any large shelters have canteens when the reverse is the 
truth? Or blackening the shelter medical service because 
it is not a complete state medical service for the nation ? 


* * * 


Dr. Thomas Parran, surgeon-general of the United 
States, is honouring us with a visit and the Washington 
correspondent of the Daily Telegraph says that he wishes 
to study the hygienic measures we have taken in shelters 
because ‘‘ American medical opinion is amazed at the 
way in which Britain has prevented epidemics.’’ This 
amazement, if true, is perhaps a little premature,— 

“ Beware the Ides of March ’’—and in any case modern 
epidemiological theory, having taken a nasty knock or 
two lately, is inclined to be more fatalistic than ever and 
would certainly not ascribe the absence of an epidemic 
to any feeble endeavours made by those responsible for 
the public health. Nevertheless I have little doubt 
that General Parran will be impressed with what has 
been done. 
the prompt solution of the problem of sewage (disposal 
from tube platforms by blowing it up to sewer level with 
the compressed air of the signal system); the discovery 
and elimination of a species of mosquito found to be 
breeding all the year round in the underground railway 
system ; the provision in every large shelter of a medical 
aid post, including a visiting doctor, a nurse, a sick bay, 
and a formidable equipment of drugs; the provision of 
a doctor for emergency calls to every public shelter; the 
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To give some examples, major and minor ; 
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building of water-closets on a large scale (96 with 60 


feet of urinal in one shelter) ; masks, air sprays, delousing 
apparatus and extensive new powers to ‘exclude from 
shelters, to examine children, to cleanse persons and 
bedding, and so on. We may feel about the lurking 
epidemics what the Scottish soldier said about his 
blankets after they had been treated for lice, ‘* They’re 
a’ there yet!” But at least we can echo his friend’s 

reply, ‘‘ Aye, but they must have gotten an awfu’ 
fricht ! ?” According to report, Dr. Parran’s party hopes 
to go on later to Paris and Berlin and they will have some 
interesting comparisons to make. Is it a question- of 
“ Oh, to be a neutral now that spring’s there!” or do they 
expect Paris and Berlin to be in British hands by then ? 


The other day I had to perform a radical mastoid 
operation on a middle-aged man and decided that the 
cavity should be skin-grafted. I had had no occasion 
to examine his chest (a chore left to the houseman, 
whose opinion on such matters is probably of . more 
value) or his legs, and when the thigh was exposed I was 
horrified to see an enormous tattooing of one Mary in an 
enticing state of déshabille. The nursing staff. had 
‘* prepped ”?” the area in the usual way and without 
comment had left it tome. We then uncovered the rest 
of the patient and found Anne on his other thigh, in an 
equally naughty pose. His chest, abdomen, back and 
upper arms were also covered with "decorations. of a more 
or less erotic nature. This once-prevalent custom among 
seafarers seems to be less popular. nowadays. It is 
difficult to decide whether the underlying desire was to 
stimulate their own visual appreciation. or that of others, 
or whether it was merely an ‘“ old Spanish custom.’’ 
What with the complicated designs and the stoicism 
required to endure the pain inflicted in the process, the 
pictures must have been a source of much pride and 
prejudice. I was quite unable to decide whether 
tattooed a could be grafted, and, if so, what would 
happen. aed ae I transferred some of Mary to the 
mastoid, wo it have any influence on the man’s 
mentality ? Would it send him seeking Mary in what- 
ever far-distant corner of the earth he had encountered 
her? Suppose he subsequently developed. tinnitus, 
would voices whisper “ Mary’? Would the skinned 
portion of Mary be replaced with an undecorated 
regrowth of his integument? Would I be liable for 
damages in this event? Perhaps, I thought, I ‘had 
better telephone the Medical Defence Union first. 
Weakly, I sliced portions of normal skin from among 
Mary’s sprawling limbs and left her intact. 


ak * * 


Whenever I see that the Minister of Etcetera in the 
middle of a great war has found time to go and address a 
Rotifers’ lunch or give away the prizes at a seminary, I 
wonder. Surely it would have been much better for his 
job if he’d gone for a nice country walk by himself and 
had a little of that quiet cogitation which is the very 
nursery of statesmanship. Why do they all do it? 
Well, I’ve had only one of this kind under close observa- 
tion and there was no doubt why he did it. He enjoyed 
it; if he was away from the eyes of his fellow men he was 
unhappy ; he liked to be with them in large numbers as 
the most prominent person among them ; the cheers, the 
exaltation of his ego, the newspaper reports, the sense of 
being important, all this was the alkaloid that stimulated 
him to further efforts in the public cause, and the drug 
that gave him a craving for more. He would snatch at a 
chance of making a speech even at a Women’s Institute 
meeting as avidly as a morphia addict if he can’t get 
anything stronger will take to paregoric. Of course, he 
rationalised the process, as duty, or recreation, or keen- 
ness on that particular institution, or even cynically as 
pure vote-catching, but this deceivéd none of the inner 
circle. He dropped all pretence with his secretary and 
she caught it well and good if there were blank spaces in 
his engagement book. Sometimes I, who, he knew, had 
the appropriate receiving apparatus for that sort of thing, 
would hear an insincere voice, representing a small 
minority of his cortical cells, saying ‘‘ Ob for the quiet 
of the country—away from all this,” “ Oh to be just 
Mr. Smith again.’’ Then the telephone would ring and 
the reporters arrive, his eyes would brighten, his face 
would set in a peculiar way, minor manic qualities would 
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be released, and he would be quite a different person. 
Obviously there is a definite mechanism here, a mechan- 
ism that lures men with certain characteristics to become 
leaders, holds them in an addict’s vice of adulation and 
publicity, extracts much valuable work from them, 
makes them sensitive to any draught of criticism. It 
gets every ounce out of a man as no payment or 
rationalised process could do, and at the same time keeps 
him controlled by those he leads, a strange device by 
ee slave is made to work hard in the galley, and 
ove 1t. 2 at * 


Riding down to Cambridge in one of those snappy 
American ambulances that you see about, I learnt from 
the beautiful and talkative driver that the service is run 
by two Americans. They have some six hundred women 
drivers—not all American—who are paid £2 a week for 
billeting but otherwise work voluntarily. There are 
about half as many cars—Packards, Buicks, Chryslers, 
and others—all painted grey with a red stripe round 
them. There are also a number of ambulances and 
special vehicles, such as a dental travelling lab., fully 
fitted out from America. The cars are for the use of the 
E.M.S. but I believe expenses are paid from America and 
that the petrol comes over in special tankers. They are 
mostly used in transferring patients and occasionally 
doctors from one centre to another, and the girls have 
done some pretty good feats of driving. Different 
American townships have presented different things, and 
the dental workshop was presented. by the dental sur- 
geons of America. Altogether they are making a fine 
contribution to the war effort of which too little notice 
has been taken. n * à 


_' It seems ages since I huddled in a chair in front of 
the fire and knew that I was ‘for it.” That hot spot 
in the throat was unmistakable, the railhead, the forward 
base from which the enemy was going to advance on a 
wide front. Talk about your modern three years or so 
of war—mine puts the Thirty Years’ War to shame. 
Every winter, and perhaps oftener, the enemy has 
launched (and I suppose will go on launching) attacks 
of great nuisance value which force me to an inglorious 
strategic retreat. Upper respiratory infection, influenza, 
epidemic catarrh, call it what you will, it was on tbe 
move and I had better retire to my tents, O Israel. 
Now, have I got that quite right? Looking into the 
fire, no, drooping and gooping and mooping, signing 
the aching bakehouses, as you were, baking the aching 
sinuses, you see it was a Saturday and I was reading 
an appreciation of James Joyce in the New Statesman, 
I knew that I had got it the wrong way round. It had 
struck its tents, humanity was on the march, and I 
-was on the move—and that turned out to be true about 
this. attack, too, afterwards. , 
the matter bad luck darling I hope to goodness you don’t 
give it me go and get into bed I'll put a hot bottle in 
where’s the thermometer O Lord it’s up to 102 it will 
mean that you’re in bed for at least a week well if 
Hitler comes you’ll jolly well stay there no cold cellar 
for you to catch pneumonia in I don’t think I should have 
a hot bath in case there’s an air raid dear.” To which I 
replied ‘‘ O blast, O blast, O BLAST,” looked into the 
medicine cupboard on my way up, and could find 
nothing suitable to my condition, as nobody has sent 
me any samples for a long time. And so to bed, and 
my wife asking me if there is anything more she can get 
me, and I replying that all I want is a large supply of 
cold water and to be left alone (I did not add ‘‘ to die 
in peace,” for that would have been not quite sincere ; 
I felt like that only part of the time). 

Scene II.—A few days later. On a table by the bed- 
side, on the floor, even on the bed itself, are books, 
gradually accumulated by request of the invalid. You 
see, as soon as I know that I must perforce retire from 
the world for a season I become all penitence and good 
resolutions. So many books on my shelves have been 
there for years, and I ought to have read them long ago, 
but the cares of this world, a lack of intellectual discipline, 
laziness, wrong moods, iniquity of some sort or another, 
have let them go unread. My wife had originally, off 
her own bat, brought me the month’s La France Libre, 
her own thriller from the library, and my copy of .the 
Lancet. Sometime I would read them; but with the 
prospect of at least a week indoors, the immediate need 
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My wife said, ‘‘ What’s . 
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was thought; deep, serious, well-pondered and balanced 
thought. In the intervals of being ill, and during con- 
valescence, what should I do? Write about shop, or 
outside medicine ? I thought not, for it is such a fag 
to manipulate a pencil or pen in bed, especially if you 
do not want to sit up. Read? Not shop, at any rate ; 
let us have a change and enjoy stolen sweets. What 
better than make up for lost time, and get the dust 
blown off some of the neglected shelf-dwellers? What 
about the Nonesuch edition of Rawlinson’s translation 
of Herodotus which I have only glanced at during our 
five years cohabitation ? A day of fitful, semicomatose 
and perspiring thought under the bedclothes produced 
the important decision that the book was altogether too 
big and heavy for a febrile invalid; nevertheless the 
shadowy recollections of the actual volume itself, woven 
into dreamy and inconsequential thought about this 


vital matter, left me with an almost voluptuous sense of 


duty nobly and highly done (evening temperature 
101° F.). So as the days went by and the pyrexia 
subsided piles of books gradually invaded the bedroom. 
This is the list today, when I am up again, and returning 
most of them to their shelves, still unread: ‘‘ The 
Development of Modern France,” by D. W. Brogan ; 
the old leather-bound copy, which I got in a little Surrey 
secondhand furniture shop for ninepence, of Samuel 
Johnson’s ‘‘ Prayers and Meditations ’’; Collingwood 
and Myres’ ‘‘ Roman Britain and the English Settle- 
ments ’”?; some philosophy of Maritain and theology of 
John Oman; the book of the Linguaphone German 
course, and one or two simple German readers (having 
started to learn German already about a dozen times, 
and getting ‘‘ just so far,’’ shall I start again in real 
earnest ?); the first volume of Toynbee’s “ The Study 
of History ” ; Blunden’s ‘‘ The Face of England,’ and 
also ‘‘ Nature in English Literature” (on the inside 
page of which he wrote and Amen-ed, years ago, James 
Thomson’s couplet ‘‘ I care not, Fortune, what you me 
deny, You cannot shut the windows of the sky ’’); the 
first volume in the 1799 edition of Sewel’s ‘‘ History 
of the People called Quakers.” 

In the whole fortnight I have read—Oh the things, 
that we ought to have done and have not done, and the 
things we have done that we ought not to have done !— 
the two morning papers each day and done occasional 
bits of the crossword ; a couple of paper-backed thrillers 
which were already lying about; the New Statesman, 
and Time and Tide; the contents page and one or two 
other pages of the Lancet and the B.M.J.; ‘‘ Waverley ”’; 
and ‘‘ Peveril of the Peak.” The latter proved itself an 
admirable bedbook—at least my copy did, for each of 
the four volumes was so small and easy to handle, the 
print so good, that it could be read comfortably with all 

ut one’s nose and thumb inside the bedclothes. I must 
claim also that at least I said ‘‘ how do ” to most of the 
others, dipped into them, smelt their backs, noted their 
pagination ; for some of them, indeed, this is not their 
first friendly, though vain, sharing of my infltuenzal 
retreat. I shall read them all, one day—perhaps. I 
should like to, anyhow. 

I must confess to having looked at one or two medical 
books, also, reading a chapter or two here, looking up a 
special subject there. More than ever I realised how 
few modern medical books read easily; so many are 
moderately worthy, but dull and lifeless. I was so 
depressed with the two which I consulted that I took a 
corrective dose of ‘Trousseau’s wine (literary, not 
peer from one of the volumes of his ‘‘ Clinical 

ctures.” Perhaps the Lancet leader-writer is correct 
in assuming that most modern medical textbooks are 
written by registrars with their way to make; and even 
when the writers have made their way, so many are 
still registrars who have never grown up. 

* * * 

An hour or two after I had read your peripatetic’s 
note on Gilbert White’s summary of the weather 
between 1768 and 1792, I started on J. W. Fortescue’s 
introduction to the ‘‘ Memoirs of Sergeant Bourgogne 
(1812-1813).’’ He finds something of a parallel to 
Napoleon’s retreat from Moscow in our own military 
history. ‘‘ We too have had our disastrous retreats, 
though we may not know very much about them. The 
worst was from Holland to the Ems during the very 
severe winter of 1794-095. Two-thirds of the army 
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perished, and if the retreat had lasted for but three 
days more hardly a man would have survived. . . . For 
some days food was scarce, but drink was obtainable, 
and the British fought pitched battles for it against their 
Hessian allies. At the end of one day’s march a party 
held a carousal round a cask of spirits, and were all 
found round it on the next morning, frozen to death. 
And once again there were women in the retreat; and 
the sole narrator records that he saw a mother frozen to 
‘death with her baby in her arms, and the milk frozen 
hard on the dead baby’s lips.” 
# 


+ + 

Now that housewives have got to make the best of the 
foods they can get, I hope to put into practice an idea 
I have had for seven years. Take a couple of large 
floury potatoes and bake them ; mix a wineglassful of 
red wine with some well-reduced meat stock; fill a 
hypodermic syringe with this and inject it into the 
potatoes. What a pleasant surprise for your guests 
who thought they were only going to get a plain baked 
potato. The contents of the syringe can be varied. Put 
in white wine and you have pommes piquées au vin 
blanc. A little tomato juice: pommes piquées au jus 
de tomates. A little celery seed (Cerebos sell it) and you 
have celery potatoes. I am sure it would work. The 
other thing I urge is that people should grow more 
cardoons, a giant thistle much the same as the globe 
artichoke, but eaten more like celery. They are delicious 
vegetables with a flavour slightly less pronounced than 
that of celery, but stronger than that of a leek. They 
should be served with a mild cheese sauce. 

* * + s, 

As the deafening report of the explosion died away the 
air-raid warden said, ‘‘ Come on, Doctor, let’s go and 
have a look.” In the fading ligbt of a December after- 
noon we emerged from the house and made our way 
towards the column of smoke and dust that was still 
visible among the scattered suburban houses about 200 
yards away. The destructive effects of the bomb were 
remarkably circumscribed; there was an open space 
covered with rubble where a few minutes earlier had 
stood two highly desirable, semi-detached modern villas, 
happily untenanted. There seemed to be nothing for 
either of us to do, and as the sound of the planes had not 
ceased. we agreed that we had better return to the 
shelter. Just then, however, our attention was attracted 
by high-pitched shrieks which seemed to come from a 
distance. ‘ Children ?’’ queried the warden. “No,” 
I returned, ‘‘ those aren’t children’s voices ; but I can’t 
say what they are.” ‘‘ Whereis the noise coming from? ”’ 
asked the warden, increasingly mystified, as he peered 
into the gloom. No answer from me was necessary, for 
at that moment half a dozen hens in a state of great 
agitation came fluttering down on us from the sky. 
They had evidently been caught by the blast of the 
high-explosive bomb, and were but then returning from 
their journey to the stratosphere. For a moment after 
they landed they trod the ground somewhat gingerly, 
but soon they were wholly absorbed in the business of 
foraging among the debris, apparently oblivious of their 
grotesque appearance, for they had been almost com- 
pletely defeathered in their meteoric flight. 

+ + + 

I have often wondered whether London’s legion of 
pigeons should not be trapped and sold for the Red 
Cross. According to me, they ought to bring in £25,000. 
And after all pigeons are vermin ; they destroy crops 
and they are much nicer to eat than the bird that is the 
great pest in Australia—the common sparrow. The 
sparrows there came originally from England; some 
fool took a couple out and they bred in record time. 
Soon half of Australia was covered with them, but 
fortunately Perth and all the district around was free, 
for that is one of the biggest fruit-farming areas in the 
world. One day it was reported that two English 
sparrows had been seen in the 
it seems some super fool had brought a couple along with 
him two thousand miles from the other side of Australia. 
There was a frantic to do; everyone in Perth depended 
on the prosperity of the fruit farmers for a living. Every 
school in the place was given a half holiday and the 
children rushed off to catch the sparrows. The fire brigade 
was called out, and £5 was offered for the capture of each 
one. When they were caught the town sighed with relief. 


MEDICINE AND THE LAW 


public park in Perth; 
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MEDICINE AND THE LAW . 


The Nurse-Anesthetist l z 


WE noted last year a protest against the proposal to 
employ a ‘‘ nurse-anæsthetist ” at a hospital (see Lancet, 
1940, 2,307). Mention was then made of legal restrictions 
on such employment in Canada. The British Journal 
of Anesthesia (1939, 16, 142) had given its readers an 
account of the Canadian case of McFall v. Victoria Hos- 
pital and Turner, from which we are permitted to quote. 

McFall was a workman who met with an accident 
necessitating operation. Dr. Turner performed the 
operation at the defendant hospital, the anæsthetic being 
given by a nurse-anæsthetist. McFall died during the 
operation ; his widow sued the hospital and the surgeon 
in the Superior Court at Montreal. The deceased was 
said to have been a difficult subject'for a general 
anesthetic; he suffered from alcoholic excess and 
abnormal blood-pressure and there was a fatty accumu- 
lation around the heart. The court thought that an 
anzesthetic should not be administered to such a patient 
by anyone not medically qualified.. In such a case the 
defendants should have been doubly prudent; the 
patient should have had the increased protection of a 
specialist in anzesthesia ; McFall having chosen to under- 
go the operation, it became the duty of the surgeon, in 
view of the inherent dangers of the anesthetic and the 
particular risk to this patient, to choose and, if need be, 
to insist upon a first-class anesthetist capable of meeting 
any complications which might occur. The employment 
of a general anæsthetic being a dangerous act, it followed 
that it constituted a fault in itself to propose for this 
duty a young nurse who had little of the medical educa- 
tion of a physician. The specialist can note the signs of 


‘the patient’s reflexes, pulse, breathing and colour; he 


can detect a sudden complication and act quickly, doing 
what is required and nothing else. The defendants were 
not entitled to say that the surgeon was available to deal 
with complications of anæsthesia; the surgeon must 
concentrate upon the operation itself; he should not 
supervise the anesthesia. As the court could not 
determine the exact cause of death, it could not attribute 
blame to the nurse-anesthetist. It could not decide 
that McFall would have still been alive if a properly 
qualified angsthetist had been there instead of the 
unqualified nurse. There was no proof that the death 
was due to her inexperience or incompetence. | 
It would be interesting to have the verdict of an English 
coroner on facts similar to those in McFall’s case. In 
England the issue of negligence would, as usual, depend 
on the decision made by judge or jury on a particular 
set of facts in the light of expert medical or surgical 
evidence. If we are to contemplate the possible liability 
of a surgeon in England who found himself, like Dr. 
Turner, operating on a patient to whom a nurse- 
anesthetist is administering the anesthetic, the same 
question would arise as in the cases where a nurse is said 
to be at fault in counting swabs or in burning a patient 
with a hot-water bottle. Plaintiffs have tried to fix the 
surgeon with responsibility for the nurse’s acts of 
omission in such cases. The surgeon usually replies that 
the nurse is specially trained for these duties and acts 
independently of him when carrying them out. Itis a 
question whether she is or is not his servant or agent. 
In England we still await an authoritative pronounce- 
ment on this point. In an American work on ‘“ The 
Roéntgenologist in Court ” (1937) reference is made to a 
case (Emerson v. Chapman) where the Supreme Court of 
Oklahoma said that it was the defendant’s duty ‘in 
using the nurses furnished by the hospital, to see that 
every act necessary for the operation under his immediate 
supervision and control was properly performed.” If 
the nurse concerned, said the court, was not under his 
direction and control, he was not liable for her acts; the 
court held that she was. It by no means follows that our 
own courts would come to the same conclusion of fact. 


Hospital’s Liability for Nurse 


Hospitals, as well as surgeons, are concerned in the 
question of liability for a nurse’s negligence. An article 
on this topic by Mr. F. W. MacLeod is printed in the 
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: December Canadian Bar Review. . The Supreme Court of 
Canada, it seems, accepted in Nyberg v. Provost Municipal 
Hospital Board (1927) the dictum of Kennedy L. J. in 
the well-known case of Hillyer v. ‘St. Bartholomew’s 
Hospital (1909) that a hospital ‘‘ is liable for the negli- 
gence of even duly qualified nurses employed by it in 
the performance of all duties other than those done under 
the direct orders of a physician or surgeon in the course 
of an operation.” Less consonant withthe decisions of 
the English courts is the proposition which Mr. MacLeod 
extracts from certain Canadian cases (in particular 
Sisters of St. Joseph v. Fleming, 1938) ‘‘ there is no legal 
distinction per se between routine acts of nurses and acts 
requiring professional skill.” Canadian and English 
law agree that the test of the liability is ‘‘ whether or not 
the relationship of master and servant existed between 
the hospital and nurse at the time the negligence com- 
plained of occurred.’? Mr. MacLeod, however, quotes 
Davis J. as saying (in the last-named case) that there 
might be quite exceptional cases where other considera- 
tions would arise. Both in England and Canada it is 
clear that the hospital is not liable where the doctor has 
control. This raises a question of fact which is particu- 
larly interesting when the doctor is absent and the 
nurse is carrying out his instruction. In Vuchar v. 
Trustees of Toronto General Hospital (1937) the defendant 
hospital was held not liable where the doctor gave an 
express order ‘‘ to use the electric cradle continuously ” 
and the nurse applied too much heat and so burned the 
patient. Mr. MacLeod dismisses the idea to which 
Prof. A. L. Goodhart of Oxford University has given his 
support that the hospital might have a liability when the 
nurse is carrying out the instructions of a third party. 


SCOTLAND 


| SCOTTISH STUDENTS’. HEALTH 

WE mentioned last week in our news column that the 
annual convention of the Scottish National Union of 
Students, held in Aberdeen, had given its approval to a 
scheme for setting up a limited panel system of medical 
insurance for students. Under this system, an attempt 
would be made to form a small medical panel in each 
university town, composed of a few of the younger 
university teachers, who would be invited to codperate. 
They would be carefully informed as to the modest 
financial emolument involved. Students in each town 
would be asked to register their names at the local 
Students.Representative Council office and pay a fee of, 
say, 10s. 6d. or £1. They would then choose from the 
panel the name of the doctor of their preference, to whom 
would be sent the students’ names and addresses, with 
index cards on which essential data regarding any 
illnesses would be written, and the registration fees after 
a small deduction for administrative expenses. The 
registered student would then be entitled to call in this 
practitioner when he was ill. It was realised that the 
student response would probably be slow in developing, 
for few students were provident enough to think in terms 
of possible ill health, and fewer still thought of providing 
against such an event. At first, therefore, only a small 
panel would be needed, which could later be increased, 
on a basis of about 100 students to each doctor. 

The suggestion to establish a Scottish student health 
insurance system arose because of an investigation by 


the national executive committee of the union into the ' 


existing health services, which revealed one notable 
deficiency. The healthy student in each university was 
offered facilities for free medical examination at which 
organic disease could be excluded and the grade of his 
physique recorded, and the desperately ill student or 
the student in need of an operation could receive free 
hospital treatment. either in the general hospital wards, 
as in Glasgow, Aberdeen, and St. Andrews, or in a special 
students’ ward, as in Edinburgh. There was, however, 
no special provision for the student who was ill in his 
lodgings—the one suffering from one of the minor 
maladies which, though not necessarily dangerous, might 
nevertheless be damaging to efficiency ; or the student 
in the early stages of serious disease. At present the 
average student who fell ill in his lodgings was at a 
double disadvantage. 
for medical.attention, because he was ignorant about the 


He did not know where to apply. 


local medical practitioners,.and he was haunted by the 
possible .expense involved in calling in some strange 
doctor. As a result he often did not call in any medical 
help at all, or if he did he waited until he had become 
dangerously ill.. It was to bridge this gap between 
medical examination of the healthy and hospital treat- 
ment for the very ill that the health insurance scheme was 
suggested. 
GLASGOW WESTERN INFIRMARY | 


” 


Sir George A. Mitchell, chairman of the board of | 


managers of the Western Infirmary, indicated at a recent 
meeting that preliminary steps were being taken towards 
establishing an organised orthopeedic service for the 
West of Scotland. The large general hospitals and the 
local authorities were already providing for a large num- 
ber of cases, but there was still a lack of provision for the 
treatment of long-term cases. The proposal was to set 
up an organisation to codrdinate all existing services 
and provide additional services as required. It had been 
initiated by the Central Council for the Care of Cripples 
in connexion with a fund of £70,000 which had been 
allocated to Scotland from Lord Nuffield’s trust. There 
was need of a hospital in the country for prolonged 
inpatient treatment under open-air conditions, for ad- 
ditional clinics for outpatients, and for a service for the 
vocational training of cripples and placing them in 
employment. 
A HUNDRED DENTISTS AND A’ 

Glasgow dentists have established a unique A.R.P. 
service which other areas might copy.. There is a large 
first-aid post in the Town Hall, which is situated in the 
centre of the city. The building is close to a most con- 
gested area,. where casualties might be high, and from 


which it is difficult to recruit intelligent ' part-time 


workers. Medical and nursing attention present no 
difficulties by day, for a staff of doctors and nurses is 


` always available during office hours, but is not so 


easy to arrange at night. A large group of Glasgow 
dentists have therefore taken over responsibility for the 
post at night. i 
first-aid, anti-gas work, and A.R.P. organisation. A 
hundred dentists attended, and of these more than half 
are now sleeping at the post, doing one night in eight 
with 7 on duty at a time. The sleeping quarters are not 
sumptuous but are comfortable, and part of each evening 
is spent in further training. 


Parliament 


_ ALTHOUGH the greater part of the parliamentary week 
in the Commons was taken up by a minute examination 
in committee of the intricacies of the War Damage Bill, 
the few hours occupied in the discussion of two votes of 
credit for the immense total of £1,600,000,000 over- 
shadowed everything else. Members. are becoming 
accustomed nowadays to periodical demands from the 
Chancellor of the Exchequer for grants of money for the 
prosecution of the war, the proportions of which are 
truly staggering judged by peace-time standards. But 
in spite of that, there was no-one who did not catch his 
breath when Sir Kingsley Wood announced that our daily 
rate of expenditure, which a year ago was £5,000,000, is 
now more than doubled. Our total national expenditure 
is now approximately £12,250,000 a day, since apart from 
war the other multifarious services of the state, including 
the social services, have to be paid for. It is a little 
difficult to grasp the significance of the fact that we are 
now spending at the rate of more than £4,000,000,000 a 
year, a figure impressive enough in itself, but all the more 
so when it is compared with the largest sum actually 
spent in any year in the last war—£2,432,000,000 in 1917. 
Nor did the Chancellor give the House any hope that we 
had yet reached the peak; on the contrary, he warned 
the nation that great as are our present burdens and 
sacrifices they must be followed by still bigger ones as 
our war effort rises to its tremendous climax. vilian 
consumption must continue to be curtailed and the 
figures of saving as a result of the National Savings 
Movement, satisfactory as they are, must be exceeded. 
While in the view of the Chancellor of the Exchequer the 
danger of the so-called gap between taxation and saving, 
on the one hand, and expenditure on the other has been 


Their training began with courses in 
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exaggerated, he did not deny that there was a danger that 
prices may rise to excessive levels.: He assured the 
House, however, that the Government were fully alive to 
this menace and would not hesitate to tackle it should the 
necessity arise. Such criticism as was offered by 
members of all parties was not directed to the size of the 
votes ; everyone was conscious of the universal desire to 
speed up the national war effort to the greatest possible 
extent, and that astronomical figures of production cannot 
be expected in this most costly of all wars without 
corresponding figures of expenditure. There was a 
general demand that the sacrifices of the war should be 
spread over all classes of the community, but Sir John 
Wardlaw-Milne and others uttered a warning that this 
must not be done at the expense of national] nutrition, and 
they pleaded that social justice should be done by some 
system of family allowances. | 


Medicine a Business 

In the course of.the debate on the committee stage of 
the War Damage Bill in the House of Commons Sir 
FRANCIS FREMANTLE raised a point of some interest to 
the medical profession. Clause 42 deals with insurance 
schemes and Sir Francis moved an amendment to'make it 
clear that .the word ‘‘ business” used in the clause 
includes any trade, profession, employment, or vocation. 
He said that it was thought by the medical] profession, for 
whom he spoke, that it would be best to use the interpre- 
tation of the word business, which is used in the Income 
. Tax Act. He was not wedded to the exact wording so 
‘long as medical men were included. He understood that 
it had been said in the memorandum to this bill that the 
word business did include the professions ; but he pointed 
out that there was nothing in the bill to say so, and 
medical men did not desire to trust simply to a statement 
of that sort.—Mr. LYTTELTON, President of the Board of 
Trade, said he was advised that the word business 
covered the professions, and that it would be dangerous 
from the legal point of view to insert the words proposed 
by Sir Francis Fremantle. At the same time there was 
something to be said for making clear to the ordinary 
reader the extent to which the word business applied. 
He did not know whether that could be done, but he 
promised to look into the matter. On this undertaking 
Sir Francis Fremantle withdrew his amendment, 


QUESTION TIME 


Medical Services 

Mr. G. MANDER asked the Minister of Health whether, in 
view of the widespread dissatisfaction at present existing in the 
medical profession with regard to the failure to utilise to the 
fullest extent the services of the medical profession in the 
, national effort, owing to lack of coérdination and coöperation 
-between the Emergency Medical Service, the medical services 
of the armed forces and the general body of civilian medical 
practitioners, he would consider the advisability of appointing 
a small non-medical committee to investigate the most 
effective organisation for utilising to the best advantage the 
medical services of the country.—Mr. M. MacDona p replied : 
The Service Ministers, the Secretary of State for Scotland and 
I are not aware of any widespread dissatisfaction, but we have 
recently had the advice of a committee appointed to consider 
the steps necessary to secure a proper allocation of the avail- 
able medical man-power between civilian and military ser- 
vices. The committee consisted of Sir Arthur Robinson, as 
chairman, and three medical men with wide experience of the 
various branches of the profession—namely, Sir John Fraser, 
Sir Kaye le Fleming and Professor Picken. Their report is 
now receiving our active consideration. : 


Rehabilitation of Blinded Civilians 
In reply to a question Mr. MacDonaLp said: Up to date 
28 civilians (19 men and 9 women) have been reported to me 
as being in hospital with injuries resulting or likely to result 
in blindness. The records in the ministry do not show if any 
‘of these are under 16 years of age. Eleven of these 28 are 
already at St. Dunstan’s. At present, the names of all such 


‘casualties who are not transferred to St. Dunstan’s are being 


reported to the National Institute for the Blind, who are 
making provisional arrangements for their rehabilitation and 
for notification to local authorities ; and arrangements to deal 
_with larger numbers, if necessary, are under consideration in 
consultation with the appropriate agencies. The question of 
‘vocational training for a fresh occupation is the concern of the 


Minister of Labour and National Service, with whom I am in. 
communication on the matter. Payment is made to any 
hospital in which a civilian blinded as a result of enemy action 
receives hospital treatment. 


Hospital in Glamorgan 


Sir WILLIAM JENKINS asked the Minister if he was aware 
that there were thousands of pounds of material lying waste 
at the Church Village Hospital, Glamorgan, and the essential 
timber for roofing was not supplied, priority claims promised, 
which had been made at intervals since January, 1940, were not 
fulfilled ; would he take immediate steps.to remove the 
obstacles so that the materials on the site might be used, as 
skilled workers were leaving regularly and the. hospital was 
urgently needed for military and local purposes.—Mr. Mac- 
DONALD replied: One of my senior technical officers visited 
the site at the end of November and has recently conferred 
with the architect responsible for the work. A high priority 
has been given to the scheme and arrangements made which 
should result in rapid progress. 


Accidents in Mines 


In reply to a question to the Secretary for Mines Mr. Davip 
GRENFELL replied: Provisional .figures for 1940 show 910 
persons were killed and 3186 seriously injured by accidents at 
mines under the Coal Mines Act. The figures for 1939 are 
783 killed and 3155 seriously injured, and for 1938, 858 killed 


and 3157 seriously injured. 


Public Health @ 3 = 


Ireland: The Public Health 


THE annual report of the Department of Local Govern- 
ment arid Public Health for the year ended March 31, 
1939, has recently been issued. It is unfortunate, if 
inevitable in present circumstancés, that the report 
does not appear more promptly. This department 
seems to be the maid-of-all-work of public administration 
in Ireland and the report deals with a great variety of 
topics, ranging from such elections as those of the 
President of Eire and of the members of the Dáil and 
Senate to housing and the control of infectious diseases, 
the administration of the sweepstake funds and the dis- 
pensary medical service. The work of national health 
insurance, although under the supervision of the depart- 
ment, is dealt with in a separate report. The total 
amount received by the Hospitals Trust Fund from 
sweepstakes in 1938 was £1,386,158, out of which grants 
amounting to £570,909 were made to hospitals and 
nursing institutions, £107,935 of this being in respect of 
working deficits in the expenses of existing hospitals. 
A grant of £12,500 was made to the Medical Research 
Council, and one of £6104 to the Hospital Library 
Council, which was established during the year and is 
doing excellent work in the distribution of books to the 
voluntary hospitals and the tuberculosis sanatoriums. 
The total amounts paid out of sweepstake funds to 
voluntary hospitals or other voluntary organisations 
up to March, 1939, was £3,681,170, and to local authori- 
ties for hospital purposes £2,156,058. The amount 
standing to the credit of the Hospitals Trust Fund in 
December, 1938, was just over £8,000,000. 

As regards the incidence of infectious diseases, there 
was a decrease in notifications from 8677 in the previous 
year to 8065. This fall affected nearly all the principal 
diseases, with, the exception of diphtheria which showed 
an increase from 2511 to 2983 cases. The department 
has up to the present failed to establish an adequate 
scheme of immunisation against this disease. There has 
been a considerable fall in the mortality from tuber- 
culosis in recent years, and the year under review 
showed the lowest rate yet recorded—1 09 per 1000 of 
the population. This is a reduction of 61% on the rate 
recorded in 1904. The highest rates recorded in 1938 
were in the cities of Dublin and Cork, and the lowest in 
the counties of Longford, Leitrim and Roscommon. 
No substantial alteration occurred in the mortality from 
puerperal sepsis and accidents of childbirth in the 
decade 1927—36, but there has been some improvement 
in more recent years, probably due to the adoption of the 
newer chemotherapeutic measures. Infant. mortality 
has shown some improvement, the rate ‘being 67 per. 
1000 births in 1938 as compared with 74 and 73 in the two 
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preceding areas. The rates are still unduly high in some 
districts, particularly in the cities of Dublin and Water- 
ford where the figures were 96 and 99 respectively.. A 
recent survey of conditions in Dublin showed that 60% 
of Dublin mothers of the working class were unable to 
breast-feed their children. Free milk schemes and 
maternity and: child-welfare schemes are in existence in 
several areas, but there are still many areas untouched. 
The report gives information concerning the regulations 
governing the production and sale of milk, but we learn 
little of how the system of administration works. 
The regulations apply only to the sale of whole milk 
intended for human consumption, and do not affect the 
sale of skimmed or separated milk, cream, or buttermilk. 


This is a serious drawback to the system, for separated 


milk is frequently used as a food both for human beings 
and for animals and has carried diseases to both classes. 

The report gives figures for the number of patients 
attended and work performed under the poor-law 
dispensary system. The total number of new patients 
attended was 893,600, of whom 157,711 were attended 
at their homes and the remainder at the dispensaries. 
The number of vaccinations performed was 31,717. 
representing 55-7% of the births registered. 


Infectious Disease in England and Wales 
ar WEEK ENDED JAN. 25 


Notifications.—The following cases of infectious disease 
e were notified during the week: smallpox, 0; scarlet 
fever, 1302 ; whooping-cough, 2892; diphtheria, 1134 ; 
enteric fever, 11; measles (excluding rubella), 14,630 ; 
pneumonia (primary or influenzal), 1573; puerperal 
pyrexia, 156 ; cerebrospinal fever, 303 ; poliomyelitis, 5 ; 
polio-encephalitis, 1; encephalitis lethargica, 5*; dysen- 
tery, 63; ophthalmia neonatorum, 42. No ‘case of 
cholera, plague or typhus fever was notified during the 
week. . i | 

The number of civilian and service sick in the Infectious Hospitals 
of the London County Council on Jan. 31 was 2219, including : 
scarlet fever, 292 ; diphtheria, 315 ; measles, 859 ; whooping-cough, 
163; enteritis, 24; chicken-pox, 211; erysipelas, 52 ; mumps, 10 ; 
poliomyelitis, 2 ; dysentery, re ; cerebrospinal fever, 57 ; puerperal 
sepsis, 7; enteric fevers, 6; german measles, 5; other diseases 
(non-infectious), 89; not yet diagnosed, 82. 

Deaths.—In 126 great towns there was no death from 
smallpox, 2 (2) from enteric fever, 2 (0) from scarlet 
fever, 81 (1) from whooping-cough, 23 (3) from measles, 
42 (1) from diphtheria, 44 (7) from diarrhoea and enteritis 
under 2 years, and 120 (22) from influenza. The figures 
in parentheses are those for London itself. 


Fatal cases of diphtheria were scattered over twenty-nine great 
towns, Liverpool reporting 7, Birkenhead and Birmingham each 3. 
There were 8 deaths from whooping-cough at Birmingham. Black- 
pool reported 9 deaths from influenza, Birmingham 6, and Liverpool 
5. 


The number of stillbirths notified during the week was 
195 (corresponding to a rate of 39 per thousand total 
births), including 9 in London. 


Incidence of Influenza 


During January the deaths from influenza in the 126 
great towns have risen from 53 (8) in the week ended 
Jan. 4, to 69 (9) on Jan. 11, 99 (17) on Jan. 18, 120 (22) 
on Jan. 25, and 176 (45) on Feb. 1. 

The returns of influenza deaths for the great towns, 
176, almost precisely repeats the figures for 1929 (99, 
122, 179). At first sight this is ominous for in 1929 
influenza became very severe. But in that year 99 was 
reached a fortnight earlier and time is an important 
element ; in general, the later a recrudescence begins the 
less likely is it to reach severe proportions. The most 
recent returns: for London show a reduction in the 
numbers of daily admissions of influenza, bronchitis and 
pneumonia cases to hospital. It now appears probable 
that there will not be a sudden great rise in influenza 
deaths but mortality is likely to continue to increase. 
The age-distribution of the deaths is of the normal type, 
56% are at ages over 65 and only 5% at ages under 25. 


Return of Births, Marriages and Deaths 


The quarterly return of births, marriages and deaths 
for the thirteen weeks ended June 30, 1940, issued by the 


` œ% In the return for the week ended Dec. 21 the number of notifica- 

tions of this disease was incorrectly given (see Lenet, Jan. 25, 
p. 127). The figure should have been 3, none of which occurred at 
Colchester. In the same week there were 165 notifications of 
dysentery. 
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Registrar-General shows an increase in births and - 


marriages in England and Wales. The number of live 
births was 166,537, an increase of 2231 over the June 
quarter of 1939. Add to the figure of 154,336 births for 
the first quarter, it makes the total of births for the first. 
half of the year 320,873, which is the highest total for 
this period since 1931. | 

The birth-rate per 1000 of the population was 16-2, 
and there were 48,482 more births registered than deaths. 
The corresponding increase in the second quarter of 1939 
was 43,777. There were 116,134 marriages in the second 
quarter of 1940, which is an increase of 13,318 over the 
corresponding period of 1939. The marriage-rate per 
1000 of the population was 22-5, which is the highest 
recorded in the June quarter since 1920. The number 
of civilian deaths registered in the second quarter of 1940 
was 118,055. This was 86,294 below the total for the 
first three months of the year, and 2474 fewer than in the 
corresponding quarter of 1939. The death-rate per 1000 
of the population was 11-8, compared with 20-3 for the 
a cs of the year and 11:7 for the second quarter 
o ; 


Letters to the Editor 


ANÆSTHESIA IN THE SHOCKED PATIENT 


Sır, —The question of choice of anæsthetic for the 
shocked patient which was the subject of one of your 
recent leaders and of a discussion in your correspondence 
columns is an extremely important one in these days of 


. mass mutilation, because the chances of survival of 


severely shocked victims may be enhanced considerably 
by a wise and proper choice whereas an inappropriate 
choice may well be the factor which determines a fatal 
issue. This, of course, is no new problem for the surgeon 
or anæsthetist. In all urgent surgery in peace-time just 
as much as in war-time the selection of the anæsthetic 
and its management in cases of severe physical injury 
or other shock-producing conditions is the first and 
greatest problem which confronts the surgeon and 
ansesthetist as close collaborating partners in a team. 
In discussing this problem one cannot emphasise too 
strongly the vital importance of team-work when 
shocked patients are being dealt with. 

The surgeon is fully.aware of the greatly increased risk 
which attends operative intervention on severely shocked 
subjects and does everything possible to reduce such risk 
by instituting anti-shock measures and delaying opera- 
tion, unless the urgency is extreme, until the patient’s 
condition has improved to the optimum extent which his 
injuries will allow. The anssthetist’s responsibility to 
the patient and to the surgeon is a serious one. While 


anti-shock treatment will improve the patient’s condition, ` 


the anesthetist must always have in mind the fact that 
any’ necessary operative procedure will tend to nullify 
temporarily this improvement and he must consider his 
choice of anesthetic with regard to that probability. 
He must choose therefore an agent which as far as 
possible will not, because of its toxicity or mode of 
action, contribute to the shocked state. 

Furthermore, his part in the team-work is to help 
minimise the additional shock which may supervene 
during operation and which is due to sensory stimuli 
from the operation field, heemorrhage, loss of body heat 
and fiuids, and deficient oxygenation due to the recum- 
bent position. Some method of nerve block is a positive 
way of interrupting the passage of shock-producing 
sensory stimuli and the claims of the protagonists of local 
infiltration analgesia and of regional nerve block regard- 
ing the advantages of such methods can be accepted with 
confidence. Their scope is limited however in urgent 
traumatic surgery where frequently the injuries are 
multiple and extensive. In cases where local analgesia 
is feasible but a marked degree of shock is present it is 
advisable to keep the patient asleep under light nitrous 
oxide and oxygen anesthesia. This eliminates psychic 
trauma and reacts, beneficially on certain of the shock- 
producing factors mentioned above, such as loss of body 
heat and impaired oxygenation. In passing it may be 
noted that many surgeons appear much more at their 
ease when operating on the unconscious patient.’ 

All things considered, most features of the state of 


shock indicate that the anesthetic should be a light 
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inhalational one. Wherever possible toxic drugs such 
as chloroform and ether must be avoided because the 
presence of such agents in the tissues interferes with 
oxidation. Owing to their depressant effect on the 
respiratory and circulatory centres, and by virtue of 
their lipoid solubility which hinders efficient gaseous 
exchange, they increase the tissue asphyxia already 
present in the severely shocked patient. Fortunately, 
it is one of nature’s compensations that such a patient 
is much less sensitive to pain and consequently anzs- 
thesia is attainable by the use of less toxic agents. By 
using nitrous oxide gas and oxygen in a semi-closed 
apparatus such as the Boyle, anesthesia can be main- 
tained while at the same time factors such as low blood- 
pressure, cyanosis and deficient oxygenation due to 
hypostasis may be mitigated. The circulation is sup- 
ported and the blood-pressure raised by the increased 
respiratory excursion and fuller expansion of the lungs 
which occurs in gas-and-oxygen anesthesia. It is a 
fairly constant observation that the shocked patient 
looks better once he is under the influence of this com- 
bination. A certain amount of conservation of body 
heat and water vapour is possible when gas and oxygen 
are administered by a semi-closed method and this may 
be accomplished still more effectively if a closed circuit 
(CO, absorption) apparatus is used. If the anesthesia 
is insufficient, as for example it might be for an abdominal 
section, the safest supplementation is by local infiltration 
or regional nerve block. A useful alternative, where 
local analgesia is unsuitable, is to add a little cyclo- 
propane to the nitrous oxide and oxygen mixture until 
the necessary depth of anesthesia is attained. This 
agent, in the hands of one accustomed to its use, is safe 
and suitable for shocked patients. ; 

In conclusion, mention ought to be made of spinal- 
block analgesia. When severe shock is present this 
method ought not to be used. When, however, the degree 
of shock is moderate and the blood-pressure is not 
below 100 mm. Hg low spinal block is justifiable, but 
only for operations below the level of the umbilicus. 
Injuries of the lower limb such as fractured femur may 
be very satisfactorily dealt with under low spinal block 
induced with (say) 100-120 mg. of procaine. Hyper- 
baric solutions are safer and preferable to light solutions 
for such cases. 


Edinburgh 12. JOHN GILLIES. 


GLANDULAR FEVER 


Sm,—Dr. Fuller in his article of Jan. 18 raises the 

question whether the Paul-Bunnell test is always 
positive in glandular fever. So far as one test or two 
tests at short intervals are concerned, I can say definitely 
that it is not, since I have seen a negative reaction 
become positive at a subsequent test. In the prolonged 
febrile type, in which the glandular enlargement is less 
marked and the constitutional symptoms more severe, I 
have known the reaction become positive for the first 
time during a relapse. Nevertheless one should always 
consider the diagnosis carefully if the reaction is negative 
even on one occasion, and it must be very rare for it to 
be twice completely negative. Dr. Fuller’s cases are 
consistent with glandular fever in all other respects. 
' In your annotation you suggest that the negative 
reactions may be due to treatment with diphtheria anti- 
toxin and sulphonamides, but I have on several occasions 
known the ‘Paul-Bunnell reaction to be positive after 
administration of antitoxin or sulphanilamide. As to 
whether a virus other than that of glandular fever can 
produce a similar picture, of course it is possible but it is 
difficult to give an answer until something is known of the 
virus of glandular fever. In young children it is some- 
times difficult to distinguish rubella from glandular fever 
either by the eruption, the glandular enlargement, or 
the changes in the blood, although so far as I know the 
Paul-Bunnell reaction is invariably negative in rubella. 
Such evidence as exists is against the identity of glandular 
fever and lymphocytic meningitis but the possibility has 
not been fully studied. The distinction from agranulo- 
eytic angina may, in rare cases, be difficult on the blood 
changes-alone, since in glandular fever the granulocytes 
may be severely reduced, even below 1000 per c.mm. 

Dr. Fuller considers that his cases benefited by the 
administration of sulphonamides, but it is possible 
that recovery would have been equally rapid in their 
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absence. It must be remembered that in glandular 
fever all the blood-forming tissues are affected including 
the bone-marrow. If the granulocytes are normal or 
increased in number probably no harm is done, but I am 
satisfied that I have seen casẹs of glandular fever made 
constitutionally worse by the administration of sulphon- 
amides. As glandular fever invariably subsides without 
specific treatment there seems little reason for running 
any risks. 

May I point out that the identity of glandular fever 
and monocytic angina was fully recognised before the 
discovery of the Paul-Bunnell test? I have seen a 
certain number of cases of glandular fever since the war 
began. In the last war, glandular fever was a mere 
name in an occasional textbook and its existence as an 
entity was almost universally discredited until the 
discovery of the mononucleosis in 1920 ; not a single case 
was recorded and the only suggestion of its presence was 
made by Dr. J. Burnford, and attracted no attention. 


Portland Place, W.1. H. LETBEBY TIDY. 


NON-EFFECT OF PRIMARY ALCOHOLIC EXTRACT 
OF PITUITARY GLANDS ON DIABETIC PATIENTS 


Sir,—In your issue of Dec. 7, 1940, Drs. R. D. 
Lawrence and F. G. Young have shown that the primary 
neutral alcohol extract of pituitary glands is not anti- 
diabetogenic. Likewise Mr. H. P. Marks and Dr. F. G. 
Young, in the same issue, have shown that this extract 
does not affect the insulin content of the pancreas of male 
rats. Through the kindness of Prof. J. C. Meakins and 
Dr. E. Mason of the Royal Victoria Hospital, and Dr. 
A. F. Fowler of the Montreal General Hospital, a number 
of clinical trials in diabetic patients have been made with 
this extract and the results in all cases have been 
essentially negative. Dr. R. L. Noble of this department 
has found no significant change in the insulin content of 
the pancreas of rats treated with the extract. These 
results are in complete accord with those reported by 
Messrs. Lawrence, Young and Marks. It is apparent 
that the results of preliminary experiments with the 
primary alcoholic extract of pituitary, which I published 
at an earlier date, did not justify the conclusion that the 
extract had a profound effecton carbohydrate metabolism. 
The publication of the results of such preliminary 
experiments was a serious error in judgment, to which I 
now frankly confess. 


porot mens of Biochemistry, 


J. B. COLLIP. 
cGill University, Montreal, Jan. 3. 


PREVENTION OF DIABETES 


SIR, —I am sorry to have given an incorrect impression 
of Professor Himsworth’s views concerning the effect of 
diet on insulin-sensitivity. Professor Himsworth has 
clearly stated his belief that insulin-sensitivity is 
influenced by carbohydrate rather than by other dietary 
constituents, and in discussing our experiments in which 
dogs received beef-suet only I should have described the 
diet as low in carbohydrate, and not as a high-fat 
Nevertheless, the significance of the results 
remains unchanged. In his letter of Feb. 1, Professor 
Himsworth contradicts an important statement in his 
communication of Jan. 4. In his first letter he wrote :— 


“ It is consequently my opinion that the application of the 
therapeutic measures ” (prescription of fasting, high-fat diets 
and insulin by Haist, Campbell and Best) “ recommended by 
the authors would, instead of resting the damaged pancreas, 
strain the damaged organ still further, thus tending to 
accelerate the deterioration of established diabetes.” 


Professor Himsworth then states in his second letter :— 


“ I agree with Dr. Young and with Haist, Campbell and 

Best . . . that the evidence indicates that in diabetic animals 
whose disease 1s not controlled by insulin the ingestion of 
excessive amounts of carbohydrate probably exhausts, while 
restriction of carbohydrate, either by starvation or by giving 
fat diets, probably rests the remaining insulin-producing 
tissues.” 
If this statement had appeared in his first letter it would 
have established as incorrect his pronouncement that the 
prescription of fasting and high-fat diets and insulin to 
patients with established diabetes, by Professor Best and 
his colleagues, is based not on direct proof but on the 
authors’ interpretation of their experiments; and 
comment from me would have been unnecessary. 
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I must not attempt to discuss the complex hypotheses 
which have emerged from Professor Himsworth’s long 
series of interesting papers, but I would emphasise that 
his second letter carries the tacit belief that a damaged 
pancreatic islet differs remarkably from a normal one, 
in that the former is rested while the latter is strained 
by a restriction of dietary carbohydrate. This hypothe- 
-sis is of great interest, but I am not at all clear as to the 
evidence on which it is based. The experiments of 
Professor Best and his colleagues (J. Physiol. 1940, 97, 
107) in which the feeding of diets of fat or sugar to 
normal or to long-fasting rats resulted, in all cases, in a 
subnormal insulin content of the pancreas, apparently 
cannot be regarded as evidence for or against the useful- 
ness of high-fat or high-carbohydrate diets in the treat- 
ment of diabetes, and surely cannot be quoted as 
evidence for islet damage brought about by restriction 
of dietary carbohydrate. 

Professor Himsworth writes in his second letter :— 

“ In the normal animal .. . large amounts of carbohydrate 
appear to increase the sensitivity of the animal to insulin so 
‘that each unit of insulin becomes more effective and the 
strain on the pancreas is thus lightened. Similarly restric- 
tion of carbohydrate impairs sensitivity to insulin and 
increases the strain on the pancreas.” 
Although restriction of carbohydrate impairs insulin 
sensitivity, why need such a procedure increase the strain 
on the pancreas? It did not do so in Allen’s classical 
experiments with partially depancreatised dogs, in which 
the pancreatic remnant was sufficiently ‘‘ normal ” to 
control the blood-sugar level when dietary carbohydrate 
was low, but not when it was high,- When a.diet low in 
carbohydrate is fed, any diminution in insulin sensitivity 
.can be, and much of the evidence shows that it is, more 
than compensated for by. the reduction in the call on the 
pancreas to secrete the insulin necessary for the metabol- 
ism of carbohydrate. There is no reason to believe that 
restriction. of carbohydrate can cause permanent 
damage to the insulin-secreting mechanism . merely 
because a sudden increase in dietary glycogenic material 
may temporarily embarrass the carbohydrate meta- 
bolism of an animal whose economy has been adapted 

to a restriction of exogenous carbohydrate. In my 

` Opinion Professor Himsworth has not produced evidence 
that permanent disuse atrophy of pancreatic islets does 
occur; and until he has done so it seems reasonable to 
accept as sound the stimulating suggestions of Professor 
Best and his colleagues for the prophylactic and thera- 
peutic treatment of diabetes, based as they are on 
experimental and clinical evidence, both ancient and 


modern. l 
N ational Institute for Medical Research. F. G. YOUNG. 


TREATMENT OF WAR NEUROSIS 


Str,—Dr. Dillon raises a number of important issues. 
An analysis of our case material is being made, and it is 
hoped that the figures he desires, with many others, will 
shortly be available. This analysis takes much time 
and labour, and in the meanwhile only rough approxima- 
tions can be made. Our material has varied much from 
time to time. When considerable numbers of acute 
cases were being treated, it was possible to return up to 
60% of them to duty. At the present time, with a more 
chronic material, the figure is probably nearer 15%. 
This figure may seem low, but were the discharge rates 
to duty from base hospitals in the last war any higher ? 
It would be easy to bring our 15% rate up to any desired 
figure, even 100%, were we concerned more in obtaining 
superficially brilliant results than in performing our 
duty to the army and the soldier. This is not thera- 
peutic pessimism, but prognostic caution. 

Experience gained in the last war is not easily related 
to the present one; so many of the circumstances are 
different. For one thing, home service in the last war 
was service far from the front, not now. Psychiatry 
itself has altered much. It is fair to say that it is less 
superficial than it was; and we certainly know more of 
the importance of personality and constitutional factors 
than we did in 1916. Whileitis true that some excellent 
soldiers have neurotic qualities, what is prognostically 
important is the number, kind and severity of these 
neurotic traits. It is self-evident that no good soldier 
has neurotic qualities causing any degree of disability. 
That the average serving sailor, at any rate, has very 


few neurotic qualities hag been clearly shown by the 
valuable investigation of Drs. Curran and Mallinson. 
In the good soldier, any existing neurotic traits will be 


found to be compensated for by positive qualities of 


personality, determination, tenacity and strength of 
‘fibre. Dr. Dillon says that ‘‘ considerable numbers of 
men in the last war made good after an attack of war 
neurosis ” even on return to the pathogenic environment. 
But were there any follow-up statistics ? We are now 
engaged in collecting such statistics, with the aid of 
administrative arrangements made with the Army, I 
believe for the first time. 

Apart from intensive and prolonged psychotherapy, I 
do not think there are any important measures of treat- 
ment we are leaving untried. We have no lack of 
“ cures”; the number of cases recommended for in- 
validing whom we do not send back fit for a valuable. 
civilian occupation is very small. To send these men 
back to the Army would be to replace a fit civilian by a 
sick soldier, to exchange an asset for a liability. The 
following two cases illustrate this point, and provide 
some answer to Dr. Dillon’s question, what are our 
criteria in estimating liability to break down, and what 
qualitative and quantitative factors we use in assessing 
the personality. Both were cases that we ‘ cured,” 
but preferred to recommend for invaliding. | 


1. “ Hysteria.” —An intelligent man, a surveyor of 35, 
was admitted with a complete hysterical paralysis below the 
waist. He could not stand, he could not sit up. He com- 
plained of headaches. He was truculent and aggressive. He 
was “‘ cured ”’ by hypnosis in one session, after which not only 
the paralysis but also the headaches and the truculence 


vanished. His father had died in a mental hospital. ` He 


had never been a success at his job, being completely without 
‘drive or tenacity. He had had three previous attacks of 
hysterical paraplegia, twice before professional examinations, 
once after a trivial motor-cycle accident. He was the 
tortured victim of innumerable obsessional and hysterical 
tendencies. He had fought well in France up to a point, 
‘and had then cracked completely. A week after his cure, his 
attention was. taken up with his obsessional symptoms. A 
case of conversion hysteria in a psychopath. | 
~ 2. “ Anxiety Neurosis.” —A well-built, tall, athletic man 
of 38, a professional squash-rackets player, was admitted with 
an effort syndrome. He had broken down under no obvious 
stress with palpitations, tremblings, dyspnea on exertion. 
He was given psychotherapy, graduated exercises and re- 
assurance, and made a complete recovery. Six years ago 
he had been advised to leave London and professional com- 
petition because of his “‘ health)’’—i.e., because of certain hypo- 
chondriacal preoccupations. He was a reader of “ Health 
and Strength ” and had a severe and very prolonged conflict 
over masturbation. All his life he was never at ease with 
those of his own social standing, but only happy with superiors 
and those to whom he could adopt a subservient or dependent 
attitude. Terrified of fights or disputes, in their vicinity he 
would become speechless, tremble and palpitate; in all his 
life, he had never been able to lose his temper. Natural 
aggressiveness was totally lacking; there was no “ fight” 
in him. He was, in fact, a great husky sensitive plant, a 
“ Ferdinand the Bull.” 
In these cases it is not the acute neurotic symptoms 
that are of prognostic importance, but the permanent 
make-up of the personality. In the first man we see 
a rigid but fragile and precariously adjusted individual, 
liable to recurrent breakdown; in the second, a compara- 
tively healthy but feeble personality, without a spark of 
the aggressiveness that makes a soldier, and permanently 
incapacitated from coming to terms with his fellows. 


- Sutton. ELIOT SLATER. 


ECONOMICAL USE OF INSULIN 


S1r,—In recent months anxious letters from diabetics 
all over the country, but mostly from small towns and 
villages, have shown their difficulties in obtaining their 
accustomed supplies of insulin. Bombs have certainly 
destroyed some insulin supplies, but not enough to make 
any real difference to the abundant stocks in this country 
—of this diabetics and their doctors may rest assured— 
although local distribution has been temporarily upset. 
The manufacturers have noted that, besides the annual 
gradual increase in the sale of insulin, national emergen- 
cies (like September, 1939, the fall of France and the 
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beginning of the air blitz) push up the insulin sales by 
20-40% for a few weeks. As a result local supplies are 
almost depleted, diabetics cannot obtain all they want 
of their usual make or strength of insulin; they panic a 
little and press the local chemist who makes unexpected 
demands on the manufacturer, and so on. A recent 
article in the Pharmaceutical Journal (Dec. 7, 1940) urged 
chemists to lay in larger stocks of insulin and this, 
although for the good of diabetics in some ways, had the 
unfortunate result of putting some manufacturers under 
difficulties and accentuated the local shortage in some 
areas. Doctors, chemists and diabetics could help the 
manufacturers greatly in the adequate distribution of 
insulin by making no sudden increased calls, but quietly 
laying in adequate stocks. . l 

By prescribing and using the more concentrated 
strengths of insulin, all concerned could help greatly to 
contribute to national economy. One of the main 
difficulties for manufacturers now is the supply of suitable 
glass for bottles and in this an obvious economy is possible. 
It is not generally realised that there are three strengths 
of insulin on the market, 20, 40 and 80 units per c.cm. ; 
by prescribing the stronger solutions large numbers of 
bottles and packings could be saved. At present the 
weakest strength is still most widely used and if 40 unit 
strength insulin were prescribed instead of 20 unit 
strength, 20,000 bottles a week would be saved. Apart 
from economy, there are other good reasons for using 
the stronger insulins. Most patients prefer them, when 
they know about them, because they reduce the volume 
of the injection without makin:: the accurate measure- 
ment, even with small doses, dildcult. Again at present 
numerous mistakes are made between the three strengths 
of insulin which would ultimately be reduced by the use 
of only 2 varieties—40 and 80 unit strengths. This 
would bring soluble insulin into line with protamine 
insulin of which no 20 unit strength is manufactured. 
I have not prescribed the 20 unit strength for four years ; 
I think its disappearance from the market would be a 
blessing to diabetics and manufacturers. Then we could 
have a standard insulin solution of 40 unit strength for 
general use and a stronger solution 80 unit strength for 
cases on very large doses. To effect such a change I 
suppose the B.P. Commission and other necessarily 
slow-moving bodies must be consulted, but in the mean- 
time I would urge the immediate prescription of the 
stronger insulins by doctors, who should also reassure 
diabetics, many of whom ‘are ridiculously conservative 
in their use of one particular make or strength of insulin. 
Diabetics should be told that all brands and strengths in 
this country are equally good and active and can replace, 
if necessary, their favourite bottles, provided the correct 
adjustment is made in the syringe when the strength is 
changed. The Americans aptly call and label these 
insulins, U40 and U80 (clear and short terms) and if this 
practice was adopted here in bold labels on the bottles 
dangerous confusion between doctors, nurses and patients 
would be minimised. 

Harley Street, W.1. R. D. LAWRENCE. 

** The Ministry of Health, besides recommending the 
use of stronger insulin, endorsed by Dr. Lawrence, advise 
diabetics to carry in their pockets or round their necks 
or wrists information that they are diabetics taking 
insulin.. The Diabetic Association (124, Baker Street, 
London, W.1) will supply, on receipt of a stamped 
envelope, a suitable card on which the usual doses of 
j in and the doctor’s name and address can be written, 
and a special identity disc.—ED. L. 


POST-WAR HOSPITAL POLICY 


Sir,—In your issue of Feb. 1 Sir Farquhar Buzzard 
sets out four essential requirements for an efficient 
hospital service :— , 

1. The voluntary hospitals have failed to provide for the 
nation’s needs, therefore something more is required. “‘ All 
the changes envisaged in regard to institutional treatment for 
patients of all classes point to the conclusion that the voluntary 
hospitals no longer meet the increased medical and health 
needs of the population.” n 

2. The type of work undertaken by each individual hospital 
must be determined by some outside regional authority, and 
hospitals must be developed or suppressed according to the 
public need. “ On the shoulders of these medical advisory 
committees will fall the responsibility of advising the regional 


. hospital service is impossible. 


councils:in regard to the initiation or development of requisite 
services ‘or, it may be, the limitation or curtailment of certain 


. services in order to avoid wasteful overlapping or competition.” 


3. The consultant, as well as the resident staff of hospitals, 

must reside and work where their services are most needed. 
Sir Farquhar puts it kindly but firmly in these words: ‘‘ In 
some areas it may be advisable for consultants to be nominally 
on the staff of a key hospital but to reside in an outlying area 
and serve a group of small hospitals.” 
_ 4. The consultant staff of a hospital must no longer be 
expected to trust to the uncertainties of private practice for 
their remuneration. ‘‘ The day of the honorary position of 
hospital staffs has passed and it is necessary to consider the 
sources from which funds can be found for their stipends.” 


With all these propositions I entirely agree and I 
would go further and say that without them an efficient 
Those of us who believe 
in national hospitals have expressed these views for years. 
But does Sir Farquhar really believe that these essentials 
are going to be achieved by a voluntary self-constituted 
body like the Nuffield Provisional Hospital Trust ? Does 
he really suppose that a heavily endowed voluntary 
hospital with strong local support is going to put up 
with being told what it may and may not do, by a 
regional council whose only power of control is the 
provision of monetary grants? Does he suppose that 
the medical staff who have been in complete control for 
years are going to agree to a consultant being ‘‘ dumped ” 
upon them even if some part of his salary is paid by such 
a regional council ? Or, for that matter, is the consultant 
going to agree to all the unpleasantness of an unwanted 
post merely for the honour of being nominally on the 
staff of a key hospital ? 

In my opinion, for the organisation of the hospitals 
on a regional basis—so essential at the present time, as 
I quite agree—some authority greater than a self- 
constituted trust.is required. The authority’ must be 
national. It is the people of this country who use the 
hospitals. It ‘is the people who must control them, 
through their national and local representatives. It is 
morally wrong that the quality of service obtainable 
should have to depend on the success or otherwise of 
fetes and flag days. An efficient hospital service is a 
national necessity. It is for the nation to undertake 
its organisation. 

Devonshire Street, W.1. SOMERVILLE HASTINGS. 


CONTROL OF THE BED BUG 


Srr,—In his paper of Jan. 11 Dr. Busvine says that 
repeated exposures to the fumes of heavy coal-tar 
naphtha may cause lesions in the human liver. case 
it should be assumed that naphtha is not a safe fumigant, 
I should like to point out that the experiments to which 
he referred described certain toxic effects observed on 
animals exposed to concentrations of coal-tar naphtha 
vapour far in excess of those to which persons might be 
exposed during or after a house fumigation. A technique 
for fumigating empty houses has been described by 
Ashmore and McKenny Hughes and this process has 
been in extensive use during the past two years. The 
danger to occupants of adjoining houses by leakage of 
vapour is negligible whilst the amount of vapour which 
might ‘‘ build up’”’ in a house after fumigation and 
ventilation, and to which returning occupants might be 
exposed, can never reach a harmful concentration. l 


S. A. ASHMORE. 


Government Laboratory, W.C.2. 


THE B.M.A. MEDICAL PLANNING COMMISSION 


Sır, —The correspondence which has followed your 
leading article of Jan. 11 reveals doubts about your 
claim that the commission may fairly be regarded as 
representative, while supporting your criticism of the 
preponderance of elderly members. These doubts may 
or may not be removed, but if we may judge from past 
experience of centralised committees it is safe to predict 
that the main part of the commission’s work will be done 
by a small group who are able to meet regularly. It 
is also safe 10 suppose that this group will be composed 
mainly of London members and of the older provincial 
members. Time and distance will under war conditions 
prevent the younger and professionally active members 
from taking more than a perfunctory part in the 
proceedings. ; 
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We are told that ‘‘ the visions and aspirations of the 
younger men and women will not be overlooked.” This 
sounds much more like a condescending gesture than an 
invitation to codperation. Indeed it suggests rather 
that it is the intention of the promoters that the com- 
mission shall be dominated by the ‘“ less younger ”’ of 
our colleagues. The fear that the profession will be 
faced with a fait-accompli has already been expressed. 
But even this is perhaps not the greatest danger. Surely 
the most serious result of an unrepresentative report is 
the deep division within the profession which it is likely 
to produce. . The spectacle of a divided profession is not 
one to dispose Parliament to give that consideration to 
medical opinion which is desirable. 

Better no report than a disputed report. Is this now 
inevitable ? One can but hope that it is not. Is it too 
late to urge the reorganisation of the commission on a 
regional basis? It is widely believed that a regional 
medical service has the best prospect of success, and in 
any event regional problems and conditions must be 
given full and knowledgeable consideration. Adequate 
representation, backed by the regular attendance of 
members, would be ensured and an agreed report could 
be expected. The suggestion is that 7 or 8 regional 
committees, preferably elected, would be set up, together 
with several special committees to deal with specific 
problems. These committees would work simultaneously 
according to an agreed programme, and would report at 
regular intervals to a central body, which would be com- 
_ posed of representatives of the committees together with 
an equal number of members nominated by such bodies as 
the royal colleges, the medical schools, andtheB.M.A. The 
chairman could profitably be a wise and judicial layman! 

The function of this central body would be the pro- 
gressive integration of the committee reports into a 
balanced whole. The widest publicity in the medical 
press throughout the proceedings is an essential feature. 
It is considered that the less frequent meetings of this 
much smaller body need present no obstacle to regular 
attendance, especially if the provincial members were 
compensated for their time and their expenses defrayed 
—as indeed is only fair. It is true that the B.M.A. has 
promised that divisions and branches “ will have a chance 
to study and if necessary to criticise ” the findings of the 
commission. But if this is to be considered as a method 
of discovering and focusing the considered view of the 
profession on the vast problems under discussion, it is 
surely a reductio ad absurdum in excelsis. What 
division or branch, faced with a document of 300 or 400 
pages, could adequately digest, let alone criticise, it 
within a reasonable time. And if they could, what 
effect are their several and possibly diverse critiques 
likely to produce ? We all know the answer. Further- 
more, not all the members of the profession are members 
of the B.M.A. or other bodies ‘‘ represented ”?” in the 
commission as at present constituted. 

We have a chance to mould a future national medical 
service. Let us not lose it. , 

Newcastle-upon-Tyne. A. G. OGILVIE. 


Srr,—There must be many in the medical profession 
who would agree with the doctors of Newcastle-upon- 
Tyne in thinking that the reorganisation of the medical 
profession must affect the general public, and that Par- 
liament is the proper body to express the policy of the 
people. The experience we are now reaping of bureau- 
cratic control in medicine is not, I think, likely to yield 
a harvest of totalitarians. There is a vast difference 
between the conception òf the schools as to what medicine 
should be and what it really is, as met with in the homes 
of the people. Speaking for the general practitioner 
Osler said “ Our study is man. Were he always, inside 
and out, cast in the same mould, instead of differing 
from his fellow man as much in constitution and in his 
reaction to stimulus as in feature, we should, ere this, 
have reached some settled principles in our art.” 
Totalitarianism ignores the individual and bases its 
action on principles settled by a self-appointed dictator- 
ship, which, as it seems in the case of the Medical 
Planning Commission, is to be vested in a body of men, 
drawn largely from the schools, who have little idea of 
the conditions that pertain at the point where medical 
practice and the general public meet. 

The subtle relationship between patient and doctor 
defies definition, and an attempt by the state to define 
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it must, surely, be disastrous for both patient and 
doctor. For the patient it would mean, at the least, 
the loss of a very particular friend, and for the doctor, 
to quote Osler again, ‘‘ the peril is that should he cease 
to think for himself he would become a mere automaton.”’ 
We have yet to find perfection along democratic paths ;- 
democracy has not yet had a fair trial, but we are now: 
at the parting of the ways, and there are only two ways— 
to democracy and to totalitarianism. Which is it to be ? 

Torquay. PAUL ©. GIBSON. _ 


CARBON-DIOXIDE TREATMENT OF WOUNDS 


Sm,—In 1770 M. Percival, a friend of Priestley, 
applied with success “fixed air” (carbon dioxide) 
badly healing wounds. Much later a French surgeon, 
Demarquai, described in 1859 and 1862 how ulcers and 
gangrene which had resisted other treatment healed 
under carbon-dioxide treatment with remarkable rapidity. 
These observations were lost sight of until A. Benatt 
(1933) published details of five cases of cyanotic ulcers 
which were treated first with local warm water baths, 
then with saline baths, and finally with saline and carbon- 
dioxide baths; the effects on the capillary blood-flow 
being observed in each case microscopically. While 
saline baths improved the ulcers the addition of carbon 
dioxide healed them quickly. The skin up to the level 
of the bath showed marked hypereemia to the naked eye, 
rapid capillary blood-flow being now observable on micro- 
scopic examination, and the appearance of capillaries 
which were before invisible. Carbon-dioxide baths have 
since been used with success in Germany for the treat- 
ment of diabetic gangrene, decubitus, third-degree burns 
and wounds. Combining salt and carbon-dioxide baths 
at the St. John Clinic Benatt has found Dead Sea salt 
in concentration of 5-6% to be not irritating (while 
solutions of common salt may be painful, as is the com- 
bination of many salt compounds present in natural 
springs). After the wounded limb is enclosed in plaster 
carbon-dioxide treatment can be applied, for the gas 
penetrates even thick layers of dressings. The gas 
should be moistened by passing it through water. A 
feeling of warmth indicates when the gas begins to 
produce hyperemia of the skin. 

St. John Clinic, 8.W.1. ` LEONARD HIL. 


PLIGHT OF THE SERVING PRACTITIONER 


Srr,—Sir Ernest Graham-Little’s letter to the Times 
on medical practice encourages me to write about the 
very serious position of young practitioners who have 
left their practices to serve. I will cite an example. A 
well-qualified doctor with a family bought a practice 
before the war at a cost of about £4000. Not having 
much capital he raised most of the sum by a loan from 
an insurance company on the security of the practice 
and a ten-year endowment policy to the amount bor- 
rowed. As a medical officer on the volunteer reserve 
of one of the fighting services he left the practice at a 
moment’s notice at the outbreak of war, and his income 
became about £430 a year, plus marriage allowances 
of about £140 and a small income through the Protec- 
tion of Practices Bureau. On this he was expected 
to pay interest and premiums for many future years for 
the purchase of a practice which owing to the war had 
disappeared. The only relief offered him is postpone- 
ment of his repayments, which is really slavery under the 
euphemism of ‘‘ moratorium.” There is urgent need for 
legislation to compensate him for his loss—more urgent 
than for many losses to property which the War Damage 
Bill will cover. 

Could not the insurance companies, who protect them- 
selves from loss by charging him 5% of the sum loaned as 
a “ guarantee premium ” so that they may insure them- 
selves against loss, rightly take up their guarantee under 
the circumstances of complete or almost complete loss 
due to war, so that the doctor would not be left with the 
choice of the stigma of bankruptcy or slavery and 
inability to meet his family obligations? Could not the 
representatives of the profession secure relief for him 
as it is being secured for property-owners who have made 
no such great sacrifice ? I should be grateful to hear 
what your readers think of the ethical aspect of the 
matter. Are the rich insurance companies to be arti- 
ficially protected from the losses due to war by leaving the 
whole of the loss to be borne by the doctor? M.D. 
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SULPHATHIAZOLE IN CEREBROSPINAL FEVER 


Sir,—Dr. Banks must be complimented on his results 
in the treatment of cerebrospinal fever with sulpha- 
thiazole. Since the introduction of chemotherapy the 
results have undoubtedly been much better than when 
serum was used, but the claims put forward that the 
death-rate has been reduced to the low figure of 2-10% 
by chemotherapy are not supported by the official 
returns. The Registrar-General’s weekly returns for 
. London show that during 1940 there were 868 cases of 
cerebrospinal fever notified, with 158 deaths (fatality 
18%), and for Sheffield 235 notifications, with 46 deaths 
(fatality 19-6%). During the year 1940, 235 Sheffield cases 
and 79 cases from the Chesterfield area were treated at 
this hospital, with 70 deaths (22°). Of these 70 deaths, 
35 occurred within 24 hours of admission to hospital. 
Every case was treated with sulphapyridine in dosage 
even higher than that suggested by Dr. Banks. All 
patients suffering from the malady in Sheffield and district 
were admitted direct to this hospital, whereas in Dr. 
Banks’s paper he thanks other London hospitals for the 
transfer of the cases. I assume that only patients fit 
to be removed would be transferred to the Park Hospital. 
I feel sure a similar type of fulminating case dying within 
12—36 hours of the onset of the disease occurred in 
London, as in Sheffield, and did not come to Dr. Banks. 
It would be helpful to know the number of cases 
transferred to the Park Hospital, and if possible the 
number of deaths that took place at the other London 
hospitals before transfer could be carried out. Or 
perhaps an explanation of the London returns showing 
868 notifications and 158 deaths could be offered ? 


Lodge Moor Hospital, Sheffield. J. M. KENNEDY. 


PAPWORTH INDUSTRIES 


Srr,—As one who from childhood has had the privilege 
of knowing the late Sir Pendrill Varrier-Jones, and who 
for the last six years has enjoyed not only his close friend- 
ship but also his personal guidance in the operation of 
the principles upon which his work is founded, I should 
like to write a few words about the Papworth Industries. 
Instituted during the Four Years War they began on a 
small scale; and they grew as more and more patients 
from the hospitals decided, after treatment, to throw in 
their lot with Papworth and to participate in what was 
at first a pioneer experiment. Because Sir Pendrill 
built each department around a personality, and insisted 
that the patients and ex-patients should have the aid of 
modern machines; because, too, he encouraged the 
workers to accept responsibility and gave them every 
opportunity of advancement, the industries grew and 
prospered and their scope increased. Now in their 
several main departments—carpentry, cabinet-making, 
leather goods, printing, upholstery and building—they 
give employment to hundreds of former patients at rates 
of pay fixed in agreement with the trade-unions. 

In the application of Papworth’s principles, and in the 
axiom “ machinery compensates disability ” first enun- 
ciated by Sir Pendrill, the economic problems of many 
of the disabled have been solved ; and we believe that by 
following closely the way he charted so thoroughly for 
us his work will live and develop as he would have 


wished. PETER FRASER, 
_ Managing Director of Papworth and Enham Industries. 


FIRST-AID FOR THE SOLDIER 


Sir,—Soldiers expect to take risks, but some of the 
men with whom I served in France need not have died 
and mary more are today minus limbs who might still 
be whole. One of the important lessons we learned in 
France was the prevention, as far as possible, of serious 
‘ casualties. A wounded soldier is a liability to himself 
and everyone else, and practical first-aid should be 
included in a recruit’s syllabus. A soldier is taught how 
to kill and destroy, how to operate and fire his weapons, 
and the best way to protect himself against similar 
weapons, but not one lesson does he receive on how to 
save his comrade’s life. 

The reason for this, I feel sure, is that the Army con- 
trol is.too stereotyped and orthodox. The Army books 
say that the enemy’s front shall be opposite our own, and 
at the rear of our front we shall have a regimental aid- 
post and behind that a properly equipped hospital. 
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Therefore the Army is satisfied that all wounded will 
receive prompt and efficient treatment. Yet the object- 
lesson of our all too brief sojourn in France was that in 
modern war there is no such thing as a. “front.” 
Mechanised forces move too quickly for that, so there are 
bound to be small numbers of men isolated from the 
main body. One has only to read of the retreat of the 
Italian army before the Greeks to realise that. There- 
fore I strongly maintain that every soldier should know 
how to set broken limbs, stop arterial bleeding and should 
have a really sound knowledge of first-aid. I do not say 
that a soldier should be equipped with a scalpel and a 
bottle of chloroform, but he must be taught how to help 
a wounded comrade. More important still, he must 
know what not to do. As our medical officer said in 
reply to a question of mine, ‘‘ Bad first-aid is often worse 
than no first-aid.” My answer to that is ‘‘ Every soldier 
must know how to apply good first-aid.” 

One would have thought that the. terrible butchery 
that took place during the last war would have driven 
home the point, for thousands of men died because of 
their comrades’ ignorance. That must not happen 
during this war. It is not too late, for although. the 
average M.O. is a very busy man he would be only too 
pleased to give lectures. Think how much simpler his 
job would be if wounded men received the right kind of 
first-aid before they were sent to him. The importance 
of this subject cannot be overstressed, and I shall feel 
happier and safer when I see practical first-aid included 
in a soldier’s training programme. 

LANCE-CORPORAL. 


CHILLY SWEEPER 
Sir,—If Adam Levite had the most elementary idea 
of sociology he would realise that publicity, not charity, 
rectifies intolerable social conditions. It is a mighty 
shout, not an odd half-crown, which brings down the 
walls of Jericho where the Levites live. 
_ Harley Street, W.1. CLIFFORD ALLEN. 


Obituary 


WILLIAM ARTHUR REES 

O.B.E., M.D. LOND., F.R.C.S. 

Dr. W. A. Rees, who died on Jan. 29, was born in India 
in 1878, the son of the late F. W. J. Rees, B.C.A. He 
was educated at Haileybury College and the Middlesex 
Hospital. He qualified in 1902 and took his M.B. Lond. 
the following year. To fit himself for practice, he spent 
several years in resident appointments and post-graduate 
study, obtaining the F.R.C.S. in 1904 and his M.D. two 
years later. Finally he set up in practice at Swanage 
where he died. 

One of his teachers, who has a keen recollection of his 
ability, industry and readiness to help, writes :— 

The death of Dr. W. A. Rees will cause sorrow to all 
who have known him from his student days and appre- 
ciated his sterling qualities. He had an attractive though 
very modest personality, so that it may be questioned if 
he ever realised how great were his professional gifts and 
attainments, for he was never a man to air his opinions 
or to seek recognition. He was universally popular and 
universally trusted, remarkably so for a man who was in 
some degree shy and retiring. 


ANDREW SPROTT 
M.B. GLASG. 


Dr. Andrew Sprott, who died in Appleby on Jan. 29 
at the age of 74, was born in Wigtownshire and educated 
at Glasgow University where he graduated in 1887. 
After serving as an assistant to the late Dr. J. W. Fawcitt, 
of Broughton-in-Furness, whose sister he married, he 
spent some years in practice at Glenridding on the shores 
of Lake Ullswater. He then moved to Appleby, where he 
built up a large practice from which he retired only three 
years ago. During the last war he was medical officer to 
the Appleby Red Cross Hospital, and later became the 
county director of the British Red Cross Association. 
He was a service brother of the Venerable Order of the 
Hospital of St. John. of Jerusalem. He is survived by 
his widow, one of three sons, and a daughter. . 

Mr. J. N. J. Hartley writes: ‘‘ Dr. Andrew Sprott will 
long be affectionately remembered in Appleby and the 
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surrounding district where he spent most of his active 
years. He was a keen fisher, and a great student of 
nature. Perhaps his chief hobby was field botany, in 
which he was recognised as an authority. His colleagues 
and friends will treasure memories of. his good fellowship 
and his stimulating personality, and will regret that he 
was not spared longer to enjoy his garden and the 
countryside of which he was so fond.” 


GEORGE DANSEY-BROWNING 
C.B.E., M.R.C.P., D.P.H., D.T.M. 
‘COLONEL, Litre R.A. E, C. 

Colonel George Dansey-Browning, who died on Feb. 2, 
during his years of service and during his so-called retire- 
ment worked hard for the welfare of the soldier and his 
family. Born in 1870, he was educated at the Royal 
Naval School, and at the Lorient Lycée in Rennes where 
he acquired his easy mastery of the French language. 
He qualified from the Westminster Hospital in 1897 and 
passed by competition into the Army Medical School at 
Netley. Before he sailed for China in 1900 he had already 
taken his D.P.H. and on subsequent leaves at home he 
added to his qualifications the D.T.M. and the M.R.C.P. 
For his work in China he was awarded the China medal 
in 1900. Later he was appointed medical officer of 
health for Gibraltar, and he held this responsible post 
during the last war. For his services at the busy port 
he was awarded the C.B.E. in 1919 and the French medal 
for epidemics. In 1922 he was appointed assistant 
director of medical services for the U.P. district of India 
with his headquarters at Lucknow. On his retirement 
he was appointed medical director of Enham Village 
Centre for disabled ex-Service men which was then being 
started. When his work of organisation was accomplished 
there he had equal scope as medical officer to the troops 
at Longmoor where ae care for the soldiers’ wives and 
children was unflaggin 

He married in i907" Lilian Stoddart and they had a 


daughter and a son, Major Charles Dansey-Browning, 


who is serving with the R.A.M.C. 


JAMES BELL 
M.D., SC.D. DUBL., F.C.S. 

Dr. James Bell, fellow of Trinity College, who died 
recently, aged 42, after an illness of seven months, was 
born in Belfast and educated there at the Royal Acad- 
emical Institution. He entered Trinity College in 1916, 
and graduated in 1920 with honours in mathematics and 
experimental science. He continued his study of 
physiology and in 1927 was appointed lecturer in 
biophysics in the School of Physics in Trinity College. 
While holding that post he studied medicine and in 1934 
gpaduated M.B. and in the following year he was elected 
a fellow of the college. Although he was a lucid and 
painstaking teacher and a man of science of considerable 
originality it was by his discharge of his duties as college 
tutor that he made his mark on the men of his time in the 
university. He was in truth the college guardian of his 
pupils, watching over their careers, and guiding and 
advising them. In his younger days he played Rugby 
for the university and while a fellow of the college he 
became an officer in the volunteer corps under the 
government of the Irish Free State. He was the first 
volunteer officer to receive a commission in the regular 
forces of Eire. He was called up when the war began 
and he was actually serving when his illness first showed 
itself last summer, though later he was seconded to 
return to his college duties. Trinity College has lost a 
member of its staff who was loved and respected by his 
coneseues and by his students. 


WINIFRED PORTER 
M.B. MANC. 

Dr. Winifred Porter, who was killed during an air-raid 
on the night of Jan. 29, graduated from the University of 
Manchester in 1934. After holding house-appointments 
at the South London Hospital for Women and the Vic- 
toria Hospital for Children in Tite Street, she went as a 
temporary assistant physician to the Retreat, York. 
When she died she was serving at an L.C.C. mental 
hospital. A colleague writes: Dr. Porter was a woman 
of intelligence and charm. In her work she was efficient 
and as an anesthetist she was outstanding. She had a 
sharp clinical acumen and went straight to the core of any 
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matter in. hand. She had the good of her patients at 
heart, and took akeen interest in the welfare of the nursing 
staff in her wards. She loved the truth and was fearless 
in the expression of her opinions when she felt them 
justified. 

She was engaged to Surgeon. Lieutenant K. J. 
O’Connor, R.N 


Medical News 


University of Cambridge 

On Feb. 7 the following degrees were conferred :— 

M.D.—*O. N. Roussel. 

M.B., B.Chir. WwW. B. D. Maile, *H. D. S. Vellacott, by E. H. 
Enderby and D. N. White. 

*By proxy. 

The title of the degrees of M.B., B.Chir. has been conferred 

on P. G. Holman. 


The Society of Medical Officers of Health are entertaining 
Surgeon-General Thomas Parran of the United States public- 
health service at luncheon on Friday, Feb. 21, at the Picca- 
dilly Hotel, W.1 at 1 r.m. Members of the society may obtain 
tickets at 7s. 6d. each from the acting executive secretary 
at Tavistock House South, Tavistock Square, W.C.1, not 
later than Feb. 19. They may be accompanied by one repre- 
sentative of their local authority. 

The next meeting of the Shaftesbury Mili Hospital 
Medical Society will be held on Tuesday, Feb. 18, at the hos- 
pital, when Colonel L. E. H. Whitby will speak on transfusion 
for war conditions. Beginning on Feb. 19 there will be a 
teaching round in the medical division of the hospital at 
2.30 p.m. each Wednesday, and in the surgical division at 
2.30 P.m. on alternate Tuesdays beginning on Feb. 25. 


The therapy section of the Faculty of Radiologists will 
meet at 32, Welbeck Street, London, W.1, on Friday, Feb. 21, 
at 10.30 a.m., when Mr. Malcolm Donaldson will open a dis- 
cussion on the organisation of radiotherapy in war-time. 
Mr. E. Rock Carling, Mr. G. F. Stebbing and Dr. Ralston 
Paterson will also speak. At 2 p.m. Dr. Paterson will deliver 
the Skinner lecture to the faculty. His subject will be cancer 
of the bladder. At 3 P.m., Dr. Stefan Engel will demonstrate 
the anatomy and radiology of the bronchial glands to the 
diagnostic section. 


The Medical Women’s Federation is arranging for a course 
of six lectures on social anthropology to be given at the 
London School of Hygiene from March 3 to 8 at 4.30 P.m. 
The course is intended for doctors and nurses working over- 
seas, but members of the public interested will be welcome. 
The lecturers will be Miss Margaret Read, Ph.D., acting head 
of the colonial department of the Institute of Education, 
University of London, and Miss M. M. Green, lecturer at the 
School of Oriental and African Studies. Tickets for the 
course and further information may be had from Dr. Margaret 
Balfour, 14, Sylvan Road, Upper Norwood, London, S.E.19, 
or at the first lecture. 


The executive committee of the Socialist Medical Associa- 
tion have passed a resolution stating that they consider that 
the imposition of a Purchase Tax on non-proprietary drugs 
and medicines is detrimental to the health and well-being 
of the nation. They call upon the Government to abolish 
the Purchase Tax on the following items, provided that no 
trade name or proprietary right is claimed in connexion with 
them :— 

(a) all preparations of the British Pharmacopeeia and British 
Pharmaceutica] Codex, 

(b) all other drugs and medicines if supplied on the prescription 
of a qualified practitioner. 

The Minister of Health has informed local food committees 
that in future diabetics are to receive a triple meat ration. 
Up till now they have been receiving double the ordinary 
ration. Diabetic patients may obtain from the Diabetic 
Association (124, Baker Street, W.1) a card on which to write ' 
their usual dose of insulin, the treatment for an overdose 
and their doctor’s name and address. The Minister urges 
that the diabetic should always carry this information on his 
person. 


The personnel of the War Emergency Formulary Com- 
mittee appointed by the Ministry of Health is as follows :— ` 


Me rE Davis, Ph.D. (representing the Ria oar ee : 
Dr. E. Gregg (British Medical association): A. Gunn, 
D.M. E T Commission); Dr. ip A EAT (Royal 
College of Physicians); Dr. C. H 1 peire (Thera rete Require- 
ments Committee of the Medical Research Council) ; R. Dawson 
Hutchinson (Ministry of Health); Dr. Lewis Lilley’ (British Medical 
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CPS alee Mr. H. N. Linstead, Ph. C. (Pharmaceutical odes): è 
A. ’Melhuish, Ph.C, (National Pharmaceut eel a bere a 
Mr. a Mormer (Wholesale Drug Trade Association) ; 
Royal i a County Council) ; and Dr. J. W. G. Sot M (Ministry 
o : 
The secretary of the committee is Mr. H. L. F. Walton, 
who may be addressed at room 559 of the ministry, Caxton 


House West, Tothill Street, Westminster, London, S.W.1. 


A George medal has been awarded to Dr. Malcolm Manson, 
medical officer of health for Wood Green. 


A recent casualty list confirms that T/Major P. H. Newman, 
F.R.C.S., who was previously reported missing believed 
prisoner of war, is now a prisoner of war. 


Vacancies for examining surgeons under the Factories Act 
1937 are announced in our advertisement columns. In the 
circumstances of the times these appointments are of growing 
interest and importance. Particulars may be had from the 
chief inspector of factories, Cleland House, Page Street, 
London, S.W.1. 


The Local Authorities’ Nursing Services Joint Committee, 
which is the nursing section of the National Joint Council 
for Local Authorities’ Administrative, Technical and Clerical 
Services has lately held its first meeting, under the chairman- 
ship of Councillor W. J. P..Webber. It has been set up to 
consider, both nationally and regionally, the salaries and 
conditions of work of employees in the nursing services of 
county councils, county and non-county boroughs, urban 
and rural district councils and joint boards. Of the 16 se&ts 
accorded to the staffs side on the joint committee, 8 are 
filled by members of the Royal College of Nursing. The 
other 8 places are allotted to other associations granting 
membership to nurses—namely, the National Association of 
Local Government Officers, National Union of Public Em- 
ployees, and Transport and General Workers’ Union. The 
college, however, is the only body so far whose representa- 
tives are actually practising nurses. 


Births, Marriages and Deaths 


BIRTHS 


BRYSON.—On Feb. 5, at Beaconsfield, the wife of Dr. Charles C. 
Bryson—a daughter. 

COULTHARD.—On Feb. l at Esher, the wife of Mr. J. Jefferson 
Coulthard, F.R.C.S.E.—a daughter. 

FrREw.—On Jan. 23, in New York, the wife of Dr. John Frew, of 
Stafford—a daughter 

GARDINER.—On Feb. 4, in Leeds, the wife of Dr. Malcolm Gardiner 
—a daughter. 

Hane ae Feb. 6, at Oxford, the wife of Dr. Magnus Haines—a 

aug. 

McIntTosH.—On Jan. 31, at beaverstock Green, the wife of Dr. 
J. M. . McIntosh—a daughter. 

MOCSWINEY. —On Jan. 27, at Godalming, the wife of Prof. B. A. 
McSwiney—a son 

ORCHARD. aoe Feb. 4, at Truro, the wife of Dr. Stuart Orchard 

—as 

SANDEMAN = ön Feb. 5, the wife of Temp. Surzeou Licutenant 
©. Stewart Sandeman, M.B., R.N.V.R.—a so 

WATSON.—On Feb. 4, at Southborough, Kent, the wite of Licutenant 
Martin B. Watson, M.R.C.S., R.A.M.C.—a son. 

Yotunac.—On Feb. 8, at Basingstoke, the wife of Dr. C. A. SOUR ges 


a son. 
MARRIAGES 


M‘KELVIE—CoOWIE.—-On Jan. 1, at Khartoum, Alexander Robert- 
son M‘Kelvie, M.B., Sudan. Medical Service, to Jessie Bryden. 

VELLACOTT—TIBBS. —On Feb. 10, at eee oun Hugh Douglas 
Sempill Vellacott, M.B., son of Mr. H. F. Vellacott, F.R.C.S., 
to Lorraine Freda Tibbs. 


DEATHS 


ALLAN.—On Jan. 28, at Roundhay, Leeds, in his 88th year, James 
Allan, M.D. Aberd., D.P.H. Camb., late medical super- 

intendent, St. James’s Hospital, Leeds. 

-—On Feb. 7, at Aberdare, Isaac Banks, O.B.E., M.D. 

R.U.I., J.P., aged 73. 

CosENs.—On Feb. 10, at Worthing, William Burrough Cosens, 

M.R.O.S., aged 79. 

FRYER.—On Feb. 8, at Shanklin, Charles Fryer, L.R.C.P.E., aged 86. 

KIRKPATRICK.—On Feb. 8, at ‘Sherborne, Dorset, William Kirk- 
patrick, M.D. Dubl., aged 79 

PENFOLD.—On Jan. 31, Fred Bailey Penfold, M.R.C. S., of Leather- 
head, aged 62. 

PRIESTLEY. —On Feb. 9, at March Baldon, John Gillies ‘Priestley, 
M.C., D.M. Oxfd, reader and demonstrator in clinical physiology 
in the University of: Oxford, aged 61. 

SAUNDER.—On Jan. 31, at Barnes, Charles Stirling Saunder, 
L.R.C.P., aged 81. 

SCURFIELD.—On Feb. 8, at Letchworth, Harold Scurfield, M.D. 
Edin., D.P.H. 


SHARP —On Jan. 29, at Corfe, Taunton, John Sharp, M.B. Glasg. 

SHEARER.—On Feb. 7, at Cambridge, Cresswell Shearer, M.D. 
McGill, D.Sc. Camb., F.R.S., formerly lecturer in embryology 
in the University of ‘Cambridge. 

StoTr.—On Feb. 5, at Aberdeen, William Gordon Stott, M.B. 
Aberd., fleet surgeon, R.N. (retd.). 

Woop —On Feb. 10, at Penshurst, Louis Edmund Wood, M.B. 
Lond., aged’ 83. 
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. Notes, Comments and Abstracts 


OCCUPATIONAL DISORDERS IN THE 
EIGHTEENTH CENTURY 


THE first book on occupational diseases—De Morbis 
Artificum, by Bernardini Ramazzini—was first pub- 
lished in 1700 and a revised edition was issued in 1713 
with 12 new chapters and alterations in the original 
text. Anew translation (Diseases of Workers. London: 
Cambridge University Press. 30s.), prepared by Pro- 
fessor Wilmer Cave Wright, comes like a beaker full of 
the warm South. The edition of 1700 was translated 
into English in 1705 by an anonymous writer whose 
version, as Professor Wright points out, was qvigorous 
and scholarly but far from literal and in many pages he 
had omitted phrases or sentences. In 1746 Dr. Robert 
James translated the extra 12 chapters and added them 
to the anonymous English version of 1705 without 
indicating that the latter was not his own. Professor 
Wright in this instance has translated Ramazzini’s final 
edition of 1713 which becomes available in English for 
the first time and which has been made as literal as pos- 
sible and is given without omissions. The Latin text 
accompanies the English rendering on corresponding 
pages after the fashion of the ‘‘ cribs” on which our 
Latin masters frowned so fiercely, so that the reader has 
to repress a vestigial sense of. guilt at seeing the Latin 
and English in, as it were, an unholy alliance. The 
translation itself does not read like one because it is in 
clear fiexible English with a fine feeling for the right 
word. Professor Wright introduces her text with a neat 
account of Ramazzini’s life, achievements and social 
background, although she modestly avers that it is 
little more than a bibliography. Yet she succeeds in 
painting a portrait of an eminently cultured and sym- 
pathetic man of great energy, wide interests and out- 
standing intellectual honesty. The major part of his 
life’s work and literary output was concerned with 
meteorology and epidemiology, but his fame rests on his , 
studies of occupational diseases—to him almost a side- 
His sympathy for the working classes took him 
into factories to see actual working conditions for him- 
self and to consider what could be done to alleviate them 
and prevent ill health. In his preface Ramazzini says 
that every doctor at his first visit to a patient should 
ask what occupation he follows. It appears that in his 
day practitioners were surprisingly negligent about this 
precaution but Professor Wright generously comments 
that as a layman she can only assume that such an 
omission could not occur today. This elegant book is 


one of the History of Medicine Series issued under the 


auspices of the library of the New York Academy of 
Medicine, and it will delight the bibliophile as well as 
those whose special interests include the history of 
medicine or occupational diseases. 


MASKS FOR SHELTERERS 
THE masks promised by the Ministry of Health are to 


be issued to people using the public shelters if an influenza 


or other epidemic arises. The standard type is to be a 
piece of non-inflammable film, 54 in. square, which is 
fastened so as to screen the nose and mouth by means of 
an elastic band passing round the head. Directions for 
making substitutes have been drawn up, and these can 
be followed by anyone capable of using a needle and 
thread. Substitutes can be made from Cellophane, 
oiled silk or paper; or surgeons masks—pads of muslin 
or gauze, fastening behind the head with tapes—can be 
used. A yashmak type of mask can easily be made from 
a piece of lawn or ninon, 12 in. by 18 in., with a triangle of 
oiled silk stitched in, to cover the nose and mouth area. 
The upper border is slightly gathered by two rows of 
elastic thread and tapes sewn at the corners are tied 
behind the head. If the maker lacks a piece of oiled 
silk he can make the reinforced area as a pocket into 
which a triangle of cellophane can be slipped; or it can be 
made impervious by painting with a layer of transparent 
or coloured lacquer which can be bought from iron- 
mongers. Wearers are directed to wash their masks | 
after use. The Ministry has arranged for 500,000 of the 
standard film masks to be supplied to public shelters. 
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RESPIRATORS FOR SPECIAL CASES 


_ Some of us are gas-mask faced and take kindly to our 
black and green pig-snouts. Others are more casually 
designed, with oddly shaped heads or jaws; some 
breathe with difficulty at the best of times and some 
have the bad luck to wear tracheotomy tubes. The 
Ministry of Home Security has announced that two new 
devices are ready to protect those who cannot wear the 
civilian gas mask. People with severe respiratory 
difficulties—due to asthma, phthisis, old empyema or 
cardiac disease—find difficulty in expiring forcibly 
enough to overcome the resistance of the ordinary mask, 
but they may be able to manage with the new mask 
provided with an outlet valve. Severe cases will need 
the new helmet type of respirator which consists of a 
hood of rubberised fabric fitting the shoulders and 
stiffened so that it retains its shape; it is provided with 
non-inflammable eye pieces and an air-supply unit, 
similar to that of the baby’s helmet, by which the 
wearer pumps air into the interior. The hood is at- 
tached below to a loose skirt which is held in position by 
strings fastening under the armpits; this stabilises the 
. whole helmet. 
meee ait fa ey - The air-supply 
| = unit juts out 
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the eye-holes ; 
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pipe contain- 
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F i connected to a 
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i hood is so 
large that the 
wearer can 
stop pumping 
for a few 
minutes with- 
out ill effect. 
Air leaves the 
hood round 
the bottom 
edge through 
the fabric of 
the porous 
skirt. This 
respirator has 
been designed 
by Govern- 
ment research workers and is adapted for wear by those 
with tracheotomy openings. Other devices such as that 
suggested by Mr. A. Radcliffe? for the use of such patients 
have depended on fitting a gas-tight pad over the tracheo- 
tomy opening; but the Government investigators found 
that only a small proportion of patients could be fitted 
successfully in this way because in many the neck was thin 
and shrunken or the opening deeply recessed. Moreover 
the tube might need frequent clearance. The entry for 
air in the helmet respirator is directly opposite the 
tracheotomy opening, which is found to make for 
‘comfort ; and the wearer can slip a hand inside the hood 
.to clear the tube if it gets blocked. Others likely to 
benefit from these respirators are those with large or 
distorted heads, such as acromegalics, patients with 
tumours of the face or neck, or distorting scars such as 
those produced by removal of part of the jaw, or tender 
scars from war injury. The helmets will only be given 
to those who produce a doctor’s certificate showing that 
such provision is necessary, and medical officers of health 
have been advised to get into touch with doctors in their 
area and to decide on a common policy on giving 
certificates. SSS 
The Coventry and Warwickshire Hospital was evacuated 
after the heavy raid on the city in November. Since then the 
hospital has been unable to secure suitable accommodation 
„outside the city and as they consider it essential that hospital 
services should be available they have decided to reopen 
230 beds at the hospital including 50 at Keresley. 


1. Lancet, 1940, 2, 393. 


' ANOTHER SCALE OF FAMILY COEFFICIENTS 


F. W. Clements (J. Hyg., Camb. 1940, 40, 681) has 
attempted to determine statistically a scale of family 
coefficients based on the calories purchased by families 
surveyed by the advisory council on nutrition of the 
Commonwealth of Australia. The scale adopted agrees 
nore closely with that of Lusk than with any other. 
It is :— 


Adult man (3013 net calories) 1-0 | Chila— 
Woman i Ay .. 08 6- 0-62 
Child— 4-5 0:61 
12-15 0:76 2-3 .. 0-51 
10-11 0:72 Under 2 0-47 
8-9 0-65 


It is difficult to understand why we must add another 
to the dozens of proposed scales of family coefficients. 
It is rather like learning to write verse in the hypothetical 
language of Krewhon. Even if there were any fixed and 
firm coefficient for any individual for calories it would 
not be the same for the other components of diet. There 
is one coefficient (if one at all) for calories, and another 
for protein, another for calcium and another for iron, 
and so on through the gamut of the multitudinous 
vitamins. In the search for coefficients there is a 
darkening of nutritional counsel. 


NAMES FOR VACCINES 


CONFUSION has arisen over the exact meaning of 
‘“ T.A.B.C. vaccine.” Some people use it for the vaccine 
containing the three strains of paratyphoid, and others 
for the vaccine containing two strains of paratyphoid 
plus cholera vaccine. The Minister of Health has 
approved the following ‘‘ proper names ” for these two 
Dromios : 

1. Anti-typhoid-paratyphoid A, B and C vaccine. 

2. Anti-typhoid paratyphoid A and B and cholera 

vaccine. | ' 

He directs that the latter name should not be abbreviated. 
It should be easy enough to enforce this when the name 
appears in print or writing—containers are to be re- 
labelled as soon as the present stock of labels is exhausted 
—but the tongue is lazier than the pen. Those who are 
so colloquially-minded that they recall improper names 
more readily than proper ones had better accustom 
themselves to thinking in terms of ‘‘ T.A.B.C.” and 
“ T.A.B.Chol.” 


MESSRS. EVANS SONS LESCHER AND WEBB have intro- 
duced their Streptocide Bacteriostatic Insufflator for the 
local treatment of wounds with sulphanilamide. The 
insufflator was designed in collaboration with Colonel 
Leonard Colebrook and is based on Legroux’s model 
which he described in our columns (Lancet, 1940, 2, 118). 
With it a fine mist of streptocide powder can be evenly 
distributed throughout the wounded tissues. l 


DIPHENAN B.D.H. is p-benzylphenyl carbamate and 
British Drug Houses (London) are issuing it in tablets 
of 0-5 gramme for use as an anthelminthic in thread- 
worm infestation. It is claimed that diphenan not only 
effects the expulsion of the worms from the host but is 
also a powerful vermicide. It is almost tasteless and is 
given three times daily by mouth for a seven-day course. 
No toxic effects have been reported. 

LANCET CROSSWORD.—Missing clue from last week’s 
crossword. 17 down. With knobs on. The solution 
will appear next week. 


Brigadier J. A. Manifold has been appointed deputy director 
of medical services in the Scottish Command, with the rank 
of major-general. Brigadier D. T. Richardson will succeed . 
him in his present appointment as director of hygiene at the 
War Office. Brigadier O. W. McSheehy has been appointed 
deputy director of medical services in the eastern command, 
and Brigadier Alexander Hood will succeed him as deputy 
director-general of Army Medical Services at the War Office. 


Appointments | n a 


CRAWFORD, D. K., M.B. Edin., F.R.C.S.E. :: examining surgeon 
under the Factories Act 1937 for Berkhamsted, Herts, 
Gray, J. DUNCAN, M.B. Sheff.: R.S.O. at Sheffield Ro Hospital. 
POETI A J., M.B. N.U.I.: temp. asst. county M.O. for the 
sle of Ely. , 
PEARCE, A. H. B., L.R.C.P.E., D.P.H.: deputy D.M.S. for British 


Guiana. l 
SEWELL, ADA M., M.B. Edin.: asst. M.O.H. for Kent. 
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DEVELOPMENT OF PROVINCIAL MEDICAL 
EDUCATION ILLUSTRATED IN THE 
LIFE AND WORK OF 


CHARLES WHITE OF MANCHESTER * 


By ArtTHuk H. BorcGess, M.B., M.Sc. Manc., LL.D., 
F.R.C.S., F.A.C.S. ° 


CONSULTING SURGEON, MANCHESTER ROYAL INFIRMARY AND CHRISTIE 
HOSPITAL; PROFESSOR EMERITUS OF CLINICAL SURGERY IN 
THE UNIVERSITY OF MANCHESTER 


On serutinising the list of my 80 predecessors I find 
that I am the first Hunterian orator who is an entirely 
provincial surgeon—one who has neither received his 
surgical education in London nor practised his profession 
there, one as yet untainted with metropolitanism. I 
mention the fact to excuse my action in departing from 
the custom of making John Hunter the main theme of 
discourse; today is a provincial’s day out, and I am 
taking as my text the life and work of Hunter’s famous 
contemporary provincial surgeon, Charles White, of 
Manchester, born in the same year as John Hunter, his 
fellow-student and life-long friend. 


Charles White, born at Manchester on Oct. 4, 1728, was 
the only son of Dr. Thomas White who practised there 
at King Street, and who had not only acquired a great 
reputation for skill in midwifery but was actually the 
first in England to perform cesarean section. Young 
White received his general education privately, but while 
little more than a boy he was allowed to assist his father 
with midwifery cases. At the age of twenty, he was sent 
to London and joined, at the same time as John Hunter, 
the school of anatomy of William Hunter, John’s elder 
brother. He afterwards spent a winter at Edinburgh 
and rejoined his father in 1751. He agitated so actively 
for the establishment of an infirmary for Manchester that 
a prominent local merchant, Joseph Bancroft, impressed 
by White’s skill and energy, ‘offered to defray all expenses 
of an infirmary for one year if he would give his profes- 
sional services thereat. A house was taken—No. 10, 
Garden Street, Shudehill—and on June 24, 1752, was 

opened with 
12 beds. 
This proved 
sosuccessful 
that larger 
premises 
were soon 
required 
and on April 
9, 1755, the 
new Man- 
chester 
Public In- 
firmary was 
opened with 
40 beds and 
.@ medical 
staff of 3 
physicians 
and 3 sur- 
geons. The 
infirmary 
remained on 
the same 
site until 
1908 when 
it was re- 
moved to its present premises with 649 beds, and an 
honorary medical staff of 44. 

White married, in 1757, Ann, daughter of John 
Bradshaw of Bradshaw Hall, Shudehill, by whom he had 
four sons and four daughters. Two sons entered the 
medical profession and assisted their father for a time, 
but all four predeceased him. In 1762 he was elected a 
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fellow of the Royal Society—five years before J ohn and 
nearly six years before Wi Hunter received this 
honour. On the same day he received the grand diploma 
of the Company of Surgeons, the body which in 1800 
became the Royal College of Surgeons in London and in 
1843 the Royal College of Surgeons of England. He was 
one of the founders of the Manchester Literary and 
Philosophical Society which still flourishes f and for 23 
years was its vice-president. 
Owing to a disagreement with the board of manage- 
ment in 1790 Charles White, after 38 years’ service, 
resigned from the staff of the infirmary along with the 
rest of his colleagues. in the same year he and his son 
Thomas and two other colleagues founded the Manchester 
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Sale Priory. 


Lying-in Charity, precursor of the present combined 
St. Mary’s Hospitals of the city, ánd he served on its , 
staff for 21 years under the singular title of “ man 
midwife extraordinary.’ To it he presented his museum 
of pathological. specimens which was unfortunately 
destroyed by fire in 1847. 

White’s father, in his later years had retired from 
practice to live at Sale Priory, about six miles from 


. Manchester, and on his death there in 1776 this came 


into the possession of Charles White who used it as a 
country residence. In 1803 he contracted ophthalmia 
which destroyed the sight of his left eye. Nevertheless he 
continued to practise and even to operate until a similar 
attack in 1812 left him totally blind. He then retired to 
Sale Priory where he died on Feb. 20, 1818, at the age of 
84, and was buried in Ashton-on-Mersey church. 


WHITE ON PUERPERAL FEVER 


White’s magnum opus was his ‘“ Treatise. on the 
management of Pregnant and Lying-in Women,” first 
published in 1773. He dedicated it to his first medical 
teacher, Dr. William Hunter, then physician extra- 
ordinary to Queen Charlotte, ‘‘ as a small acknowledgment 
of gratitude for the advantages I received in my educa- 
tion from your instructions, and the kind offices of a 
friendship with which you have ever since honoured me.”’ 
The treatise embodied the experience of 27 years of 
midwifery practice, an experience which had profoundly 
impressed him with the methods then in vogue. Midwifery 
was almost exclusively confined to ignorant women 
whose imperfect knowledge of their art had been handed. 
down orally from their predecessors ; medical men were 
called only in cases presenting unusual difficulty. White 
described the prevailing practice in these words. — 


When the woman is in labour she is often attended by a 
number of her friends in a small room, with a large fire, which, 
together with her own pains, throw her into profuse sweats ; 
by the heat of the chamber, and the breath of so many people, 
the whole air is rendered foul and unfit for respiration. ... 
If the woman’s pains are not strong enough, her friends are 
generally pouring into her large quantities of strong liquors, 
mixed with warm water, and if her pains are very strong, the 
same kind of remedy is made use of to support her. As soon 
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as she is delivered, if she is à person in affluent circumstances 
she is covered up close in bed with additional clothes, the 
curtains are drawn round the bed and pinned together, every 
crevice in the windows and door is stopped close, not excepting 
even the key-hole, the windows are guarded not only with 
. shutters and curtains but even with blankets, the more 
effectually to exclude the fresh air, and the good woman is 
not suffered to put her arm or even her nose out of bed, for 
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White’s bed for the puerperium. 


fear of catching cold. She is confined to a horizontal position 
for many days together, whereby both the stools and the 
lochia are prevented from having a free exit.... The 

lochia, stagnating in the womb and in the folds of the vagina, 

_ soon grow putrid. ... Amongst the poor people who live 
in cellars and upon clay ground floors, the air is made still 
worse by the dampness and closeness of their houses, the want 
of clean linen and of cleanliness in general . . . nor is it to be 
wondered at that they are still in a worse situation in hospitals, 
where a number are crowded not only in one house but in one 
ward, where the disease is conveyed from one to another by 
the putrid miasmata lodging in the curtains, bed-clothes and 
furniture. l 

Puerperal fever was rife, and the mortality disquieting. 

White urged that special attention be devoted to all such 

- matters as good hygienic surroundings, scrupulous clean- 
liness both personal on the part of all attendants and also 
of any material likely to come in contact with the patient 
—bed-linen, towels, sponges, instruments—proper ventil- 
ation of the lying-in chamber, maintenance of an even 
and moderate room-temperature so as to avoid either 
chill or over-heating, and correct posture of the patient 
after delivery. In hospitals: 

If separate apartments cannot be allowed to every patient, 
at least as soon as the fever has seized one she ought immedi- 
ately to be moved into another room not only for her immediate 
safety, but that of the other patients; or it would be still 
better if every woman were delivered in a separate ward and 
were to remain there a week or ten days until all danger of this 
fever is over. ... Whenever a patient has recovered from 
this fever and is removed to another room the bedding and 
curtains should be washed, the floor and woodwork cleansed 
with vinegar, and it would still add to the salubrity of the 
apartment if it were stoved with brimstone. 


The posture of the patient after delivery was considered 
by White of great importance, and in his treatise he 
figured a chair and a bed which he employed, both 
designed to allow at will of variations in the angle at 
which the patient is raised from the horizontal. Sur- 
geons will at once recognise this position prescribed 
by White as identical with that advocated over 100 
years later by Fowler, an American surgeon, in the 
treatment of peritonitis, the object of both White and 
Fowler being to obtain gravitational drainage. It is 
refreshing to note that in his system of obstetrics and 
EYORCOORT A H. Curtis (1933), of Chicago, accords the 
credit to ite. White advocated getting the patient 
out of bed soon after delivery—on the same day, if 
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possible, and certainly not later than the second or third 
day. As the result of his methods he reported that of 
the large number of lying-in patients he had delivered he 
had never lost one from puerperal fever, and of the few 
cases developing this complication from non-observance 
of the rules laid down no life had been seriously endang- 
ered, nor had any case ended in madness or other 
disagreeable complaint. He, however, qualified this 
statement as referable only to patients he had himself 
attended during the time of delivery, and excluded both 
those to whom he had been called in consultation after 
puerperal fever had already developed, and also those 
requiring the use of instruments. Successful results of 
White’s methods were also reported by Eli Cope—a 
former pupil—Professor Young of Edinburgh, Robert 
Collins of the Rotunda and others. Sad to relate, 
however, a quarter of a century after. White’s death a 
serious fall from grace occurred both in the British school 
and on the Continent largely owing to French teaching. 
The methods of White and his followers were abandoned 
and puerperal fever again became prevalent even in the 
Manchester Lying-in Hospital which White himself had 
founded. Nor were matters any better in America when 
in 1843 Dr. Oliver Wendell Holmes used his literary 
genius to direct public attention to this grave situation. 

In Vienna in 1789 there had been appointed a professor 
of midwifery who had studied White’s methods in 
England, and who, in spite of strong opposition, had 
introduced them into the Vienna lying-in hospital— 
Professor Boer. He held office for thirty years, during 
which 65,000 patients passed through the hospital with 
an average annual mortality from all causes of only 1-3%. 
Boer’s enemies succeeded in deposing him in 1822 on the 
pretext of insubordination because he refused to teach 
midwifery on the femalé cadaver instead of the leather 
phantom. His successor Klein discarded the English 
methods and also taught upon the cadaver : the mortality 
rose from 1:3 to 7-8% in his first year and remained high, 
in some months reaching even 29:3%. From 1840 
onwards the obstetric work was carried out in two 
divisions, the first reserved for the instruction of medical 
students, the second for that of midwives. The students 
were encouraged to make frequent examinations of the 
patients before, during and after confinement, and 
practical instruction was given upon the female cadaver. 
Moreover, the students often proceeded from the dissect- 
ing or the post-mortem room direct to the lying-in room 
after a very perfunctory washing of their hands. In the 
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White’s chair for the puerperium. 


second division the midwives made just as frequent 
examinations, but their practical instruction was given 
on the leather phantom instead of the dead body, nor 
did they attend either dissections or post-mortems. 
For the six years, 1841 to 1846, the average mortality 
in the first division was three times, and in 1846 four 
times that in the second division. This appalling 
difference excited such notoriety and alarm that many 
women refused to enter the first division. 


THE WORK OF SEMMELWEIS 


Ignaz Philipp Semmelweis, who was then assistant to 
Professor Klein, had charge of the first division and 
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conducted autopsies on all their fatal cases. In 1847 a col- 
league of Klein’s who had been accidentally pricked while 

ing a medicolegal autopsy died of blood-poisoning, 
-and Semmelweis, who attended the post-mortem upon him, 
‘was struck by the identity of the appearances disclosed 
‘with those in death from puerperal fever. He thereupon 
concluded that the latter must be caused by the convey- 
ance of cadaveric material, adhering to the hands of the 
students, to the lying-in woman during vaginal examina- 
tion. Consequently, he instructed all students attending 
the first division to avoid contact with any cadaveric 


material prior to their daily attendance, to scrub their 


hands thoroughly with soap and water and to soak them 
in a solution of chlorine before and after every examina- 


tion of a patient. This practice resulted in a fall of the 


death-rate of the first division from 11-4% during 1846 
to 1-28% in 1848. Semmelweis then promulgated the 
- doctrine that puerperal fever.is caused by the conveyance 
to the lying-in woman of particles of cadaveric material 
through the agency of the examining finger. At that 
date he apparently considered this the only cause and 
took none of the precautions adopted by British 
obstetricians since the time of White. In 1847, however, 
. two consecutive outbreaks of puerperal fever were traced 
to the handling of foul discharges from two patients with 
-æ cancer of the cervix and a suppurating knee respec- 
tively. Semmelweis thereupon added the doctrine that 
-puerperal fever might be conveyed by putrid particles 
"derived from living persons, either on the examining 
finger or through air fouled with their emanations. 
‘Disgusted with the opposition of his chief, Professor 
Klein, and others of his colleagues, he left Vienna in 1851 
to return to his native city of Buda-Pest, and it was not 
until 1856, after he had been appointed professor of 
midwifery there, that he came to appreciate the import- 
ance of clean linen and clean dressings. He noticed that 
the sheets “ actually stank ’’ with decomposed blood 
and lochia. In 1857-58, of 449 confinements 18 died of 
-puerperal fever, and early in 1858 10 died thereof in a 
single day,. although throughout this period chlorine 
disinfection of the examining hand was scrupulously 
enforced. Because of these experiences Semmelweis in 
1861 added to his previous declarations the statement 
that puerperal fever may be conveyed to the lying-in 
woman by foul bed-clothes, dressings and sponges, and 
by the hands of midwives and nurses. He later stated 
that a puerperal woman may infect herself owing to the 
retention within the birth-tract of material which has 
undergone decomposition, that instrumental injuries of 
the genital passages may produce puerperal fever by self- 
infection, that free ventilation of lying-in wards is 
necessary to c away exhalations from patients, and 
that an infected puerpera should be promptly isolated. 
Thus, by successive stages spread over several years 
Semmelweis at last arrived at the identical views and 
practice advocated by Charles White over 75 years 
previously. The only factor not specifically mentioned 
by White, and to which Semmelweis had some claim to 
originality, was the fatal rôle played by the examining 
finger fouled by contact with decomposing cadaveric 
material. In White’s day Manchester had no medical 
school and, therefore, no medical students to handle and 
convey cadaveric particles to the lying-in woman. The 
claim made by continental writers that our knowledge 
of the prevention and treatment of puerperal sepsis 
originated with Semmelweis ignores the whole of the 
pioneer labours of White and of British obstetricians— 
work carried out long before Semmelweis’s birth. All 


honour to Semmelweis for his courageous advocacy, in 


face of strong opposition, of measures to diminish the 
appalling risks of childbirth in his day, but the glory of 
the- pioneer must be awarded to Charles White. 


PHLEGMASIA ALBA DOLENS 


In 1784 White published ‘‘ An Inquiry into the nature 


and cause of that swelling in one or both of the lower 
extremities which sometimes happens to lying-ih women,” 
but gave no title to this condition either then or in a 
second edition which appeared in 1792. Dr. John Hull 
(1800) gave to it the name phlegmatia dolens. White, 
in 1801, enlarged this title into phlegmasia alba dolens 
puerperarum. He described fully its symptoms, course 
and treatment, and expressed an original opinion of its 
pathology, attributing it to an obstruction of the lymphatic 
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trunks where they enter the pelvis under Poupart’s 
ligament. White considered that compression by the 
foetal head of some of the main lymphatic trunks led to 
their rupture as they passed over the pubic portion of 
the pelvic brim, and that the cicatrisation following 
healing of the ruptured lymphatics resulted in their 
obstruction with consequent swelling of the limb below 
until such time as an effective collateral circulation 
became established; for this weeks and sometimes 
months were requisite but, once developed, such a 
lymphatic by-pass must necessarily prevent a repetition 


of the trouble in the same limb. 


WHITE AS A SURGEON | 


Not only was White a pioneer in certain aspects of 
midwifery, but he was also a most original surgeon, and 
read many papers on surgical topics before the Royal 
Society. From the historical outlook, the most interest- 
ing of these and one for which he has since been referred 
to frequently but erroneously as the first surgeon to 
excise the shoulder-joint for disease, concerned a boy of 
14, of scrofulous habit, who was admitted to the Man- 
chester Infirmary in 1768 (White 1770a). <A fortnight 
previously he had been seized with acute inflammation 
in the left shoulder culminating in a large abscess which 
had been incised on the inner side of the arm shortly 
before admission. Through this opening the upper end 
of the humerus was felt to be quite bare and from it 
escaped a profuse and offensive discharge. Though the . 
usual practice for such a condition at that time was 
amputation White, eight days after admission, exposed 
the bared portion of the humerus through an external 
incision ; pushing the elbow strongly upwards, he forced 
the upper part of the bone completely out of the wound 
and sawed off two inches with an ordinary amputating 
saw. The discharge rapidly diminished, swelling of the 
limb abated, all hectic symptoms subsided. After two 
months a large sequestrum was removed and the wound 
healed rapidly, the ultimate result being that, although 
over four inches of the shaft had been lost either through 
removal at operation or by subsequent sequestration, 
yet the arm was but one inch shorter than its fellow, and 
all movements of the shoulder were completely restored. 
This result exceeded White’s most sanguine expecta- 
tions ; believing, as he did, that he had excised the head 
of the humerus together with the upper part of the shaft, 
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- White’s case of inflammation of the shoulder. 
he was astounded at the extent to which the shaft, head, 
articular cartilage and capsule of the shoulder-joint had 
apparently regenerated and at the absence of ankylosis 
This favourable ending 
is adequately explained, however, on examination of the 
ing White’s paper, together with the 
clinical history. The bone removed at the operation 
was obviously the pyramidal upper end of the diaphysis, 
having no sign of the tuberosities upon it. The case, 
therefore, must have been one of acute osteomyelitis 
commencing in the upper humeral metaphysis, followed 
by subperiosteal abscess and later by spontaneous 
separation at the upper epiphyseal line, the epiphysis 
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itself remaining in situ. The synovial cavity of the 
shoulder escaped serious inflammation owing to the 
extra-articular situation.of the epiphyseal line, and so 
complete restoration of movement of the joint was not 
only possible but actually occurred. Thus, although 
White was not the first to excise the head of the humerus 
for disease yet, quite unwittingly, he really was the 
-pioneer in the operation of partial diaphysectomy for 
acute osteomyelitis. 

In 1762 White published in London a volume on the 
“ topical application of the sponge in hæmorrhage,” 
based on two communications to the Royal Society. 
The customary method of arresting hemorrhage was then 
by the ligature, which, though successful as a primary 
application in amputations and other wounds, was said 


to be the most painful part of the operation since some . 


of the soft parts were usually included within the liga- 
Moreover, it frequently failed in lacerated and 
contused parts and in cases of what we now call secondary 
hemorrhage, where the suppurating and softened tissues 
would not again bear ligation. White advocated the 
application to the bleeding point of a suitably sized piece 
of compact and thoroughly dried sponge maintained in 
place by the firm pressure of a bandage, or by strapping. 
his communication to the Royal Society 13 cases were 
recorded where the use of the sponge had successfully 
arrested hemorrhage when all other means had failed, 
and in his book he stated that he used it constantly, even 
for the larger arteries, without it ever having failed him. 
In 1770 he published a further series of successful cases 
(White 1770b), and he then noted that those parts of the 
wound to which the sponge had been applied were much 
cleaner than the rest. This led him to use dried sponge 
as a dressing to foul ulcers and abscesses, and he found 
that this cleansed them more quickly and effectually 
than any other method then known. He gradually 
developed the practice of leaving the sponge dressings 
undisturbed until they became definitely offensive, 
sometimes even for 10 to 14 days, and he would thus seem 
to have anticipated by over a century and a half the 
principle of the modern Winnett-Orr treatment of acute 
osteomyelitis. 

White devised a method for reduction of dislocations of 
the humerus. iron ring was screwed into a beam of 
the ceiling and one end of a pulley fixed to it, the other 
being fastened by bandages to the patient’s forearm just 
above the wrist. The patient was then drawn upwards 
by the pulley until the whole of his body was suspended 
by the dislocated arm when, by direct pressure upon the 
head of the humerus it was usually readily pushed into 
its socket. To avoid too strong traction upon the fore- 
arm and wrist two persons were employed to support 
these. If a pulley were not at hand, three or four strong 
men, standing upon a table, lifted the patient by traction 
upon the arm held erect until his feet were clear of the 
floor, while the surgeon manipulated the dislocated 
humeral head. During twenty years he had not failed 
in any recent dislocation, though he had met with three 
old-standing dislocations which resisted all methods and 
remained unreduced. 

White (1770c) obtained an interesting specimen 
post mortem from a female who died in the Manchester 
Lunatic Hospital in 1768, and who, fourteen years before, 
had undergone an operation for arteriovenous aneurysm 
following injury to the brachial artery during venesection. 
He presented it to John Hunter who placed it in his 
museum. it shows that three inches of the main artery 
were obliterated as the result of its ligation above and 
below the aneurysm, and that a very remarkable 
collateral circulation had developed. 

Stone in the bladder was then common in Yorkshire, 
and White soon acquired a great reputation as a lithoto- 
mist. A large vesical calculus was one of the very few 
specimens saved from the fire which destroyed his 
museum ; it was removed by him by lateral lithotomy. 
White’s surgical contributions generally show a strongly 
conservative tendency, and he has, indeed, been acclaimed 
as the ‘“‘ Father of conservative surgery.” 


A STUDY IN EVOLUTION 


Doubtless influenced by his early association with John 
Hunter he was always interested in natural history ; of 
many papers read to the Manchester Literary and 
Philosophical Society the most important was a series 
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on ‘The regular gradation in man and in different 
animals and vegetables, and from the former.to the 
latter.’ They were published in book form in 1799. 
The idea was suggested to him when present at a lecture 
by John Hunter illustrated by a number of skulls which 
Hunter placed on the table in a regular series ranging 
from the human skull, with its varieties in the European, 
the Asiatic, the American and the African, downwards 
through that of the monkey and ultimately to the dog 
“in order to demonstrat the gradation both in the 
skulls and in the jaws.” Stimulated by this lecture 
White, for some years, spent his scanty leisure in 
collecting and reflecting upon an enormous number of 
biological facts to prove the existence of gradation as a 
general principle running throughout nature. This might 
suggest that he had some inkling of the hypothesis of 
evolution, but he disbelieved in any progressive variation 
in species, considering that all species were unchangeable 
and retained the features which characterised them at 
the time of their creation. He stopped short of the 
logical conclusion, possibly because of his strong regions 
convictions. 

In the course of these investigations he made measure- 
ments of the head and limbs of a large number of negroes 
among the sailors visiting the port of Liverpool. On 
this account he has been styled the “‘ father of anthropo- 
metry,” and this he certainly was so far as concerns 
living persons. Anthropometry, however,. includés 
measurements upon the skeleton as well as the living, 
and in this aspect he had been preceded by Camper and 
others. But he was the first to discover that the forearm 
of the negro as compared with the upper arm is longer 
than the forearm of the European, and that of the ape 
longer than that of the negro. 


PROVINCIAL MEDICAL EDUCATION 


The first course of public medical lectures in Manchester 
(and probably in England outside London) was delivered 
in 1783 at the house of the Manchester ey and 


Charles White’s house in King Street, where classes for 
medical students were first held in Manchester. 


Philosophical Society by Charles White and his son 
Thomas, and was open to the lay public as well as to 
medical men. They also started in 1787 at their own 
house in King Street the first instructional class confined 
to medical students, with lectures on anatomy and 
physiology. 

In the early part of the nineteenth century those 
desirous of obtaining a medical qualification were obliged 
to attend hospital practice in London in order to become 
eligible for admission to the examinations for the 
licentiateship of the Society of Apothecaries or the 
membership of the Royal College of Surgeons. Only in 
London, Edinburgh, Glasgow, Aberdeen and Dublin were 
there any medical schools. In 1814 Joseph Jordan, the 
“ Father of provincial medical education,” as he has 
been justly styled, started a school of anatomy i in Bridge 
Street, Manchester. His lectures quickly became 
popular and in 1817 were recognised by the Society of 
Apothecaries as qualifying to sit for their diploma—this 
being the first recognition of provincial medical instruc- 
tion by any licensing body in this country. To obtain 
bodies for dissection was difficult in those days, and like 
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most teachers of anatomy, Jordan had to rely upon the 
“ resurrectionists ” ; this becoming known an infuriated 
mob on one occasion broke all his windows and kept him 
prisoner in his own premises for several days. Similar 
scandals in connexion with other anatomical schools, and 
particularly the notorious murders by Burke and Hare 
in Edinburgh in 1827-28 and by Bishop and Williams in 
London in 1831, focused public attention upon the 
question of medical education. A select committee of 
the House of Commons was appointed in 1828 to inquire 
into the provision of bodies for dissection in the schools 
of anatomy, and the removal of impediments to the 
cultivation of anatomical science ;. upon its report was 
founded the Anatomy Act of 1832, permitting the 
unclaimed bodies of persons dying in workhouses to be 
used for dissection. 

Jordan’s school was closed in 1834, when its students 
and most of the contents of its museum were transferred 
to a school in Pine Street opened by Thomas Turner in 
1824. This was the first complete school of medicine 
to be established in the provinces and, in recognition of 
this, it was granted the Royal patronage. After 
absorbing two other rival schools, it was incorporated in 
1872 with the Owens College. In 1880 the Owens 
College became the first constituent college of the Victoria 


University, though the power to grant degrees in medicine - 


and surgery was not obtained until 1883 and then only in 
the face of strong opposition from the Royal College of 
Surgeons and generally from the London medical schools. 

A not unnatural outcome of the advent of the provin- 


cial medical schools was a request that their certificates 


of attendance should be recognised by the licensing 
authorities in London and elsewhere. So far as Manches- 
ter was concerned the Society of Apothecaries had 
already recognised the certificates of Jordan’s school in 
1817, of Turner’s school in 1826 and of the Manchester 
Royal in 1834, and so had the Royal College of 
Physicians. In spite of repeated requests, however, such 
recognition was refused by the Royal College of Surgeons 
which in 1821 had issued a regulation requiring all 


candidates for its diploma to spend at least six months 


in study and dissections in the medical schools of London 
or of the universities of Dublin, Edinburgh, Glasgow or 
Aberdeen. In 1823 another by-law refused recognition 
of ‘dissections made in the summer months—a blow 
obviously aimed at the London private anatomical 
schools where instruction was usually continuous 
throughout the year so as to minimise the time and 
expense to the provincial student of the requisite period 
of study in London. In 1824 a further by-law enacted 
that ‘ certificates of attendance at lectures in anatomy, 
physiology, the theory and practice of surgery, and of the 
performance of dissections be not received by the Court 
of Examiners except from the appointed professors of 
anatomy and surgery in the universities of Dublin, 
Edinburgh, Glasgow and Aberdeen, or from persons 
teaching in a school acknowledged. by the medical 
establishment of one of the recognised hospitals, or from 
ersons being physicians or surgeons to any of these 
hoepitala: Guy’s, St. Thomas’s, St. Bartholomew’s and 
the London.” Thomas Wakley, founder and editor of 
THE LANCET, pointed out that the tendency of these two 
regulations was to direct all the fees which might accrue 
from the teaching of anatomy in England and Wales into 
the pockets of the London hospital surgeons : he considered 
it not a little singular that of the ten members of the 
court of examiners by whom these by-laws were enacted 
at least seven were practising London hospital surgeons. 
The secretary of the Society of Apothecaries, how- 
ever, in his evidence before the select committee, 
stated that “no young men came before the Court of 
the Society of Apothecaries better qualified in every 
respect than those who had been entirely educated at 
Manchester, where excellent lectures on every branch 
of medicine are given by very competent teachers and 
the Manchester Infirmary affords, under the physicians 
belonging to it, most ample opportunities for the acquire- 
ment of practical knowledge.” Doubtless as a result of 
this inquiry the Royal College of Surgeons, in August, 
1829, issued a regulation allowing certificates of instruc- 
tion to be accepted ‘‘ from the several towns in England 
possessing properly constituted hospitals together with 
such means and opportunities of teaching anatomy, 
physiology and surgery by lectures, demonstrations and 
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dissections as shall be approved by: the Court of 
Examiners.” The compulsory six months’ attendance 
at one of the London or other recognised schools in 
Ireland or Scotland was thus finally abolished and the 
right of the provincial schools to teach anatomy and 
physiology officially recognised. 

The results of the examinations in anatomy at the 
Royal College of Surgeons for a period of three years 
closely following upon this new regulation of August, 
1829, displayed the provincial schools in a very favourable 
light as compared with those in London, their failures 
amounting to only 1:7% of total entries as compared 
with 7:8% of failures among London students. 

The struggle for the full recognition by the Royal 
College of Surgeons of clinical teaching at provincial 
hospitals continued. In 1830 the Manchester Infirmary, 
with 360 beds, applied, with success, for the Royal 
patronage, and in the hope that this manifestation of 
Royal approval might influence the Royal College 
favourably the Manchester Royal Infirmary, as it had 
now become, on two occasions besought that body to 
place it upon the same footing with regard to certificates 
of attendance at clinical teaching as the recognised 
hospitals in London, Scotland and Ireland—but al] in 
vain. The chief provincial schools then petitioned 
Parliament, and in 1834 a select committee was appointed 
at which the opposition of the Royal College was voiced 
by its president, Mr. G. J. Guthrie, and seven members 
of its council. Sir Astley Cooper stated that ‘‘ Country 
schools were at a loss in teaching principles ; at practice 
they taught a good deal. Students in London acquired a 
degree of information which was absolutely impossible to 
acquire from country teachers. He knew members of the 
Manchester Hospital school and thought that a shorter 
residence in London would suffice for one who had been 
through it. ... He did not believe that anything like 
perfection could be obtained anywhere but in London 
or in some very large town as Edinburgh, Dublin, ete.” 
Sir Anthony Carlisle, one of the surgeons at West- 
minster Hospital (which then possessed only 82 beds) 
said: ‘‘ Many of the general practitioners of the country 
have contributed to the improvement of surgery ; as, for 
example, Mr. White of Manchester and others, but if 
Mr. White (or the others) had lived in London, I think the 
collision of metropolitan society would have made each 
of them greater men than they were—all great men in 
large states have been resident in the metropolis and,. 
perhaps, have been raised to high eminence by that 
excitement.” 

Thomas Wakley, who strongly supported the claim of 
the provincial hospitals, had. already indicated to the 
select committee on Anatomy of 1828 the absurdity of 
the position that the Royal College of Surgeons should 
accept one year’s attendance at the Westminster 
Hospital with only 82 beds and yet required.four years at 
provincial hospitals some of which possessed upwards of 
300 beds. He hinted that this might not be altogether 
unconnected with the fact that two of the four surgeons 
to the Westminster Hospital were on the court of exam- 
iners of the Royal CoJlege and all four were on the council 
by which the examiners are elected. 

Evidence favourable to the provincial schools was . 
given by Mr. J. Somerville, inspector under the Anatomy 
Act, who said ‘‘ Manchester, Birmingham, Liverpool and 
Bristol have opportunities of teaching anatomy that are 
not surpassed in any place or town,” and by the secretary 
to the Society of Apothecaries who expressed the opinion 
that ‘‘ Students from the country in general were quite as _ . 
well instructed as those who study only in the schools of 
London. and many evinced a very great deal of informa- 
tion indeed.” Owing to a change in the Government 
following closely upon its sittings, the select committee 
never issued a report but published merely the evidence 
given before it. The Royal College of Surgeons declined 
to give way until 1839 when it was finally agreed to 
accept certificates of attendance on the practice of surgery - 
at any recognised hospital in the United Kingdom. Thus 
was won the protracted fight for the full recognition of 
the provincial medical schools. : 

Looking back upon this rather bitter controversy of 
just over a century ago one is left with the impression 
that the members of the College council of that period 
displayed an undue regard to self-interest, a narrowness 
of vision and a lack of foresight happily quite foreign to 
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the council of these days, when the interests of the London 
and provincial schools are guarded equably and imparti- 
ally, and where representatives of each meet in the 
_ greatest harmony and good fellowship. i 

That the association of Charles White with John 
Hunter as fellow-students produced a profound and 
lasting: impression is shown ite’s insatiable 
appetite throughout his long life for work of a practical 
and experimental nature, in his early start as a collector 
of specimens and founder of a museum, and by his 
studies in comparative anatomy, in botany, in fossils and 
in anthropometry. Like Hunter, he was an eager and 
serious student of nature in all her protean manifestations. 
John Hunter’s indisputable right to immortal fame rests 
upon many factors, among others, his unique knowledge 
of anatomy both human and comparative, his persistent 
advocacy that ‘‘ Structure is only the ultimate expression 
of function ”? with its consequent linking of anatomy 
with physiology and of both with pathology and surgery, 
his emphatic and enthusiastic insistence upon the 
experimental method of investigation, and, as a crowning 
glory, the foundation of our superb Hunterian museum, 
second to none elsewhere. John Hunter loved work for 
work’s sake, and although he acquired a lucrative 
practice yet money to him was of value only in that it 
supplied the wherewithal to continue his researches and 
to augment the priceless treasures of his collection. His 
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museum, said to have cost him £70,000 in addition to 40 
years of incessant toil, was his only material possession 
at death, and, pending its sale to the Government six 
years later for £15,000, his widow was compelled to accept 
the King’s Bounty. Hunter’s life’s work calls vividly to 
mind those lines of Rudyard Kipling : 


** And only the Master shall praise us, and only the 

Master shall blame ; 

And no one shall work for money, and no one shall 
work for fame, 

But each for the joy of the working, and each, in his 
separate star, 

Shall draw the Thing as he sees It for the God of 
Things as They Are!” 


I gratefully acknowledge assistance received from Sir 
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Prof. W. Fletcher Shaw, Mr. W. R. Le Fanu, M.A., librarian 
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Wilson, librarian to the Manchester Medical Society. 
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EXPERIMENTAL and clinical studies have shown that 
the sulphonamide drugs have a bacteriostatic action on 
the causal organisms of gas gangrene. These studies, at 
first confined to the effects of oral administration 
(Domagk 1937, Long and Bliss 1937, Stephenson and 
Ross 1940, Henderson and Gorer 1940), were extended to 
the effects of local application of sulphanilamide in 
infected guineapigs by Legroux (1940) and gave promising 
results. However, the practical application of these 
findings to war wounds and air-raid casualties does not 
appear to have given results such as were to be expected 
from the preliminary experiments. The experiments to 
be described were undertaken with the idea of finding 
how this discrepancy arose, and to probe further the 
local application of these drugs to wounds. 


In the first place, we considered it essential to produce 
a rapidly fatal intramuscular lesion in mice with 
Clostridium welchti, for this micro-organism is by far the 
most freqent cause of gas gangrene. Because of the 
difficulty of reproducing regularly a virulent intra- 
muscular infection with Cl. welchii, much of the previous 
work on the chemotherapy of gas gangrene in mice has 
been done on Cl. septique or on Cl. welchii after intra- 
peritoneal or intradermal injection. However, using a 
virulent strain of Cl. welchii, recently isolated from a 
severe case of gas gangrene, we were able to obtain 
regularly a mortality of 100% in 24 hours in mice after 
intramuscular injection along with calcium chloride as 
recommended by Bullock (Gye) and Cramer (1919). The 
successful production of this very severe muscular lesion 
in mice has afforded us a convenient test by which the 
relative merits of various preventive and therapeutic 
measures can be readily tested, and has also enabled us 
to assess the comparative value of three of the sulphon- 
amides against Cl. welchii, Cl. septique and Cl. adematiens. 


MATERIAL AND METHODS 
Preparation of bacterial suspensions.—The strains of 
clostridia employed were: Cl. welchit B.S.I. strain 186 from 
a recent case of gas gangrene, Cl. septique B.S.I. strain 84, 
and Cl. edematiens B.S.I. strain 85. A relatively toxin-free 
suspension was prepared by centrifuging an 18-hour meat- 


‘broth culture and washing twice in saline. The suspension 
was then diluted to give an opacity which, in the conditions 
of our experiments, would kill all inoculated mice within 24 
hours. The opacities usually required for the three organisms, 
corresponding to standard opacities for Bacterium colt, were 


roughly: Cl. welchit 1000-2000 million; Cl. septique 1000- 


1500 million ; Cl. ædematiens 100 million per c.cm. 

Inoculation of mice.—The control, or untreated, mice were 
injected in the muscles of the right thigh with 0-2 c.cm. of 
equal parts of the bacterial suspension and 5% calcium 
chloride. 

Administration of drug.—(a) Local. For local administra- 
tion the drug was ground in a mortar and suspended in the 
infecting inoculum so that the required dose of the drug was 
contained in 0:2 c.cm. The mice were then injected with 
0:2 c.cm. of the suspension in the same manner as the control 
mice. (b) Oral. The mice were injected in the same way as 
the control mice and were immediately given 25 mg. of the 
drug in a 10% suspension in 50% mucilage through an 
esophageal cannula. This dose was repeated at 6, 24, 30 
and 48 hours. (c) Local and oral. This consisted of a 
combination of the local and oral administrations omitting 
the oral dose at the time of inoculation. 


EXPERIMENTAL 

The results of our experiments are shown in tables 1-v 
where the effects of the drugs in delaying death can be 
estimated from the average number of days survived as 
given in the last column. This figure is obtained by 
dividing the total number of whole days survived in 
each group of mice by the number of mice in the group 
(Whitby 1937). The mortality for only 3 days is con- 
sidered, because mice living beyond this interval usually 
ara the immediate effects of the experimental 

sease. 


TABLE I—EFFECT OF LOCAL SULPHANILAMIDE ON OL. WELOAII 


IN MICE 
cal 5 - o. of mice 
: anil- * | dying on day: 
Inoculum amido ot i 

(mg.) Ie 2 3 
Culture (subcutane- { = 20 12 5 2 
ous) Se ka 20 20 5 2 1 

ud 60 60 

_ pension + calcium 20 12 8 


1 
chloride 40 48 6 8 


muscular) 


Washed bacterial sus- 


(intra- 


The experiments of table 1 show that 20 mg. of 
sulphanilamide given locally delayed death considerabl 
after subcutaneous injection of cultures of Cl. welchia, 
but we decided that the mortality in the control mice was 
not high enough for further experiments. We then used a 
washed suspension of the organisms injected along with 
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TABLE II —EFFECT OF LOCAL AND ORAL SULPHANILAMIDE ON 
CL. WELCHII IN MICE 


No. of mice 


No. ; 5 > 
Expt. Sulphanil- | p | dying on day: |surviveal Arane; 
amide mice | 5 3 days | survived 
í None 12 12 tg 0 0 
1 \ Local 12 0 0 12 3:0 
Oral 12 4 5 2 1 1:0 
Local +oral 12 2 1 9 2-3 
None 12 12 mA 0 0 
2 { Local 12 3 2 7 1:9 
Oral 12 8 0 0 4 1-0 
Local +oral 12 2 2 8 2:2 


Infecting inoculum.—0-:1 c.cm. washed suspension of 18-hour 

ture + 0:1 c.cm. 5% calcium chloride; intramuscular. 

Sulphanilamide.—Local = 40 mg. suspended in infecting inocu- 
lum. Oral = 25 mg. at 0, 6, 24, 30 and 48 hours. Local + oral: 
40 mg. local + 25 mg. oral, at 6, 24, 30 and 48 hours. 


calcium chloride and the mortality was increased to 100% 
in 24 hr., but in consequence local sulphanilamide in a 
dose of 20 mg. appeared much less active. When the 
local dose was increased to 40 mg. the average time of 
survival.was greatly increased. We therefore decided 
to use this method of infection and 40 mg. of drug as 
standards for further experiments. 

In table 1 a comparison is made between the effects 
of the local administration of 40 mg. of sulphanilamide 
and the administration of 50 mg. of the drug by mouth 
within 6 hr. In experiment 1 all mice injected locally 
with sulphanilamide survived for 3 days, whereas those 
given sulphanilamide by mouth had an average survival 
. of only 1 day. In experiment 2, where twice the 
number of organisms was injected, the average survival 
time after local administration was twice as great as 
after oral administration. It is also evident that when 
an adequate amount is given locally there is no great 
advantage in giving more by mouth. 

Fig. 1 and table mī give the results of three experiments 
in which the action of three of the sulphonamides on 


TABLE III—COMPARATIVE EFFECT OF THREE SULPHONAMIDE 
DRUGS ON THREE GAS-GANGRENE ORGANISMS 


Average number of days survived 


Organism Drug 
Control Local 4- 
mice Local | Oral oral 
Sulphanilamid j 1-4 -2 0-8 
* phanilamide s% : F : 
Cl. welehtt)| Suiphapyridine 20 | 0 1-7 
Sulphathiazole 1:6 5 1:8 
l Sulphanilamid y 0-75 | 0-7 i-2 
. ulphanilamide sce . . -2 
Cl. septique } | Sulphapyridine 05 | 0:3 0-7 
Sulphathiazole 2-7 `] 1°25 1:6 
None 0 . : Js 
Cl. Sulphanilamide 0:6 O-4 0:75 
æœdematiens Sulphapyridine 1-0 0:8 1-1 
Sulpbathiazole 1:75 0-8 2°3 


each of three causal organisms of gas gangrene is com- 
pared. As with sulphanildmide against Cl. welchw local 
administration of any of the three sulphonamides in all 
three infections is more effective than oral treatment and 
there is no apparent advantage in supplementing local 
administration by giving more by mouth. All three 
drugs are of some value in delaying death but sulpha- 
pyridine is of slightly greater value than sulphanilamide 
against Cl. welchii and Cl. edematiens, and sulphathiazole 
is significantly more effective than the other two drugs 
against Cl. septique and Cl. edematiens. 

The experiment of table Iv shows that if sulphanilamide 
is injected in the muscles of the left leg at the time of 
infection in the right leg it is much less effective than 
if it is given along with the bacterial suspension. In 
table v it is shown that local sulphanilamide becomes less 
effective if its administration is delayed. 

In the conditions of these experiments, therefore, it 
may be concluded that the sulphonamide drugs are of 
considerable value in the treatment of gas gangrene 
provided they are administered at the site of infection, 
in large quantities and as soon as possible. 


` 1940). 


DISCUSSION 


There are several favourable reports on the results of 
local treatment with the sulphonamide gs in various 
types of infected wounds (Jensen, Johnsrud and Nelson 
1939, Nitti 1939, Key and Burford 1940, Herrell and 
Brown 1940) and on experimental] gas gangrene (Legroux 
Following on Legroux’s work, loca] prophylactic 
measures with these drugs have been used in both the 
French and British armies with good results though in a 
certain number of cases gas gangrene did make its 
appearance in wounds (Handley 1940). Our experimental 
results show that these drugs have a definite bacteriostatic 
effect on the organisms of gas gangrene, but that it is 
much less, both in vitro and in vivo, than that against. 


many aerobic bacteria. For example, one knows that for 


Local. Oral. kocal+Oral Control Mice, 


Sulphonilmide E O — 
Sobhi M) E O 
Sulphathioxole. Tin | H 

Cl Seplique 


Cl Welchii 


Solphanilanide 
Soohpwidee. M) iio ie Sammie 
Suphathocce. fg) i i 
Cl. Oedematiens. 
Shanlamie T 
Selphpyridin E — 
Sulphathazole. fume ) Ginn] ie. | 

Days 

4 Mortality in black. 

o e 2 Mice. 


Fie. 1—Comparative effect of three sulphonamide drugs on three 
gas-gangrene organisms (see table M1). 


a streptococcal infection one requires a sulphanilamide 
level in the blood of about 5-10 mg. per 100 c.cm., which 
is about 3-10—4 M, the concentration required for inhibi- 
tion in vitro (Woods 1940). A much higher concentration 
of these drugs is required to prevent the development of 
gas gangrene, and there is no more convenient way of 
attaining this than by applying the drugs in large doses 
at the site of injection. i 
Regarding the choice of the drug to be used as a prophy- 
lactic against the development of gas gangrene in wounds 
our experiments indicate that the three sulphonamides 
used are of almost equal value against Cl. welchii. Since 
sulphanilamide is the cheapest and the most available of 
all the sulphonamides we would recommend its use in all 
such cases both for treatment and prophylaxis. If the 
presence of another infecting organism is suspected 
another drug might be tried. We advise that most 


TABLE IV—EFFECT OF LOCAL AND REMOTE INTRAMUSOULAR 
SULPHANILAMIDE ON OL. WELOHII IN MICE 


No. of mice 


. No. Avi : Sur- Av. no. 
Ee of ba. eee ene. O] vived `| of days 
mice 1 2 3 3 days | survived 
None isd 12 12 As ae 0 0 
Local nae 12 0 5 1:6 
Remote .. 12 9 3 Ds 0 0:25 


Sulphanilamide.—Local = 40 mg. along with infecting inoculum 
in right leg. Remote = 40 mg. in left leg. 


wounds should be packed with at least 10 g. of sulph- 
anilamide, or more if possible. If the dose were to corre- 
spond to our findings in mice it would be about 50 g.; 
such amounts could hardly be applied to most wounds, 
so the inference is always to put in as much as possible 
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eo 
TABLE V—EFFECT OF DELAYED LOCAL SULPHANILAMIDE ON 
OL. WELOHII IN MICE (DOSE 40 MG.) 


No. of mice 


suptantartte | woot | ayina on dy: | Sur, | ayaa 
hours: 1 3 3 days | survived 
0 6 2 4 2 
1 6 4 2 1 
3 6 5 0 0:2 
6 6 6 0 0 
Controls 6 6 0 0 


without interfering with the proper treatment and healing 
of the wound. Although small doses of a few grammes 
might have some value they would be inadequate as a 
local application for most wounds, for results show that 
these smaller doses, even when supplemented by oral 
treatment, do not prevent the appearance of gas gangrene 
in certain cases. This is apparently due to the rapidity 
with which these drugs are absorbed from the local area, 
as is borne out by our experimental observations on the 
elimination of these drugs in mice (fig. 2). Again, in 
addition to their comparatively weak action on anaerobic 
bacteria, it is known that there are many products of 
breaking down tissue which inhibit the bacteriostatic 
action of these drugs (Fleming 1940). | 

The greater efficacy of the sulphonamide drugs when 
they are applied directly at the site of local infections 
falls in line with the finding of McIntosh and Whitby 
(1939) that these drugs act directly on bacteria by neu- 
tralising some metabolic or enzymic activity, and also 
with the recent work of Woods (1940) showing that 
sulphanilamide acts in bacterial cultures by blocking the 
utilisation of p-amino-benzoic acid, an essential meta- 
bolite for bacteria. That this mechanism is the same in 
the therapeutic action of sulphanilamide on a strepto- 
coccal infection in mice was shown by Selbie (1940), and 
it therefore appears that the bacteriostatic effect of these 
drugs on a sensitive organism depends to a large extent on 
the concentration of the drug in contact with the infecting 
organism. This is an additional reason for the direct appli- 
cation of the sulphonamide drugs to the infected area. 

Preliminary experiments seem to suggest that antitoxin 
is less effective than local sulphanilamide in preventing 
the development of Cl. welchit infection 
in mice injected intramuscularly with 
calcium chloride as an aggressin when the 
culture is of high virulence. A dose of 2:5 
units, equivalent to 8000 units in man, 


Sulphanlamide__2O mg. 


m9 Joos 
40 


=< 
wren 
~~ eo 


i a 24 36 


Sulphapyridine RO mg. 


o 24608 2 24 3 


6 
hours 


Fie. 2—Sulphanilamide and sulphapyridine in blood after adminis- 
Hein Dy mouth (dotted line) and intramuscularly (continuous 
e ce. 


saves fewer mice than local sulphanliamide. However, 
small doses of antitoxin prevent the death of mice after the 
intramuscular injection of cultures of Cl. welchit without 
calcium chloride and where the preformed toxin acts as an 
aggressin. But in man at the time of wounding the 
aggressin would not be preformed toxin, it would be derived 
from the soil, and this would explain many of the failures 
of antitoxin to prevent the development of gas gangrene. 
The treatment of an established infection is another 
problem where antitoxin is of great value in controlling the 
toxemia. A potent antibacterial] serum, on the other 
hand, might be a useful adjunct to the sulphonamides in 
treating the initial infection. 
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- and soon after the infection. 
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SUMMARY 

A study has been made in mice of the prophy- 
lactic value of sulphanilamide, sulphapyridine and 
sulphathiazole against Cl. welchii, Cl. septique and Cl. 
cedematiens. 

The results show that these drugs are of considerable 
value in preventing the development of gas gangrene 
provided they are administered locally, in large quantities 
We recommend sulph- 
anilamide as the most suitable prophylactic against 
anaerobic infections of wounds. 

All three drugs were found to have much the same value 
against B. welchii infections, with sulphapyridine slightly 
the most effective. Against Cl. septique and Cl. edema- 
tiens, however, sulphathiazole is of significantly greater 
value than the other two. 


REFERENCES 


Bullock, W. E. and Cramer. W. (1919) Proc. roy. Soc. B. 90, 513. 

Domagk, G. (1937) Klin. Wschr. 16, 1412. 

Fleming, A. (1940) Proc. R. Soc. Med. 33, 127. 

Handley, R. S. (1940) Personal communication. 

Henderson, D. W. and Gorer, P. A. (1940) J. Hyg., Camb. 40, 345. 

Herrel, W. E. and Brown, A. E. (1940) Proc. Mayo Clin. 15, 611. 

Jensen N e+ Achmed L. W. and Nelson, M. C. (1989) Surgery, 
a Ours, 9 e 

Key, J. A. and Burford, T. H. (1940) Sth. med. J. 33, 449. 

Legroux, R. (1940) Mem. Acad. Chir. 66, 415. . 

Long, P. H. and Bliss, E. A. een) Canad. med. Ass. J. 37, 457. 

McIntosh, J. and Whitby, L. E. H. (1939) Lancet, 1, 481. 

Nitti, F. (1939) Bull. Acad. Méd. Paris, 122, 432. 

Selbie, F. R. (1940) Brit. J. exp. Path. 21, 90. 

Stephenson, D. and Ross, H. E. (1940) Brit. med. J. 1, 471. 

Whitby, L. E. H. (1937) Lancet, 1, 1517. 

Woods, D. D. (1940) Brit. J. exp. Path. 21, 74. 


MENINGITIS FOLLOWING SPINAL 
ANASTHESIA 
REPORT ON 1] CASES 


By H. J. Barri, B.M. Oxfd 
PATHOLOGIST TO THE ROYAL HOSPITAL, SHEFFIELD 


In July, August and September, 1940, 11 cases of 
meningitis occurred among the 96 patients who were 
operated on under spinal anesthesia in one theatre of 
the Royal Hospital, Sheffield, during that period. The 
clinical signs and pathological findings resembled each 
other. One case was fatal and an autopsy was obtained. 

No particular age-group was affected. The operations 
were with three exceptions clean ones, such as repairs of 
herniæ and fractures. The fatal case was a colostomy 
for inoperable carcinoma of the colon. The spinal 
anzesthetics used were from different batches of light 
Percaine. be 

Clinical course.—In 9 of the patients there was a rise 
of temperature to 100° F. or over within the first three 
days after operation. There were no noticeable symp- 
toms of meningeal irritation at this stage. All of them 
complained of abrupt onset of severe headache between 
the 7th and 10th days after operation and in most this 
was associated with drowsiness, irritability, photophobia, 
neck rigidity and a positive Kernig’s sign. Blood-counts 
when done showed a polymorphonuclear leucocytosis. 

All cases, except the fatal one, were free from tempera- 
ture and symptoms by the 18th day after operation; 
9 when examined four weeks after had no residual signs 
or symptoms apart from slight lateral nystagmus. In 
the fatal case the patient became comatose and died 
within 7 days of the onset of symptoms. ; 

Lumbar puncture was done in 6 cases. The fluid was 
clear or faintly turbid. The protein averaged 100 mg. 

er 100 c.cm. with the highest reading 160 mg. and the 
owest 60 mg. Chlorides averaged 660 mg. per 100 
c.cm.; highest 720 mg., lowest 640 mg. Cells averaged 
450 per c.mm.; highest 1100, lowest 9. There was 
either slight preponderance of lymphocytes or poly- 
morphs and in the average they equalled each other. 
There was no change in the gold curves except for one 
mild meningeal reaction. No tubercle bacilli or other 
organisms seen in films. In 2 cases a second lumbar 
puncture within two days showed an increase of protein 
and fall in the number of cells. 


AUTOPSY FINDINGS 
Female, age 59. Wasted. Recent healing left lower 
paramedian incision. Patent left iliac colostomy, and 22 cm. 
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from the anus a carcinoma with fleshy overhanging edges 
filled the lumen of the gut for 7 cm. Muscularis invaded ; 
infiltrated fibrous adhesions fixing gut to posterior wall of 
bladdér and left adnexæ. Golden yellow cortical adenoma 
2-5 om. in diameter in left adrenal.. Chronic venous conges- 
tion of small atrophic liver. Very flabby myocardium. 

Central nervous system.—Middle ears, bony and venous 
sinuses clear. Gross flattening of cerebral convolutions. 
Marked tentorial cone (left 1 cm. wide, right 0-6 cm. wide). 
Leptomeninges opaque and thickened over basal cysternæ. 
Both lateral ventricles equally and much dilated, containing 
famtly turbid fluid; ventricular walls white but patterned 
with purple dilated veins. Both choroid plexuses bound 
down by bulky grey semi-translucent sheath of fibrin. 
Abundant faintly turbid fluid throughout spinal theca, and 
at its lower end a thin waxy sheet (0-4 x 0-2 cm.) lying free 
-except for few tenuous adhesions. 

Microscopically.—The outstanding lesion was a fibrino- 
purulent lateral ventricle choroiditis. There was slight 
perivascular cellular infiltration of the ventricular walls, 

imited to the sub-ependyma. The walls of the third ventricle 
were involved less. There was an adherent pear-shaped 
polypus of fibrin plugging the aqueduct of Sylvius. Sections 
-of the frontal cortex showed no neuronal damage, but slight 
mononuclear infiltration of the subarachnoid space. There 
‘were more abundant swollen macrophages and some fibro- 
‘blastic proliferation in the cysterna magna. The meninges of 
thé cord showed nothing but slight perivenous lymphocytic 
infiltration suggestive of a subsiding infection. ` Ziehl- 
Neelsen and Gram stains did not show any organisms. 

Cause of death.—Meningitis and fibrino-purulent ventri- 
-culitis following spinal anesthesia. Acute internal hydro- 
-cephalus. 

` ETIOLOGY s | 

Routine bacteriological examinations of samples of 
-cerebrospinal fluid were made throughout the epidemic. 
No organisms were recovered except in a single case in 
‘which three colonies of a small gram-negative bacillus 
which fermented no sugars were obtained on an inocu- 
lated blood-agar plate. At the time this organism was 
thought to be an accidental contaminant and the cultures 
were discarded. Towards the end of the epidemic Prof. 
“Wilson Smith of the bacteriological department, Sheffield 
University, was asked to investigate the condition. His 
investigations are not yet completed but he has allowed 
me to quote the following note. 


A review of the circumstantial evidence pointed to a cold- 
-water filter as being a possible source of infection. This 
‘filter was a Berkefeld multiple candle type and was connected 
-directly to the roof water tanks. The outflow water, assumed 
‘to be sterile, was used to rinse the lumbar-puncture needles 
-which were kept in formaldehyde vapour. The candles were 
frequently disconnected, scrubbed and boiled as otherwise 
‘they soon became blocked. Three of the candles had recently 
been renewed but the other three were old and worn. Water 
from both inflow and outflow pipes was examined bacterio- 
‘logically and by animal inoculation with a view to the isolation 
-of a pathogenic virus. No evidence of virus contamination 
was obtained but a small gram-negative bacillus fermenting 
none of the usual sugars was isolated from both inflow and 
-outflow water. Attempts to isolate this organism from the 
-cerebrospinal fluid of the only two cases still available were 
unsuccessful nor could serological evidence be obtained to 
‘incriminate it as the cause of the meningitis. Animal inocula- 
‘tion experiments with these samples of cerebrospinal fluid 
were carried out in the hope of isolating a virus; these also 
were unsuccessful. It is hoped to publish a full account of 
‘this investigation when completed. 


In view of these findings the use of the filter was 
‘promptly discontinued, after which no further cases of 
meningitis occurred. Thus although circumstantial 
evidence strongly suggests the contaminated water as 
‘the source of infection direct proof of this has not been 
obtained. 

f SUMMARY 

In 11 patients out of 96 operated on under spinal 
anæsthesia in one theatre a low-grade meningitis devel- 
‘oped. All except one recovered completely. In the 
one patient who died autopsy showed a fibrino-purulent 
ventriculitis. Circumstantial evidence pointed to a 
bacterial infection due to the use of a defective filter, but 
‘this could not be proved. 


My thanks are due to Prof. Wilson Smith for his help. 


CULTURE OF INTESTINAL PROTOZOA 
By S. ADLER, M.B. Leeds, M.R.C.P.. 


PROFESSOR OF PARASITOLOGY IN THE HEBREW UNIVERSITY OF 
JERUSALEM; AND f 


ANNIE FONER, M.R.O.S. 


ASSISTANT IN THE DEPARTMENT 


WITH the extension of hostilities to the Middle East 
and the tropics the cultivation of intestinal protozoa has 
become of interest to a wider circle of workers, and the 
following notes on culture methods may prove useful. 


E. HISTOLYTICA AND TR. INTESTINALIS 


. During the last two years we have experimented with 
various media for intestinal protozoa, Boeck and 
Drbohlav’s (1925) Dobell and Laidlaw’s (1926) medium,, 
bouillonserum media and a semi-solid medium of the 
following composition :— 


Agar (3%) ; ee 8S si l part 
Locke (containing 0:1% glucose) .. 8 parts 
Inactivated serum (horse, cow, goat, or 
human) .. sk 2 aS 1 part 
_Rice-starch is added, as in Dobell and Laidlaw’s 
medium 


® The medium is tubed in 5 c.cm. amounts. 


The semi-solid medium has several advantages over 
the usual media for the cultivation of Entamaba histo- 
lytica. For the initial culture we use either fresh fæces 


. containing amcebe or cysts concentrated by the method 


of Yorke and Adams (1926), allowed to stand for half an 
hour in 5% HCl and subsequently washed by centrifuging 
in saline. Although growth on the semi-solid medium is 
slower in the first few days the ultimate culture is much 
richer, for the amoebe grow throughout the whole column 
and are not confined to the bottom of the tube as in the 
other media. The culture attains its maximum in about 
7 days and the life of a culture varies from 10 to 14 days. 

Even better results are obtained if this semi-solid 
medium is inoculated with a culture of Bacillus prodi- 
giosus, and a day or two later is inoculated either with 
washed cysts or amæœbæ from fresh stools. Within 24 
bours active amœbæ are found throughout the whole | 
column of the medium and within 48 hours the culture | 
is very rich. The average life of a culture is about 7 
days, but individual cultures may live up to 17 days. 
The great advantage of this method is that with repeated 
subcultures the intestinal flora introduced in the initial 
culture is to a considerable extent modified, and rich 
cultures can be inoculated intraperitoneally or subcu- 
taneously into laboratory animals without causing 
peritonitis or sepsis. ŒE. histolytica can be obtained from 
mixed cultures of E. histolytica and E. coli by inoculating 
them subcutaneously into a rabbit; E. histolytica is then 
recovered without E. coli by culturing from the infected 
skin on to semi-solid medium plus B. prodigiosus 


A rabbit was inoculated subcutaneously and intra- 
peritoneally with a mixed culture of E. histolytica and E. colt. 
Twelve days later a subcutaneous abscess was found round the 
site of the inoculation. The abscess was opened and pus 
evacuated. The pus contained no amœbæ. The wall of the 
abscess was scraped and found to contain active E. histolytica 
which was easily cultured on semi-solid medium + B. 
prodigiosus. 

The advantages of working with a culture of E. 
histolytica plus a non-pathogenic bacterium with the 
object of attempting bacteria-free cultures of E. histo- 
lytica are obvious. 

The semi-solid medium plus B. prodigiosus was found 
very convenient for the cultivation of Trichomonas 
antestinalis. Rich cultures throughout the whole column 
of the medium are obtained within 24 hours and a 
culture lives up to 15 days. 


CULTIVATION OF BALANTIDIUM COLI, 


A case of balantidiosis was found in the Mea-Shearim 
quarter of Jerusalem under circumstances which prac- 
tically precluded all possibility of contact with pigs. 
Blood, mucus, pus and Balantidium coli were abundant 
in ‘the stool. Cultures were attempted on Yarbrough’s 
medium, on Boeck and Drbohlav’s medium with starch 
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alone and with starch and diastase or benzpyrene, on the 
ee medium alone or with diastase or B. prodigiosus, 
or bo 

On Barret and Yarbrough’s medium (1921) there was 
survival for 2 days, but no multiplication was observed. 
On Boeck and Drbohlav’s medium with the addition of 
rice-starch, cultures were obtained but were irregular and 
subculture was not always successful. The balantidium 
grew at the bottom of the medium and up to 10 protozoa 
were found on coverslip preparations. Cultures lived up 
to 11 days, the average life being 7 days. The addition 
of a trace of benzpyrene improved the culture ; up to 50 
protozoa per coverslip preparation were found. 

We found the semi-solid medium plus Taka-diastase 
(1 : 5000 medium) much more satisfactory than Boeck 
and Drbohlav’s medium for the culture of Balantidium 
coli. Coverslip preparations from the bottom of the 
medium showed up to 250 protozoa per preparation ; 
cultures lived up to 28 days, the average life of a culture 
being 10 days. The addition of diastase is a great 
advantage, for it both enriches and prolongs the life of 
the culture. Without diastase preparations showed only 
5 or 6 protozoa per coverslip preparation and the average 
life of a culture was only 5 days. 

By far the best results were obtained with the semi-solid, 
serum-starch medium inoculated a day or two previously 
with B. prodigiosus. The balantidium grew throughout 
the whole column of the medium and showed uy*to 450 
protozoa per coverslip preparation. Cultures lived up to 
28 days and the average life of a culture was 12 days. 
The addition of diastase appreciably improves the culture 
and lengthens its life. Encystment occurs in cultures 
but conjugation was not found. Maximum multiplica- 
tion takes place at a pH of 6-7-7-0 and the cultures die 
out when the pH approaches 5:0. Our strain of Balanii- 
dium coli was not very sensitive to temperature and grew 
both at 30°C. and at 37°C., the best cultures being 
obtained at 30° C. 

With all these three protozoa a very small inoculum 
suffices for producing cultures on the semi-solid medium 
plus B. prodigiosus. 

SUMMARY 


A simple medium is described suitable for the cultiva- 
tion of Entameba histolytica, Trichomonas intestinalis 
and Balantidium colt. 


This work was carried out with a grant from the Dazian 
Foundation, New York. 
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DYSENTERY DUE TO B. DYSENTERIÆ 
NEWCASTLE 
PREVALENCE IN EDINBURGH 
By A. J. Ruopes, M.B. Edin., M.R.O.P.E. 


LECTURER IN BACTERIOLOGY, UNIVERSITY OF EDINBURGH 


THE organism now known as the Newcastle dysentery 
bacillus was first recognised by Clayton and Warren 
(1929a, b) in an outbreak of dysentery in Newcastle-on- 
Tyne. A number of strains of this bacillus have since 
been extensively studied by Boyd (1936, 1938, 1940), 
and following his work on antigenic structure it i is now 
generally held to belong to the Flexner group, although 
admittedly differing in biochemical properties from 
typical Bacillus dysenterie Flexner. 

Of recent years the Newcastle bacillus has been isolated 
on various occasions from cases of dysentery in Great 
Britain—e.g., Scott 1938—and it is the object of this 
note now to record its present prevalence in Edinburgh. 
Thus, in 1940, of 187 cases of bacillary dysentery proved 
in this laboratory by isolation of the causal agent from 
the fæces, 113 were found to be due to B. dysenterie 
Flexner, 47 to B. dysenterice Newcastle, and only 27 to 
B. dysenteriae Sonne. It can be seen, therefore, that at 
the moment the Newcastle bacillus is a common cause of 
dysenteric infection in this city. 

The strains of B. dysenteria Newcastle isolated in 
this laboratory have the following characteristic 
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properties. After 24 hours’ growth at 37° C. in the usual 
range of peptone water ‘“‘ sugar ’’ media the only change 
noted is fermentation of glucose with formation of acid 
and usually a small bubble of gas at the top of the 
Durham tube. On further incubation for 3 to 4 days 
weak acid-production may occur with dulcite, again with 
a bubble of gas. Certain strains may ferment maltose, 
with weak acid-production; a bubble of gas is only 
produced by a few strains; the time taken for this 
reaction varies from 24 hours to 5 days. All strains are 
non-motile and do not form indole or ferment lactose, 
saccharose, or mannite. Final identification of strains 
having these characters is now rendered straightforward 
by the use of a specific antiserum prepared by the 
Oxford Standards Laboratory. An agglutination test is 
set up with a saline suspension of the organism and 
varying dilutions of the Newcastle antiserum, incubation 
being carried out at 55° C. for 4-6 hours. The tests are 
read after standing at room temperature overnight, well- 
marked agglutination of the granular type usually 
taking place to the titre of the serum. 

I am informed that, clinically, these cases of infection 
with B. dysenteriae N ewcastle are of the prevalent mild 
type, and cannot be distinguished from those due to 
Flexner’s or Sonne’s bacillus. 


I am indebted to Dr. Alexander Joe, medical super- 
intendent of Edinburgh City Fever ae aa for the clinical 
information contained in this note. 
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Medica! Societies 


ROYAL SOCIETY OF MEDICINE 


AT a meeting of the Section of Otology held on Feb. 7 
with Mr. LIONEL COLLEDGE, the president, in the chair, 
a discussion on the 


Psychological Aspects of Deafness 


was opened by Prof. Huco Frey. He said that since a 
great part of all our sense impressions passed through 
one hearing organ a study of the psychology of deaf 
people must be worth while from a theoretical and 
practical point of view. There was ee in the 
literature dealing exclusively with the subject though 
there were references to aspects of it in the writings of 
Nager, Eichholz and the Ewings, and of special interest 
were the confessions of the deaf themselves particularly 
those of Beethoven and Margaret T. Monro. In dealing 
with the subject he thought it essential to avoid senti- 

mentality. The deaf were not a uniform group. On the 
one hand deaf mutes form a separate community among 
the hearing people ; they were almost a separate variety 
of the species. He asked ‘‘ What is their conception of 
the outer world, of an unacoustic, mute world ? ” Deaf 
mutes did not usually suffer from mental depression 
because of their deafness. Psychic abnormalities found | 
in some of them were probably more an outcome of a 
general degenerative constitution. Therefore even the 
highest degree of deafness did not in itself necessarily 
lead to & depressive state of mind. Further, many of 
those -who became deaf in later life—the deafened—still 
enjoyed life and all it had to offer them. But in this 
group there were many who suffered from mental 
depression. This, he thought, was due partly to their 
difficulties, partly to their exaggerated estimate of the 
extent of their defect and of its personal and social 
consequences. Their main complaint was their isola- 
tion, the difficulty or impossibility of enjoying company 
and social life. But it seemed to him that their loss was 
not really so great. Intellectual life in our time depended 
much more on the optic sense than on the acoustic. 

Science, politics, news and even amusement all could be 
conveyed to us by the written and not the spoken word. 

The higher the standard of culture the more important 
because the optic and the less important the acoustic 
sense. Often their intensively deplored isolation con- 
cerned the more trivial affairs of daily existence, the 
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by taking into account the information afforded by the 


difficulty of joining in small talk, in short, in banalities. 


He thought that what the deaf person missed should not 
therefore produce such an intense feeling of isolation and 
that there must be other reasons for this. He suggested 
that in the subconscious mind of every human being was 
the idea that he had a natural right and an inviolable 
claim to the integrity of his body and its organs. Anyone 
who lost this integrity experienced a severe psychic 
shock, increased by the thought of future progress of the 
defect, and from this shock there developed a traumatic 
neurosis. Some of the deafened were able to regain their 
mental and moral equilibrium unaided but for many 
psychotherapeutic guidance and influence would be 
necessary. 

Dr. A. B. STOKES said that his interest in the subject 
was related to a study of deaf people at the Maudsley 
Hospital and at the psychiatric department of King’s 
College Hospital. He wished to take a wider viewpoint 
than that of deafness. The psychological associations 
of any organic disability, considered from the point of 
view of psychosomatic medicine, raised the question 
whether such associations were specific for the particular 
disability. But in the clinical field it was found that 
whatever the organic disability the psychological 
response, considered broadly, would take one of few 
paths, and that these paths remained the same for all 
organic disabilities and were not specific for any one of 
them. Thus one might get an anxiety, depressive, 
hysterical or paranoid response to the onset of blindness, 
the loss of a leg or to the discovery of a weak heart. 
Further, the pattern of reaction seen could be traced 
back in time before the disability was established and 
recognised as a component of the personality, though 
operating less overtly when there was no hardship. 
Thus the underlying factor mainly determining the 
psychological response was the personality make-up. 
These organic disabilities produced the same results as 
other forms of stress, such as the death of a wife, the 
crash of a business or the failure to achieve marriage, 
_ and each had its root in the personality of the individual 
concerned. But a particular organic disability, con- 
sidered as a stress, might pick out a type of person to 
whom it was a special hardship. ‘Out of the total 
temperamental responses deafness in such a person 
evoked the response to which he was temperamentally 
inclined. A depressive state might arise in a person who 
in earlier life had shown that type of response to situa- 
tions involving stress. He might show retardation of 
thought and action, might have self-depreciatory ideas 
and be filled with gloom about his present, his past and 
his future. Similarly, according to the individual, 
hysterical, obsessional or paranoid responses might 
develop. Yet with all these possible abnormal responses 
the number of deaf people in a psychiatric clinic was not 
greater than would be expected from their distribution in 
the general population. It was people of susceptible 
personality make-up who broke down under the strain 
of deafness. When the personality had to adjust to the 
onset of a stress such as deafness the effect of the speed 
of onset required consideration. In a general way more 


acute situations precipitated, in predisposed individuals,. 


an affective response (usually either depression or 
anxiety) or a hysterical state, whereas a slowly developing 
deafness enlarged the possiblity of compensation but 
might bring out, in predisposed people, a paranoid 
response. Treatment was not approached with pessi- 
mism. The lessening of the load by hearing-aids, by 
lip-reading and by social re-adjustments would allow 
compensations to develop within the personality. An 
understanding of the kind of-person to be dealt with 
indicated where the best compensations might be 
fostered. 

Mrs. IRENE EWING dealt in a particular rather than a 
general way with the psychological effects of deafness. 
They depended on many active and reactive factors in 
addition to deafness itself—the health and age of a 
patient ; his environment and previous experience ; his 
social attitude and his disposition towards difficulties ; 
his intelligence and physical and mental readiness or 
unreadiness to acquire new habits; the nature of his 
work and interests ; his resourcefulness and his sense of 
humour. On the basis of clinical evidence it could be 
shown that there were special psychological problems 
arising from deafness which could be simplified or solved 


otologist’s diagnosis together with the results of pure tone 
tests of hearing by both air- and bone-conduction, and 
tests of hearing for speech with the aided and unaided 
ear. The results of these tests would yield information 
on two vital points—the extent to which a deaf patient 
could be enabled to hear speech in his daily life and the - 
extent to which hearing could be helped by lip-reading; - 
and how far a patient was likely to retain or lose normal 
speech habits. She emphasised that mental and social 
life was largely conditioned by one’s capacity to com- 
municate freely with others. She analysed the case- 
histories of patients of all types and ages who had 
attended the clinic for the deaf at Manchester University 
under four headings :— 


(a) Did the kind and degree of the patient’s deafness 
influénce or hinder his manner of thinking ? How far did 
it set a limit to the range of his thoughts and interests ? 

(b) Capacity to follow the spoken word. 

(c) Ability to talk intelligibly and audibly. 

(d) Capacity to earn one’s living—an important factor in 
mental life. 


All the available evidence, including her own personal 
experience, combined to show that the most serious 
psychological effect of deafness was the extent to which 
it restricted speech experience. From this limitation 
arose all the familiar symptoms of unhappy mental life, 
uncertainty in action and the distrust of self often see 

in deaf patients. ; 


Reviews of Books 


The Orientation of Animals 


By G. S. FRAENKEL, lecturer in physiology in the department 
of zoology and applied entomology, Imperial College of 
Science ‘and Technology, London; and D. L. Gunn, 
lecturer in zoology, University of Birmingham. London: 
Humphrey Milford, Oxford University Press. Pp. 352. 2ls. 


THs is an engaging book which could be described in 
half a dozen ways, so truly have the authors transcribed 
their knowledge, their love of law and order, their 
philosophical beliefs and their enthusiasm. Orientation 
is not used in the restricted sense which the purely 
“ human physiologist ’’ tends to take for granted; the 
book is about the reactions of animals, chiefly inverte- 
brates, to influences like light, temperature and humidity. 
Equilibrium of mammals in relation to gravity gets 
short shrift, and the reader will gain more information 
on this subject from other sources... From Fraenkel 
and Gunn, however, he will learn almost everything else 
about orientation, and when he is not engrossed in such 
problems as what guides the bed-bug, or how the ant 
finds his way home, he will find himself wanting to argue 
with the authors about free will or about the degree of 
probability that a certain type of flatworm would migrate 
from light to darkness if it had ideal properties. Termin- 
logy is their first preoccupation, and in classifying the 
types of reaction whereby animals become oriented (or 
orientated, as they inexplicably prefer to say) with 
reference to a stimulus, they adhere to terms which have 
the maximum of objectivity and imply the minimum of 
anthropomorphism ; indeed, they are, if anything, at 
too great pains not to be misunderstood. The second 
part of the book is more detailed and deals with the 
conditioning stimulus—its type, its possible modes of 
action, and its manipulation so as to yield the information 
required. All kinds of experiments are discussed, with 
a wealth of example and illustration, and a bibliography, 
which make the book valuable for reference. 


The World and the Atom 


By C. MØLLER and EBBE Rasmussen. London: George 
Allen and Unwin. Pp. 199. 10s. 6d. 


THE world of Moller and Rasmussen is not the world 
about us but the world of the atom itself. They have 
succeeded, not so much in giving us a picture of atoms 
as they exist, as in gradually unfolding the discoveries 
that have led to the prevalent ideas of the sort of 
processes going on inside atoms. The discovery of the 
electron opened the epoch of research into the way of an 
atom, and it is common knowledge that this discovery 


1. Sce Ellis, M. Lancet, 1940, 2, 371. 
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was made by the late Sir Joseph Thomson. There is a 
bad blemish in the book where we read, on p. 36, ‘‘ By 
means of such experiments, which we owe especially to 
J. J. Thomson of England, the velocity of the (cathode) 
rays was now successfully calculated.” This is followed 
on p. 37 by “... we may indeed assume... that 
electricity consists of infinitesimal particles. For this 
assumption . . . proof was adduced by means of a 
great experiment i in which Millikan of America succeeded 
in directly measuring the quantity of electricity pertain- 
ing to an individual electron.” This is a complete 
travesty of the real position. The foreword is by 
Prof. Niels Bohr. The book is almost devoid of 
mathematics and is written in conversational style ; 
the authors Te us that spectroscopists, in the not 
very distant past, were regarded as ‘‘ not far removed 
from cranks,” but nowadays they are allowed into the 
society of the elect ; in fact, whenever a new particle is 
discovered, the first question is ‘‘ What will the spectro- 
scopist say about it? ’’ The new physical discoveries 
about the atom have given the spectroscopist something 
to bite on, something much more tractable—or malleable 
—than the old, hard, elastic spheres of Kelvin-side. In 
the last chapter a reasoned answer is given to the popular 
inquiry about releasing appreciable energy from excited, 
A aaah or bombarded atoms—apparently there is 
no hope. 


Fractures 
By Gerorce Perris, Ch.M. Oxfd, F.R.C.S., assistant 
orthopedic surgeon to St. Thomas’s Hospital. London: 
Humphrey Milford, Oxford University Press. Pp. 381. 20s. 
THE author has compressed much into this small volume. 
He writes clearly and concisely, but the short abrupt 
sentences may sometimes read more dogmatically than 
he intended. His advice, allowing for the personal bias 
—which is as much a quality as a defect in surgeons—is 
sound and conservative; he always advocates the little 
less rather than the little more in treatment. Several 
points about the book invite criticism, however. One 
is the odd arrangement by which—to bring the diagrams 
opposite the relevant text—whole pages are left blank 
except for a line or two. More serious objection can be 
taken to the section on skull fractures which is so sketchy 
as to be in places misleading, and the section on jaw 
‘fractures will seem altogether too lighthearted in tone 
to those who have treated such cases; the diagram of 
the four-tailed bandage contains its own condemnation. 
The long bones are dealt with well, and the diagrams, 
though sometimes rough, generaly make their point in 
a telling manner. 


Textbook of Medicine 

(5th ed.) Edited by J. J. CoNyBEARE, M.C., D.M. Oxfd, 

F.R.C.P., physician to Guy’s Hospital, London. Edin- 

burgh : E. and S. Livingstone. Pp. 1131. 24s. 

THERE are few changes in this edition. Dr. Maurice 
Campbell has succeeded Dr. W. H. Craib as part author 
of the cardiovascular section, which has been worked 
over afresh. The sulphonamide drugs have, naturally, 
introduced themselves at many points. Blood-trans- 
fusion, as a topical subject, has been presented anew, con- 
cisely and effectively, by Dr. F. A. Knott. The sections 
on hæmatemesis, diverticulitis, and anorexia nervosa 
are rewritten ; in the first of these Dr. Conybeare makes 
due mention of Meulengracht but still prefers, himself, 
to give his morphinised patients nothing but sips of 
water and scraps of ice for 48 hours after they have 
vomited blood. 

The book remains one of the best medium-sized 
textbooks for the junior student. 


Principles of Hematology 


(2nd ed.) By Russert L. HADEN, a London: Henry 
Kimpton. Pp. 362. 2ls. 


THis American textbook presents the old facts in a 
new guise and the new facts simply and with under- 
standing. It caters for students rather than for the 
specialist, but the novel and effective diagrams, charts 
and microphotographs compel attention and make 
important points arresting. Like many good teachers, 
Dr. Haden invites the charge of aver-simplification of his 
subject but he disarms the omission-hunter by admitting 
that difficult technical methods are not included. It is 


REVIEWS OF BOOKS 


probably wise to limit the number of leukemias the 
student should try to remember, but is there anything 
to be gained by keeping him in the dark about the value 
of sternal puncture in diagnosis? We remember facts 
better than theories, but until it has been conclusively 
shown that vitamin K is converted in the liver into pro- 
thrombin it is best to keep it among the theories and risk 
forgetting what may have to be forgotten in any case. 
Throughout emphasis is placed on the technique of 
examination, and the reader is constantly reminded that 
clinical interpretation requires accurate laboratory data 
and that both must be carefully weighed before diagnosis 
is made. Case-records of more than 100 patients 
suffering from the various blood dyscrasias are divided 
into groups so that the differential diagnosis of spleno- 
megaly, for example, may be readily made. The repe- 
tition necessary to this method detracts a little from its 
decisiveness but it will teach the student what to expect 
and to look for in the wards. The sections which deal 
with treatment are among the best. 


Hemorrhoids and their Treatment 
The Varicose Syndrome of the Rectum. By Kasprer BLOND, 
M.D. Vienna, formerly first assistant, Rothschild Hospital, 
Vienna; hon. consulting surgeon, Municipal Hospital, 
Vienna. Bristol: John Wright and Sons. Pp. 140. 15s. 
THis book deals with the injection treatment of 
hemorrhoids, fissure and fistula. It advocates ambu- 
latory treatment for these conditions and states that the 
operation for hemorrhoids, for example, is not only non- 
radical but is often followed by complications. The 
author’s complete disregard for modern advances in our 
knowledge of the surgical anatomy and surgical opera- 
tions for hemorrhoids, fissure and fistula is owing to 
his gonception of a varicose syndrome of the rectum, 
upon which he bases the setiology of all these conditions. 
The translator, Mr. E. Stanley Lee, F.R.C.S., in his 
preface, hopes that the theory put forward will arouse 
controversy ; and well it may, since it cuts across all the 
established principles of proctology. 


Rectal Surgery 

By W. E. Mies, F.R.C.S., F.R.C.S.I., F.A.C.S., senior 

surgeon to the Gordon Hospital for Cancer, and consulting 

surgeon to the Royal Cancer Hospital. London: Cassell 
and Co. Pp. 359. 17s. 6d. 

THis book is an interesting and clear record of the 
life experience of an eminent specialist in rectal surgery. 
Naturally on many points he expresses personal opinions, 
and some of these may not be acceptable to all. The 
matter is well presented, and the illustrations and 
diagrams are particularly good. 


Cushny’s Pharmacology and Therapeutics 

(12th ed.) Revised by G. W. Epmunps, M.D., and J. A. 

Gunn, M.D., D.Sc., F.R.C.P. London: J. and A. 

Churchill. Pp. 852. 30s. 

THE decision in many medical schools to dissociate 
the teaching of pure pharmacology from therapeutics 
is important, and its repercussions are apparent in the 
type of textbook now appearing. ‘‘ Cushny’”’ represents 
the old school. Although an experimental pharmacolo- 
gist, the author was fully alive to the importance of 
correlating his subject with its DAD a plication, 
and a substantial proportion of his book deals with 
medical treatment. In the new edition—longer by some 
, 40 pages, and containing a new section on sulphanilamide, 
“and amplified chapters on the vitamins and internal 
secretions—the editors have worthily upheld the 
traditions of the work. It remains one of the best 
accounts of the subject in the English language. Against 
this type of book it is often said that the arrangement 
of the material is dull and out of touch with the realities 
of clinical experience. No doubt there is some truth in 
this, but the drawback is inherent in the subject itself— 
the discovery of a simple and rational classification of 
the materia medica has defeated some of our ablest 
intellects. Nevertheless, where angels fear to tread 
there has been not a little coming and going; the 
student is overwhelmed with the choice of textbooks, 
and many of the authors purport to have found a royal 
road to success in this line of study. It is natural that 
the deficiencies of these manuals should only become 
apparent when the student is able to look back. 
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THE HERITABLE FACTOR IN EPILEPSY 


Tue last 25 years have seen the steady growth of 
“ symptomatic ” epilepsy at the expense of the 
“ idiopathic ” group, until in certain circles, especially 
in France, the existence of the latter has been denied 
altogether. Most clinicians would, however, recognise 
that in the majority of cases there is an interplay. of 
an inherited factor with some local want of develop- 
ment, trauma or disease in the brain. The assessment 
of the heritable factor has long been the subject of 
. controversy, but startling light has been thrown on it 
by Lennox, GIBBS AND GIBBS.!? They find that the 
- incidence of epilepsy among the near relatives (parents, 
siblings and children) of 2130 epileptics is 2-4%, or 
about five times that in the general population. 
Clinical evidence of this sort is likely to be incomplete 
and some of the findings are open to question. Are 
fainting fits or an occasional convulsion in infancy, 
for instance, to be called epilepsy ? More valuable as 
evidence in the clinical field of the heritable factor 
is the observation that if one of identical twins has 
epilepsy, in 70% of cases the other twin will be 
similarly affected. 

The establishment of objective laboratory evidence 
of epilepsy, or of a predisposition to epilepsy, in the 
near relatives of epileptics would obviously be of 
first-class importance. Such objective laboratory 
evidence is, according to LENNOX and his colleagues, 
provided by the electroencephalograph. Electro- 
encephalograms vary, they admit, with the age of the 
patient, with attention, wakefulness and cerebral 
activity generally, and with pulmonary ventilation ; 
but taken under standard conditions in the same 
patient they are constant and show individuality, 
though not indeed of the fingerprint standard. Elec- 
troencephalograms of identical twins, they note, are 
always similar whether the tracings are normal or 
abnormal; and if they are abnormal, the same type 
of dysrhythmia is always present, even when trauma 
or other factor has induced what is on the face of it 
a symptomatic epilepsy in one of the twins. They 
have investigated by electroencephalography 183 
near relatives of 94 epileptics, in most of whom the 
disease started in early life and—rather surpris- 
ingly—only 2 of whom showed normal encephalo- 
grams themselves. The relatives included 143 parents, 
36 siblings and 4 children, and their ages ranged from 
3 to 78 years. As a control group, 100 people were 
similarly investigated whose families were believed 
to be free from epilepsy. In every case retords were 
made from six areas of the cortex for at least twenty 
minutes, and the dominant frequency, constancy and 
voltage of the waves were the factors considered in 
deciding whether the tracings should be classed as 
normal or abnormal. Towards the end of each 
record there was a short period of voluntary pul- 
monary overventilation, but records made during 
this period were not classified as abnormal unless they 
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showed the typical ‘‘ wave and spike ” formation of 
petit mal. To obtain reliable records, free from arte- 
facts, involves a high degree of laboratory technique, 
and their classification needs considerable experience. 
Skilled as they are, the authors had to relegate about 
7% of their records to a “‘ doubtful ”’ class. _ 

The results of the investigation are remarkable— 
60% of the relatives show abnormal tracings (2:2% 
of them had clinical epilepsy) as against only 10% 
of the control group. The age of the relatives appears 
to have little influence on the incidence of dys- 
rhythmia, nor does the age of onset of the disease in 
the epileptics themselves. Dysrhythmia is as frequent 
among the relatives of those suffering from sympto- 
matic epilepsy as of those classified as idiopathic. 
The authors believe that symptomatic cases whose 
epilepsy begins in early life have, clinically, three 
times as many epileptic relatives as people in the 
general population, and idiopathic cases five times as 
many. Sufferers from symptomatic epilepsy starting 
in later life, however, have not an unusual number of 
epileptic relatives. Dysrhythmia is rather more 
frequent among the relatives of female than of male 
patients, and among the female relatives than the 
male. The heritable factor, therefore, is rather 
stronger in the female. But it does not seem to pre- 
ponderate among relatives of the same sex as the 
patient; in other words, there is no sex-linkage. 
In 55 out of the 94 cases both parents were tested. In 
only 5% of these were the tracings from both parents 
normal and in no less than 35% both were abnormal. 
The experience with identical twins suggested that 
there might be familial types of dysrhythmia, but the 
evidence of this is inconclusive, complicated as it 
must be by mixed inheritance and by the tendency 
of petit mal to disappear in adult life. Nor is it 
possible to say whether inheritance varies with the 
degree of abnormality. 

What does dysrhythmia mean for the individual who 
is unfortunate enough to possess it ? Undoubtedly 
it may mean potential epilepsy, and possibly 
behaviour disorders, migraine or even psychosis, 
and in younger patients these possibilities are much 
nearer probabilities and may even call for prophy- 
lactic medication. In,older patients who show no 
other sign of abnormality, fits are unlikely to develop 
unless they get an added cerebral lesion. These find- 
ings, if they are confirmed and accepted, open up far- 
reaching implications: 2:4% of the near relatives of 
epileptics have epilepsy, 60% (or twenty-five times | 
as many) have dysrhythmia; therefore, if 0-5% of 
the population has epilepsy about 12-5% have 
dysrhythmia—a figure which corresponds fairly to 
the 10% found in the control group. This gives 
about a 1 in 100 chance of two dysrhythmics mating ; 
yet no less than 35% of the epileptics in the present 
series had two dysrhythmic parents—a fact suggesting, 
perhaps, mutual attraction of similar types of person- 
ality. It looks as if a dysrhythmic (a potential 
epileptic or carrier of epilepsy) should ask for electro- 
encephalographic tracings of his betrothed when 
Here is a new and not 
altogether agreeable field for the family medical 
adviser, who would also have the uncongenial task of 
telling the parents of an epileptic child which of them 
was responsible for his disease, and which of his 
brothers: and sisters were potential epileptics or 


948 THE LANCET] 


carriers of epilepsy on to the next generation. Per- 
haps it is just as well that electroencephalographic 
investigations are not as simple as Wassermann tests, 
but require an expensive apparatus, highly perfected 
laboratory technique. and long experience. For the 
eugenist a fascinating field opens up. Epilepsy is 
usually regarded as a Mendelian recessive trait, but 
this widespread dysrhythmia looks more like a 
dominant. To breed epilepsy out by sterilisation or 
segregation of its victims has long been a eugenic 
day-dream, but if all dysrhythmics are potential 
carriers we should need a whole battery of machines 
to sort out the four million miscreants in our own 
country. We must await confirmation by independent 
observers of the findings in this paper, and the 
criticism of other workers in the same field. For 
the clinician, meanwhile, the- heritable factor in 
epilepsy has achieved a new importance, and those 
who spoke slightingly of the idiopathic disease have 
been confounded. 


INFANCY OF THE BLOOD-CELL 


Few subjects have been more debated among 
anatomists than the development of the blood-cells, 
and since many diseases of the blood are disturbances 
of maturation of the blood-cells pathologists are also 
immediately concerned. Much of the controversy 
has undoubtedly been due to the fact that the results 

obtained from the study of birds and small mammals 
‘are not applicable in detail to man. GILMOUR: has 
now been able to examine a group of human embryos 
from early presomite stages (from Professor Frazer’s 
collection) up to full maturity. He finds that in the 
very early embryos blood islands form in the yolk sac, 
and from their walls the first hemocytoblasts (primi- 
. tive blood-cells capable of differentiating into any of 
the recognised types) arise ; at first they develop into 
erythroblasts—called ‘“‘ primitive megaloblasts ”’— 
and some histiocytes; some of these primitive 
megaloblasts escape into the connective tissue and 
there proliferate, such foci of erythropoiesis remaining 
present until quite late stages. In the 3-9. mm. 
embryos, after the circulation is established, the cells 
in the blood-vessels are mostly primitive megaloblasts 
that appear to be hemoglobinated. After the 10 mm. 
(six week) stage hemocytoblasts appear in the liver 
and from them cells are developed that differ from the 
‘ primitive megaloblasts in size and structural details 
and are called ‘‘ definitive.” The earlier basophilic 
cells of this definitive group are called “ primary 
erythroblasts ” and they ripen into “ normoblasts ” 
whose nucleus is pyknotic and whose cytoplasm 
contains eosinophilic hemoglobin ; sometimes, how- 
ever, these primary erythroblasts develop eosinophilic 
cytoplasm before the nucleus becomes pyknotic, and 
then the resulting cells are again called megaloblasts, 
but “ definitive megaloblasts’’ this time. At this 
stage also, megakaryocytes appear in the liver. 
Between the 10 and 26 mm. (eight week) stages the 
formation of granular leucocytes begins in the liver 
and in various connective tissues, lymphocytes appear 
in the blood, and nucleated red cells in the blood fall 
to about 25%, some primitive megaloblasts being 
still present. In the next four weeks considerable 
changes occur; hemopoiesis begins in the bone- 
marrow—first in the clavicle—and all types of blood- 
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cells, including megakaryocytes are found there; 
granular leucocytes appear in the -blood and the 
nucleated red cells fall still further to 5% (all definitive - 
megaloblasts and primary erythroblasts); lympho- 
cytes are forming in the lymph-glands. No very 
active hemopoiesis was, however, found in the spleen 
or kidney at this period. At the 200 mm, (twenty- 
three week) stage hemopoiesis in the liver reaches 
its peak and thereafter decreases. From this stage 
heemopoiesis becomes steadily more adult; erythro- 
blast formation in the general connective tissue has 
ceased, active marrow is present in long and flat 
bones, the malpighian bodies in the spleen are formi 
lymphocytes, and nucleated red cells in the blood are 
less than 1%. Sometimes slight hemopoiesis is still 
present in the liver at birth. 

In general outline this detailed account agrees with ` 
most previous accounts based on the view that the 
blood-cells are derived from a hemocytoblast that is 
not identical with the lymphocyte. GILMOUR finds 
that, after the 48 mm. stage, erythropoiesis and 
leucopoiesis are exclusively extravascular, thus 
differing from Doan and co-workers? who thought 
the former was intravascular. The part of GILMOUR’S 
scheme that is likely to meet most criticism is his 
conception of erythropoiesis. NAEGELI, FERRATA, 
and Downey have been the main supporters of the 
view that the megaloblast is the erythroblast of the 
early human embryo, up to the 10 mm. stage, and that 
the normoblasts are the definitive series which replaces 
them after this stage. These megaloblasts are 
similar to the cells which appear in the bone-marrow 
in untreated pernicious anemia; they are derived 
from the same basophilic precursor that gives rise to 
the normoblasts (or primary erythroblasts). Both 
normoblasts and megaloblasts mature by becoming 
hemoglobinated, and eventually losing their nuclei. 
Normoblasts do not change into megaloblasts, or vice 
versa. This type of scheme has received considerable 
support from pathological workers since it has 
enabled them to construct a workable theory of the 
setiology of the anemias. GiMouR’s “ primitive 
megaloblasts ’’ seem to correspond to the megaloblasts 
as understood by most hematologists; in addition 
there is his “ definitive ” group of megaloblasts that 
are developed from primary erythroblasts and 
represented as being capable of maturing into 
megalocytes or—via a pyknotic normoblast stage— 
into normocytes. Between the 48 and 180 mm. stages 
this process of development of normoblasts by 
shrinkage of definitive megaloblasts is important; he 
terms it “‘ megalo-normoblastic erythropoiesis.” 

Superficially then it looks as if Gmmour differs 
from all present-day workers, with the exception of 
LAMBIN and DE WEERDT,® in not regarding the 
megaloblast and normoblast series of cells as distinct ; 
but in reality the only difference is that his definitive 
megaloblasts do not appear in previous schemes. 
Since these cells are only indirectly related to the 
primitive megaloblasts it is a pity that some other 
name was not given to them. For this conception of 
megalo-normoblastic erythropoiesis is likely to cause 
unnecessary confusion at a time when the confusion in 
nomenclature caused by the use of the name megalo- 
blast for the basophilic early erythroblasts has at last 
2. Doan, C. A., Cunningham, R. S. and Sabin, F. R. Contr. Embryol. 


Carneg. Inst. 1925, 16, 163. 
3. Lambin, P. and de Weerdt, W. Rev. belge. Sci. méd. 1938, 10, 282. 
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been overcome—although some British and American 
textbooks still retain quite out-of-date descriptions 
of the development of the red blood-cells. The 
‘ material on which GitmouR’s ideas are based is 
essentially similar to that studied by his predecessors, 
so that it is unlikely that hematologists, particularly 
those interested in pathology, will, without stronger 
evidence, be induced to abandon the simpler schemes 
of erythrocyte development now current; they will 
no doubt prefer to wait for further elucidation of the 
definitive megaloblast. 


A LIPOID DISORDER 


In England the name gargoylism has been 
associated for some years with a polydystrophy first 
described in 1919 by GERTRUD HURLER, and known on 
the continent as Hurler’s syndrome. Children affected 
are usually mentally defective and have congenital 
bony deformities, large livers and spleens, strangely 
ugly faces and clouding of the cornea. There is, 
however, as we have previously noted,} a forme fruste 
in which mental defect may be slight or absent and 
the cornea may be unaffected. Few of the typical 
cases survive into adult life; their mental powers 
develop slowly for a few years, then gradually 
deteriorate, and death before the age of ten years is 
common, usually from intercurrent infection. Growth 
is normal for the first year and then slows up, so that 
all who survive infancy are dwarfed. The head of an 
affected child is large and his face flat ; the bridge of 
his nose is depressed, profuse nasal discharge usually 
accompanying the deformity, and the front of the 
jaw is straight instead of curved, with the teeth set 
along it at intervals like palings in a fence. Com- 
monly he cannot open his mouth more than a degree 
or two owing to partial fixation of the maxillary 
joint. His lips are thick and his full cheeks sag a 
little, producing a deep nasolabial fold. His eyes, 
usually large, have a steamy or ground-glass appear- 
ance of the cornea, and his broad eyebrows of coarse 
sparse hairs give his face an odd look of character. 
His ears are big and set low. His abdomen is large 
and umbilical hernia is common. He has rather 
short arms with the elbow-joints fixed in semiflexion ; 
the mobility of his leg joints is also impaired so that 
his gait is crouching, clumsy and ungainly. Owing 
to dysplasia of the upper lumbar vertebra there is 
usually dorsolumbar kyphosis; the rib margins are 
flared and the child may be pigeon-chested. The 
liver and spleen are usually easily palpable. Radio- 
graphy often shows a long shallow sella turcica, 
broadening of the ribs and wedge-shaped flattening 
of the upper lumbar vertebra, some of which bear an 
anterior hook-like process. The limb bones are also 
thickened and bossed, especially near the joints, 
owing to irregular epiphyseal ossification. So-called 
stigmata of degeneration, such as hypertrichosis and 
congenital heart defects, may be present; club foot 
and cervical rib have each been recorded once. 
Sexual development is likely to be delayed in those 
_who survive puberty. In disposition these children 
are grave and gentle, lacking the gaiety often seen in 
the mongol and the microcephalic. Those showing 
the complete syndrome seldom learn to speak more 
than a few words, but they may acquire sphincter 
control for a time. 


1. Lancet, 1936, 2, 1223. 
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- The condition is rare, although 6 new cases have 
lately been reported,5 by HENDERSON? and 1 by ELLIs.* 
HENDERSON has found 48 authentic cases reported 
besides his own ; 9 others were inadequately authenti- 
cated. Two or three children showing the syndrome 
may be born in one family, often interspersed between 
normal brothers and sisters. Twins have twice been 
affected, in one instance both children and in the’ 
other one of the pair showing the syndrome. Boys are 
slightly, but not significantly, more often affected 
than girls. In 5 cases the parents have been con- 
sanguineous, and the available evidence suggests 
that the condition is recessively inherited. 

Only a few cases have been investigated fully post 
mortem, but the striking pathological finding is a 
deposition of lipoid, variably distributed. The lipoid 
and the 
intracellular deposits resemble the lipoid found in the 
juvenile form of amaurotic family idiocy. In the 
brains of 4 of his cases HENDERSON found the deposits 
to be extracellular and chiefly perivascular. Lipoid 
deposits have also been found in the anterior lobe of 
the pituitary, the liver, spleen, myocardium, lungs, 
thymus, testis and cornea, though these sites are not 
constant. The central nervous system shows degene- 
rative changes in nerve-cells, particularly those of the 
basal ganglia and brain stem and the deeper layers 
of the cortex ; the optic thalamus and hypothalamus 


‘may show gliosis. HENDERSON considers that the 


condition, like amaurotic family idiocy, is likely to- 
prove to be a disorder of lipoid metabolism. He 
favours the name gargoylism, which was first used by 
ELLIS, SHELDON and Caron in 1936,‘ but there are 
substantial objections to it. A minor one is its 
inaccuracy, a gargoyle, of course, being a spout. 
which may or may not be decorated with a face, but. 
which is in any case prominent and projecting. These 
children are exceptionally flat in the face; if we 
must be architectural they resemble some of the 
heads used to decorate corbels rather than gargoyles. 
A more serious objection is the offence which the name 
gives to the parents of these children, and, where 
intelligence is normal, to the children themselves. 
Rightly or wrongly we associate the word gargoyle 
with gross and grotesque ugliness. Those who have 
interviewed parents of such children know how 
wounding the name has proved. It should be 
replaced by some neutral and scientific designation : 
Hurler’s lipoidosis might be appropriate. This would 
make a second disease named after a woman dis- 
coverer, the other being Klumpke’s paralysis. 


2. Henderson, J. L. Arch. 'Dis. Childh. 1940, 15, 201. 
3. Ellis, R. B. W. Ibid, 1940, 15, 215. 
4. pue Sheldon, W. and Capon, N. B. Quart. J. Med. 1936, 29, 


IN a short review of war psychiatry, reprinted from 
the Surgeons’ Hall Journal (Bet. —Dec. Term 1940), Dr. 
H. Stalker aims at giving the physician without expert 
knowledge an idea of the special problems of war-time. 
Using psychiatric literature of the last war and other 
more recent publications, and illustrating some points. 
with a few observations of his own, he gives the main 
facts and touches all important questions. His views 
are sound and well founded. It would, however, be 
regrettable if the responsible authorities concluded from 
the smooth and pleasant reading this paper makes that 
everything practicable is being done, and that psychiatry 
is being used to the best advantage in the disposal of 
man power. 
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Annotations 


COW'S MILK FOR NEONATAL HAEMORRHAGE 


Work on vitamin K in relation to the hemorrhagic 
disease of the newborn has not yet cleared up the whole 
story of the pathogenesis of this condition. Salomonsen 
of Oslo, who has already shown that the administration 
of small quantities of cow’s milk to newborn infants 
during the first four days of life can almost completely 
prevent the hypoprothrombinemia and prolonged 
coagulation-time of that period, now reports? that this 
prophylactic method is more effective in summer than 
in winter ; when, in fact, the physiological prolongation 
of coagulation-time is greater than in the warmer months. 
It is suggested that cow’s milk produces its effect by 
inducing the growth of bacterial flora in the intestinal 
tract, thus stimulating the endogenous production of 
vitamin K, but Salomonsen does not explain how this 
is achieved, and indeed the details given in his latest 
paper make the whole subject more baffling than before. 
He found that when cow’s milk additions were made 
to the diet for the first four days of life there were certain 
practical difficulties when breast-feeding was successfully 
instituted. In his most recent investigations, therefore, 
he has limited the administration of cow’s milk to the 
first two days. On the first day he gave 20 grammes of 
equal parts of milk and water on three occasions and on 
the second day 40 g. of the same milk mixture three 
times. He added 5% of sugar to the diluted milk, and— 
most important—the milk was raised to boiling point for 
two minutesina water bath. Investigations of the coagu- 
lation-time in a group of babies receiving cow’s milk in 
this way shows an almost immediate effect compared 
with a control group fed exclusively on mother’s milk. 
The sharp rise in coagulation-time on the third and fourth 
days of life found in the control group did not occur in 
the group receiving cow’s milk, and not until the eighth 
day did the values for the coagulation-time in the two 
groups coincide. Spontaneous hemorrhage occurred 
in 2 out of 10 infants of the control group—surely a 
surprisingly high proportion—and in none of the babies 
receiving cow’s milk. These results were obtained in the 
winter and were not so spectacular as in the previous 
summer investigations since normal levels for coagula- 
tion-time were not obtained. Nevertheless it was 
sufficiently reduced to prevent the occurrence of spon- 
taneous hemorrhages and the method was therefore 
adopted as a routine in the obstetrical department of 
Rikshospitalet in Oslo. Over a period of six months, 
beginning in November, there was no case of hemorrhagic 
disease in the newborn among 1005 live births, while 
in the same six months in the previous five years there 
had been 40 cases in a total of 4783 live births. The 
results seem clear but the explanation is obscure. Boiled 
cow’s milk appears to produce effects in the newborn 
baby’s intestine which human milk cannot achieve. It 
can scarcely be the direct introduction of living bacteria, 
and, if the seasonal variation now discovered by Salo- 
monsen is considered, even dead bacteria are unlikely 
to be the explanation. Does vitamin K or its precursor 
come into the story ? Is this present in cow’s milk and is 
there a seasonal variation in the quantity ? Views on 
the boiling of cow’s milk are unfortunately not so satis- 
factory in this country as in Scandinavia and it might 
prove dangerous to encourage the administration of 
cow’s milk to infants in the early days of life here. 
Until we know more it seems wiser to continue to treat 
the hemorrhagic disease by injections of adult blood, 
promptly, on the earliest manifestation of the disorder. 
Possibly there is a case for giving vitamin K to all 
mothers just before delivery as a prophylactic measure ; 
this would be safer, on the whole, than giving of cow’s 


1. Salomonsen, L. Acta padiatr., Stockh. 1940, 28, 1. 
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milk to the baby. But the method successfully adopted 
at the Rikshospital raises many points whose investiga- 


‘tion may throw light on the still obscure pathogenesis 


of the hemorrhagic disease of the newborn. 


THE FIRST PERMANENT MOLAR 
DENTAL surgeons have lately been discussing the merits 
and demerits of extracting the first permanent molars as 
soon as they appear. A. A. Wilkinson claims? that in 
99% of mouths there is insufficient room for the teeth 
and that dental irregularities and the impaction of third 


molars are the result ; if the first permanent molars are 


extracted as a routine, the evils of overcrowding dis- 
appear in every case; teeth drift into good alignment, 
the dental arches widen, caries is reduced and in 60-70% 
of cases entirely prevented; and, judging by observa- 
tions continued over 25 years, pyorrhcea does not 
develop in later life. He advocates removal before the 
roots of the second permanent molars are more than half 
developed, the best age usually being between 8 and 10} 
years. His illustrative cases all have satisfactory 
dentitions, but he publishes no models of the original 
conditions for comparison. He is so emphatic that he 
should have presented more detailed evidence, in order 
to allay criticism. Conclusions from independent workers 
would be valuable, but it is doubtful whether others are 
working along the same lines. Statistics of the incidence 
of caries after the extractions would be specially useful, 
for though it is reasonable to suppose that interstitial 
caries might be reduced it is hard to see why there should 
be a reduction in occlusal caries. It is widely agreed 
that these four molars ought to be extracted in some 
cases, but it seems a doubtful claim that every mouth 
would benefit. Where the deciduous molars have been 
removed early, and the drifting of the remaining teeth 
has encroached on the space for the future premolars, 
it may be necessary to remove the four molars in order 
to prevent irregularities. Similarly their extraction may 
prevent crowding where the jaws are unusually small. 
The irregularities arising from these two causes, however, 
are seldom severe enough to require extraction of the 
four largest teeth, and choice should fall rather on the 
premolars, which are not so wide and which have the 
advantage of providing space near the front of the mouth 
where it is readily available for the incisors and canines. 
The first permanent molars are more prone to decay 
than other teeth, and in cases where it is doubtful 
whether they will last until adult life it may be as well 
to remove them at a time when the spaces will tend to 
close up. The fate of individual teeth cannot be decided 
purely on their own merits ; the equilibrium between the 
two jaws must be considered. Extraction of lower teeth 
may call for a reduction of teeth in the upper jaw, 
though loss of upper teeth does not necessarily call for 
compensating lower extractions. Sometimes the removal 
of the first permanent molars may lead to excessive 
overlap of the upper and lower incisors, a condition 
unfavourable to the health of the incisors in middle life ; 
sometimes the vertical position of the upper incisors is 
not maintained, and the natural fullness in the lip contour 
gives way to a shrunken appearance ; sometimes spaces 
persist which are small enough to allow food to lodge 
between the teeth and cause discomfort and not large 
enough to permit the tongue to clear them. easily. In 
other cases the crowns of the lower second molars may 
tilt forward, forming a stagnant triangular area between 
themselves and the tooth in front, and this leads to local 
lesions of the periodontal membrane. The second pre- 
molar commonly travels backwards, leaving a consider- 
able space in front of it, in the region where the effort of 
mastication may be most concentrated. Veterans can 
remember a similar vogue for removing the first per- 
manent molar thirty years ago. Today we may doubt 
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whether there is a panacea for dental ills. The vagaries 
of the single case must be assessed by the dental surgeon 
to the best of his ability, and the treatment varied 
accordingly. 


CHLOROFORM IN OBSTETRICS 

No-oNE would willingly reopen the old controversy 
about whether to use or not to use chloroform in labour, 
but Sheehan’s* paper on acute yellow atrophy and 
delayed chloroform poisoning should not be overlooked 
either by habitual devotees of chloroform or by those 
who use it but rarely and then with misgivings. Both 
true acute yellow atrophy and obstetric yellow atrophy, 
which is a definite and separate entity, can be associated 
with labour without chloroform anesthesia; they are 
similar clinically but the former arises from a gross liver 
necrosis and is very rare in pregnancy, the latter from a 
gross fatty change in the liver with an entire absence of 
necrosis. Sheehan describes delayed chloroform poisoning 
as being far commoner in obstetric than other types of 
patients, and maintains that this is not generally realised 
because the liver lesion is not always recognised as due 
to chloroform and is ascribed to the obstetric complica- 
tions. Three types of lesion are associated with three 
types of patient. In the first there is an isolated cell 
lesion with a distinctive necrosis of scattered individual 
liver cells. This is the rarest form of delayed chloroform 
poisoning and occurs as the result of overdose in a healthy 
subject. Sheehan describes two cases, one dying 18 
hours and the other 2 days after chloroform anesthesia 
for delivery. The commonest type is the second, a mid- 
zonal necrosis. Of the nine cases cited by Sheehan all had 
a long labour before the administration of chloroform 
began (a mean of 32 days). Two of the patients died 
within a day of having chloroform ; the others developed 
typical delayed chloroform poisoning and died 3-5 
days after the administration. Some of these patients 
had relatively short anesthesia, the longest being 
45 min., and there was no clear relation- between the 
amount of chloroform used and the severity of the 
illness. All of them had been almost starved for a few 
days before the chloroform was given and were probably 
in a condition of starvation acidosis, in which there is a 
nitrogen retention apparently due to oliguria from 
pressure on the trigone and ureteric orifices.? The third 
type, with a central necrosis, was found in two patients, 
each of whom had hyperemesis; they aborted with 


chloroform without preliminary intravenous glucose and > 


died 3-4 days later with the clinical picture of delayed 
chloroform poisoning. These patients have a meta- 
bolic disturbance which includes both an acidosis and a 
gross uremia, apparently related to the anhydrzemia. 
The gross fatty infiltration of the liver seen in delayed 
chloroform poisoning in children apparently does not 
arise in obstetrics. Sheehan concludes that a healthy 
pregnant woman is normally resistant to chloroform, and 
the risk of liver damage from chloroform anesthesia in 
such a patient is therefore remote, but that this risk is very 
real in patients who have a gross metabolic disturbance 
before their anzsthetic begins. The common factor in 
. all cases, and one which is easily obviated and treated, 
is a starvation acidosis. He urges that as much atten- 
‘tion should be given to the anesthetic as to the obstetric 
problems. The history of the few days prior to anæs- 
thesia is all-important, for, as Sheehan says, ‘“‘ the patient 
who has been left in labour for a few days without 
adequate treatment is extremely susceptible to what 
may be regarded rather as a poisoning by delayed 
chloroform than as a delayed poisoning by chloroform.” 
He accounts for the greater frequency of delayed chloro- 
form poisoning in obstetric hospitals than in domiciliary 
midwifery on the ground that it is to the hospitals that 
patients are brought for delivery when there has been 


1. Sheehan, H. L. J. Obstet. Gynec. 1940, 47, 49. 
2. Crawford, M. D. Ibid, 1939, 46, 540. 
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long delay in labour and when starvation acidosis has . 
therefore developed. If the history of the previous two 
or three days is studied he maintains that almost 
every case can be foreseen before the anesthetic is 
begun, and that the general prohibition of the use 
of chloroform for fear of delayed poisoning is wholly 
unnecessary. Those who advocate chloroform in obste- 
trics can therefore point triumphantly to this article as 
vindicating their opinion, provided adequate precautions 
are taken. Sheehan does not touch on the incidence of 
immediate fatalities under chloroform anesthesia and 
these are responsible for the opinion of many that the 
use of chloroform is unjustified because they cannot be 
foreseen, and because experience on the part of the 
anesthetist cannot prevent them. Nevertheless, sudden 
death under chloroform in the labouring woman is 
extremely rare. These patients and these alone look 
forward eagerly to the arrival of the anzsthetist, and 
hence in them there is no fear of the anesthetic itself, 
and therefore no outpouring of adrenaline into the blood- 
stream during induction. And it is the simultaneous 
action of adrenaline and chloroform on the heart which | 
seems most likely to lead to fatal ventricular fibrillation.® 


SEROUS FLUID 

TEXTBOOK accounts of the different pathological 
fluids found in serous cavities tend to be clear-cut 
because most of them are a legacy accepted without 
criticism from older authors, but the clinician has good 
reasons for disillusion. When a pathogenic organism is 
isolated, or, more rarely, when a diagnostic group of 
tissue cells is seen, diagnosis is simple, but commonly the 
evidence is only circumstantial and not too trustworthy. 
Paddock’s‘ review of more than 1500 fluids collected over 
25 years is one of the few critical analyses of the accepted 
data. Apart from looking at a fluid the usual starting- 
point is the specific gravity. and it is often held that 1016 
is the dividing line between dropsical (transudative) and 
infected (exudative) fluids. Paddock found that 313 
cardiac fluids from the pleural cavity had an average 
specific gravity of 1010 but 10% were 1016 or more; 
while tuberculous fluids averaged 1020, with 10% 1016 
or less. In ascites 95% of cirrhotic fluids were in the 
transudative range while neoplastic fluids both from the 
pleura and peritoneum were evenly divided between the 
exudative and transudative specific gravities. A curious 
discrepancy exists between cardiac fluids from the chest 
and those from the abdomen, a third of the latter having 
a specific gravity of 1016 or more, with a correspondingly 
high protein content. It seems then that the boundary 
between the specific gravities of transudates and exudates 
is a broad elastic band rather than a sharp line. The 
cytological and biochemical findings in aspirated fluids 
are also variable though there are a few general indica- 
tions to help in the individual case. Erythrocyte counts 
of over 10,000 per c:mm. were found by Paddock in 
two-thirds of neoplastic fluids and in a third of cirrhotic 
and pulmonary-infection fluids, but the possibility of 
damage by the puncturing needle may lead to doubt of 
the accuracy of all such figures. White-cell counts are 
more useful, but in 85% of fluids associated with acute 
pulmonary infection, in 73% with tuberculosis and in 
42% of neoplastic fluids there was a total count of more 
than .1000 per c.mm. The high polymorphonuclear 
leucocytosis in pyogenic infections is a great aid but there 
may be such a neutrophilia in non-infected cirrhotic 
fluids and in early tuberculous effusions, and Paddock 
records 9 proved cases of tuberculosis with more than 
half the cells polymorphonuclear. It follows that even 
with the most familiar pictures one has to be on guard in 
interpreting cellular findings. The same can be said of 
the protein content of the various types of effusions. 
3. 3. See Macintosh, R. R. ae Pratt, F. B. Essentials of General Anges- 


thesia, Oxford d, 1940, 
4. Paddock, F. K. New E Endl. J. Med. 1940, 223, 1010. 
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The albumin-globulin ratio remains as a rule the same in 
serous fluids as in the blood, but it is commonly found 
reversed in cirrhotic fluids. The rarer types of fluids, 
such as chylous, mucinous and cholesterol, are associated 
with fewer primary conditions, but Paddock found 


chylous fluids from 5 patients with cirrhosis, 3 with ~ 


neoplasm, 2 with nephrosis and 1 with subacute bacterial 

endocarditis. Mucinous effusions are apparently always 

associated with some malignant growth in the abdomen. 
LEUKOPLAKIA AND KRAUROSIS 

THE term leukoplakia vulvz, in itself so specific and 


descriptive, has been loosely employed by gynecologists 


to describe any condition of the vulva accompanied by 
white sodden and hyperkeratotic epithelium. Dermat- 
ologists have for some time been pleading for a restriction 
of the term to its proper place and Agnes Savill! has 
attempted an exacter definition of what constitutes 
leukoplakia and kraurosis. She divides leukoplakia 
vulve into three categories. The first is false leukoplakia, 
really a lichenification of the vulva, due to prolonged 
frritation from scratching induced by pruritus; the 
normal skin grooves become exaggerated and the skin 
resembles grained leather ; the colour of the skin surface 
is normal, pale or grey and covered with fine scales. This 
condition resembles that described by Victor Bonney ? as 
lipidosis vulve. It is never a precancerous condition 
and removal of the cause of the scratching results in 
permanent cure. The next important division of so- 
called leukoplakia is leukoplakic vulvitis. Bonney 
defines this as an inflammatory condition with simul- 
taneous changes in the epidermis and underlying con- 
nective tissue; both labia, clitoris, prepuce, posterior 
commissure, and, later, perineum and anus are affected, 
but never the vestibule or the skin of the mons. In the 
first phase the affected parts are red and swollen ; in the 


-gecond the labia are white, thickened and retracted ; 


histologically this phase shows epithelial hypertrophy, 


elongation of the interpapillary processes, lymphocytic 


infiltration and disappearance of the elastic fibres in the 
upper part of the dermis with an increase in the deeper 
part. In the third phase there is dense whiteness with 
red fissures, and the labia become flattened out. In the 
final phase connective-tissue sclerosis is complete; the 
affected area is smooth and shiny, and the elevations of 
the labia and clitoris are almost ironed out. There is no 
longer any pruritus. Thisis a precancerous lesion. The 
end-result may be a contracted introitus that closely 
resembles that left by senile kraurosis. The third divi- 
sion, true leukoplakia resembling that seen on the tongue, 
is very rare.1 The importance of Savill’s classification 
lies in the segregation of leukoplakic vulvitis from simple 
lichenification of the vulva. The treatment of leuko- 
plakic vulvitis may well be radical surgery on account of 
its precancerous reputation, while that of lichenification 
of the vulva can never be. The term kraurosis should be 
reserved for a progressive sclerosing atrophy of the 
mucocutaneous coverings of the vulva, leading in time 
to a stenosis of the vaginal introitus and an obliteration 
of the prominence of labia and clitoris. The mucous 


- membrane is smooth, dry and shiny; the colour is 


white, yellow, red or spotted. Often there are small 
telangiectatic spots especially around the urethral orifice, 
giving the appearance of a carbuncle, though falsely. 
According to Savill kraurosis may be caused by involution 
of the ovaries produced by surgery or old age ; or it may 


_ be associated with a recurrent infective dermatitis. The 


second type affects much younger patients in whom the 
ovarian function is as yet unimpaired; the pathology 
seems to be exactly similar to that of the later phases 
of leukoplakic vulvitis. The pendulum has swung back 
to the opinion of the gynecologists that leukoplakia and 
kraurosis are—with reservations—one and the same 


1. Brit. J. Derm. 1940, 52, 321. 
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disease. There is much of interest in Savill’s paper, but 
we cannot agree that the proper treatment of senile 
kraurosis is electrotherapy, when hormone treatment 
properly exhibited in suitable dosage has. given such 
uniformly excellent results. . 


SEX AND AGE DIFFERENCES IN TUBERCULOSIS 
THE relatively high rate of mortality of young adult 
females from respiratory tuberculosis and its reluctance 


' to decline in recent years are well-known features of this 


disease. Reliable statistics of its incidence in the two 
sexes and at different ages are more difficult to come by 
and of interest, therefore, is a study recently made by 
Prof. R. M. F. Picken of the data published in the annual 
reports of the Welsh National Memorial Association.? 
In the four*years 1936-39 a tota] of more than 9000 new 
cases were reported, of which approximately 5000 were 
males and 4300 females. In the first years of life, 0-14, 
there is no sex difference in incidence. The populations 
at risk differ but little and there were 334 male and 343 
female patients. In young adult life, 15-24, on the 
other hand, there is a distinct excess of female cases, 
1760 to 1403 males, although at these ages the female 
population is rather smaller than the male. At ages 
25-34 there is again little difference between the numbers 
at risk, and the incidence is also of the same order with 
1123 male and 1205 female cases. After age 35 there 
appears a pronounced excess of males—2180 males to 
991 females—the populations at risk being approximately 
the same. Further analysis shows that in the young 
adult group, 15-24 years, 53% of the females were Tb + 
in the sputum against 49% of the males, and 37% of 
the former were classified as clinical group 3 (advanced 
cases) against 30% of the latter. In other words not 
only do a much larger proportion of new cases occur at 
young ages in females but also at these ages the prognosis 
is less favourable, as measured by the presence of tubercle 
bacilli in the sputum or the clinical stage to which the 
disease has progressed. Although the data do not permit 
the calculation of real fatality-rates they suggest that, 
once contracted, respiratory tuberculosis is a disease of 
more serious prognostic import among females at prac- 
tically any age and especially in young adult life. Such 
observations from statistics accord with clinical experi- 
ence ; they cannot help us to explain these fundamental 
sex differences in the behaviour of the disease. Are 
young women, for instance, Professor Picken asks, more 
exposed to massive infection in the home? Or is their 
special susceptibility entirely physiological The answer, 
he suggests, must come from tuberculosis departments | 
through a combination of clinical and pathologicat 
observations with social inquiry. 


THE Royal College of Physicians have appointed as. 
their delegates to the B.M.A. Medical Planning Com- 
mission Sir Charles Wilson, London, Dr. H. L. Tidy, 
London, Prof. J. A. Ryle, Cambridge, and Prof. H. P. 
Himsworth, London. The Royal College of Surgeons 
have completed their quota of delegates by the appoint- 
ment of Mr. A. Wilfrid Adams, Bristol, and Mr. John 
Hunter, London. 

THE Vice-Chancellor of the University of Oxford has. 
issued a statement, which has the authority of the 
Minister of Labour and National Service, saying that the 
reservation of medical students is unaffected by the 
proclamation of Jan. 29, and that the extension of the 
reservation to all medical students is being considered. 


1. Pub, Hlth, 1940, 54, 42. 


SUBSCRIPTION OFFER TO STUDENTS.—The proprietors 
regret that owing to the present difficulties and heavy 
additions to cost they are reluctantly compelled to in- 
crease the students’ subscription to THE LANCET from 
10s. 6d. to 1 guinea per annum as from 22 February, 1941. 
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THE PREVALENT DISEASES OF LIBYA 
By Pum Manson-Baunr, C.M.G., D.S.O., M.D. Camb., 
F.R.C.P. 


SENIOR PHYSICIAN TO THE HOSPITAL FOR TROPICAL DISEASES, LONDON 


INFORMATION on the nosology of Libya is difficult to 
obtain. Such reports as exist, emanating from Italian 
sources, are scanty and sketchy, and are often derived 
from hearsay evidence. Thus, the medical survey of 
this region in the ambitious work by Croveri, ‘ Pato- 
logia Tropicale, Subtropicale e Parassitaria ’’ (1935) is 
marred by the fact that the material appears to be culled 
from existing works on tropical medicine, rather than 
from personal observations, and is mainly remarkable 
for the bombastic foreword by the Duce himself on the 
political aspects of this region. The epidemiology con- 
forms to that of the North African coast and the diseases 
are similar to those of the contiguous Western Desert 
boundaries of Egypt with which I became familiar 
during the campaigns of 25 years ago. 

The colony of Libya (or Tripoli) is of considerable 
extent and covers an area of approximately 900,000 
square kilometres. The greater southern portion is 
composed of bleak unfertile desert (Libya proper); the 
northern of a rugged more fertile coastline, embracing 
small towns and cultivated patches with many historic 
associations and generally known as Cyrenaica and 
Tripolitania. This coastal zone, being exposed to the 
maritime breezes, has a more salubrious and temperate 
climate, being blessed with a more abundant rainfall, 
than the torrid, arid interior. The Italian colonists 
have divided the colony climatically into graduated 
zones—the maritime, steppe, subalpine, semi-desert 
and desert proper. The rainfall is sporadic, limited to 
the months of October to March with a maximum 
intensity in December. 


MALARIA 

Although benign tertian and quartan malaria are 
reported from the coastal region, it is the subtertian 
(Plasmodium falciparum) which is the most widespread 
and feared in the Southern desert (Fezzan), and, as in 
similar situations in Egypt and Algeria, a virulent type 
is met with in palm-fringed oases which under war 
conditions assumes most puzzling and protean forms, so 
much so that its true nature is often not suspected by the 
unwary. From experience gained in the last war it 
appears that the most virulent forms occur most fre- 
quently in the cold season, as at the present time, and 
are conveyed by hibernating mosquitoes. The main 
anopheline carriers are Anopheles multicolor, which breeds 
in salt water, and A. sergenti which breeds in fresh 
(Kirkpatrick 1925), so that the former is more likely to 
be prevalent in the coastal districts and in brackish water 
in the interior. 

Subtertian malaria may manifest itself under such 
circumstances by prolonged typhoid-like pyrexia. Spleno- 
megaly, which is commonly stressed in textbooks, in 
primary affections is not always evident in these cases. 
The algid cases, which form a high proportion, may 
assume an abdominal complexion, often associated with 
diarrhea and dysenteriform symptoms and with in- 
testinal disturbances, suggesting an abdominal complica- 
tion, so that their true malarial nature may be overlooked. 
The clinical signs may be confined to the hepatic region, 
simulating cholecystitis, or to the right iliac fossa, sug- 
gesting appendicitis. Surgeons especially should beware 
of these abdominal pitfalls and not be tempted to operate 
without ample microscopical investigation of the blood. 
The cerebral forms may be comatose or epileptiform, and 
if hyperpyrexia is present may be mistaken, as they 
often are, for sunstroke or heatstroke. Cerebral in- 
volvement may simulate mental disturbance, such as 
mania, or even alcoholism. Cardiac and pulmonary forms 
have also been met with under war conditions. In fact 
there is no limit to the clinical disguises which this type 
' of malaria may assume. 

It is necessary to emphasise the value of intramuscular 
or intravenous injections of quinine dihydrochloride in 
these severe cases. None of the newer antimalaria drugs 
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can compete in efficacy with that of quinine in these 
emergencies, although Atebrin (mepacrine hydrochlo- 
ride) is undoubtedly beneficial in the less severe cases. 
This drug acts best in conjunction with moderate 
quinine therapy. Blackwater fever as a sequel to sub- 
tertian malaria may be occasionally met with in the 
southern desert of Fezzan. 

Although subtertian malaria holds pride of place, yet 
benign tertian, on account of its persistency and lia- 
bility to relapse, constitutes a severe military handicap. 
It is in this infection that a combination of Plasmoquine 
(pamaquin or Prequine) and quinine is most effective in 
preventing relapses. Quartan malaria from the military 
viewpoint is negligible. | 

LEISHMANIASIS 

Visceral leishmaniasis, or kala-azar, occurs sporadic- 

ally along the whole Mediterranean coastline. When it 

up it is a medical curiosity, but it should be borne 
in mind that it is there. Mediterranean kala-azar is 
mainly found in children and the strain of parasite is 
designated Leishmania infantum; it is probably con- 
veyed by the bite of a sandfly Phlebotomus perniciosus. 
A similar indigenous infection is found in the local dogs 
and is known as L. caninum. The close association 
with the human disease is probably more than fortuitous. 

The easiest and most practical method of establishing 
diagnosis is by gland puncture. It has only recently . 
been discovered that in kala-azar there is a generalised 
adenitis and that the inguinal lymph-glands are almost 
invariably enlarged. I have confirmed this in the last 
seven cases investigated, and, following the method of 
Kirk and Sati (1940) have been able to demonstrate 
Leishman-Donovan bodies in preparations made by 
gland puncture. This is a simple procedure. The 
gland is pinched between the finger and thumb and a dry 
sterile hypodermic needle (No. 16) is inserted into it. 
By massaging the gland, the lymph is forced into the 
lumen of the needle ;. by affixing the barrel of the syringe 
it is blown on to a slide, then dried, stained with 
Leishman’s stain, and examined. 

According to Adler and other authorities, the North 
African kala-azar is more resistant to antimony treat- 
ment than are Indian cases, but Adams and Yorke (1939) 
have recently introduced a new compound, 4: 4’ diami- 
dino-stilbene, which has been tried out in Palestine by 
Adler and Rachmilewitz (1939) with eminently satis- 
factory results. It is administered by the intravenous 
route, 360 mg. being given within seven days. 

Cutaneous leishmaniasis, or oriental sore, occurs 
sporadically along the whole North African coast, 
beginning as a papule on the face, hands or other 
exposed parts of the body. It breaks down into an ulcer 
of highly characteristic appearance. The diagnosis is 
usually easily made in the early stages and Leishmania 
tropica can be identified in the serum obtained from the 
edges of the sore by puncture with a hypodermic needle. 
These sores spread in a chain manner via the lymphatics, — 
where they cause nodules to form and in which leish- 
mania bodies may often be demonstrated. This disease 
is also conveyed by a sandfly, the carrier being Phle- 
botomus papatasit. A great number of remedies have 
been advocated. In multiple sores intravenous anti- 
mony therapy seems to be effective. In localised indi- 
didual lesions a cignolin paint seems to be most satis- 
factory. The formula I advocate is as follows :— 


B Cignolin .. i .. gr. 4 
Ichthyol a -. gr. 8 
Ol. cadini T m 40 
Benzoli rect. ad. 3i 


Fiat pigmentum. To be applied to the sore daily for 
14 days. f 
‘RELAPSING FEVER 
Relapsing fever is a common North African disease 
and is of two types. There is the universally louse-borne 
infection which is prevalent amongst the Bedouin Arabs, 
especially during the winter months when they lie 
huddled together and swathed in not over-clean blankets, 
and which under these conditions is commonly associ- 
ated with typhus. Then there is the tick-conveyed form, 
the organism of which Croveri asserts is identical with 
Spirochæta duttoni from Central Africa. Much more 
probable it is the strain known as Spirochæta hispanica 
which is conveyed by a soft tick—Ornithodorus marocanus 
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orerraticus. The remedy for these fevers is, of course, intra- 
venous injections of Neosalvarsan. It may well be that 
the animal reservoir-host of this spirocheete is the desert 
rodent (Ctenodactylus gondi) known as the ‘“‘ gondi rat.” 

The Italians mention sodoku, or rat-bite fever, which is 
said to be found locally, but this is a universally dis- 
tributed disease caused by a minute spirochete Spirillum 
minus, and the reservoir-hosts are rats, mice and cats, 
by which it is conveyed to man through the bite. Here 
again Salvarsan is the remedy. 


TYPHUS 

_ Typhus is an Arab disease. The epidemic form, louse 
conveyed, is prevalent among the Bedouins during the 
winter months. The rash is often difficult, if not im- 
possible, to distinguish on the dark skins, but may be 
made more evident on the arm by compression of the 
brachial vein. The sequele of typhus among these 
nomads may often be more terrible than the fever itself. 
Then there is the tick-conveyed “ fièvre boutonneuse.” 

‘The tick concerned is Rhipicephalus sanguineus, the 
‘common dog tick, and ‘this animal is considered to be the 
reservoir-host of the virus. A distinctive feature is the 
‘appearance of a primary sore at the site of the infecting 
bite which may subsequently become gangrenous and is 
‘known as the ‘ tache noire.” Lymphangitis subse- 
quently develops. Thecause of this fever and the rash it 
produces are very similar to those of the louse-borne 
disease. The diagnosis of typhus fever has been placed 


' on a more secure basis by the Weil-Felix reaction; in 


cases of typhus the serum agglutinates emulsions of 
Bacillus proteus X 19 to high dilutions. This proved of 
great assistance in diagnosis during the last war, especi- 
ally in the louse-conveyed disease. This reaction is not, 

however, found in fi¢vre boutonneuse and there appears to 
be some doubt whether serum from patients with this dis- 
ease gives a reaction with the allied strain B. proteus X K. 


SANDFLY FEVER AND DENGUE FEVER 
These are two North African insect-borne fevers 


' which are quite distinctive and may be of considerable 


military importance in the warmer months, especially 
towards autumn when the insects which convey them 
abound. In the former the carrier is the sandfly, 
Phlebotomus papatasii, and in the latter the domestic 
mosquito, Aédes aegypti. Both diseases are due to a 
virus which undergoes a course of development in the 
body cavity of these insects. 

Sandfly fever is of short duration, lasting as a rule 
from three to four days. There are few distinctive 
signs apart from the injected conjunctiva which gives to 
the facies a bloodhound-like appearance which has given 
rise to the popular name ‘“‘ dog-faced fever.” It is now 
thought that the virus is conveyed from one generation 
of the sandfly to the next by the habit of the larve of 
feeding on the decomposing carcasses of their progenitors 
‘which contain the essential cause of the disease. 

Dengue fever lasts from seven to ten days and cul- 
ainates, in the majority of cases, in the characteristic 
‚dengue rash, described as being half way between measles 
and scarlet fever. The bone pains of this fever are 
quite characteristic and the patient usually feels more ill 
than he really is. In both these trivial fevers it is the 
disability during convalescence which constitutes their 
most serious influence on military effort. 


DIETETIC DISEASES 

Of the dietetic diseases pellagra is most often seen in 
the aborigines of Libya. It is essentially a malady of 
the underfed peasant farmer, and is not likely to be 
encountered, as it was in the last war, in British troops. 
The causative diet is one deficient in protein, and it has 
been conclusively proved by Spies and his colleagues 


that lack of the P.P. factor (nicotinic acid) is the basal 


cause. The mainstay in the diagnosis of pellagra is the 
triad diarrhoea, dermatitis and dementia. Beri-beri is 


also a war disease of this region and manifests itself 


usually in the dry paralytic form. Under modern 


conditions it is easily curable by injections of vitamin B, 


(aneurine or thiamin). 


DYSENTERY 
The dysenteries are war diseases par excellence. In 
Libya, as in other parts of Africa, the bacillary form 
predominates, and this acute and often fatal disease is 
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mostly to be feared in desert warfare. The infection 
seems to be conveyed by the house-fly, Musca domestica, 
which swarms in this region. It is to be hoped that 
lessons learned in the desert campaigns of the last war 
will not be overlooked in this—that bacillary dysentery 
(Shiga, Flexner and Schmitz infections) -will be readily 
recognised and promptly dealt with by well-accredited 
remedies. The chief danger is that it may be mistaken 
for amoebic dysentery and emetine injections given to the 
detriment of the patient. The main modern develop- 
ment in the treatment of acute bacillary dysentery is the 
recognition of the value of transfusions of blood, plasma, 
or even reconstituted plasma, in overcoming the dehy- 
dration and preventing collapse, Anti-dysentery serum 
(anti-shiga serum) is of special value in Shiga infections. 
Targesin, a complex colloidal combination of albumin 
with a diacetyl tannic acid silver salt, has been well 
spoken of. The dose is two tablets by the mouth three 
times a day. Moro’s apple diet as a remedy against 
uncontrollable diarrhoea is also to be noted. The ae 
sive desert diarrhcas known as ‘“‘ gippy tummy ”’ 
pron manifestations of infection with Sonne's 8 
acillus. Such conditions are apt to be extremely 
disagreeable, as well as debilitating. 

Amoebic dysentery is a long drawn out and w 
disease which may assume a great variety of clinical 
forms and is seldom either very acute or fatal. This 
infection, which is undoubtedly water-borne, is widely 
spread through the cultivated coastal districts. Exact 
figures are difficult to obtain. Grixoni ‘has stated that 
Entameba histolytica cysts occur in 1-8% of the Libyans, 
which seems a low figure compared with Egypt. Simi- 
larly the assertion of Corradi that this protozoan accounts 
for 82% of clinical cases is probably an exaggeration. 
It will more likely be found that amoebiasis accounts for 
7-10% of the cases of ‘‘ clinical dysentery.” The import- 
ance of eradicating amosbic infection from the intestinal 
canal with emetine bismuth iodide cannot be over- 
stressed. 

HELMINTHIC DISEASES 


Ankylostomiasis is said to be prevalent; its extent is 
unknown, but is probably comparable with that which 
obtains in Egypt among the native Libyans. From 
experiences gained in the last war it is improbable that 
it will spread to the Imperial troops. Tenia saginata, 
the beef tapeworm, is said to be common and arises from 
eating the beef of native cattle and possibly camel 
meat as well. Ascaris and 
threadworm are prevalent, 
and attention may be 
drawn to the simple method 
of treatment with pheno- 
thiazine in doses of 4-8 g. 
daily for 5-7 days (Manson- 
Bahr 1940). R 

Bilharziasis is also wide- 
spread throughoyt North 
Africa. The urinary 
form Bilharzia haematobia 
occurs in the desert oases, 
especially in the Southern 
districts of Fezzan and p 
Ghat. The intermediary | ie 
host is, as in Egypt, the 7 
snail Bullinus contortus. 
In some districts, according: 
to Zavattari (1934),60-80% 
of boys and 15-20% of 
adults are infected. The 
intestinal form, B. mansoni, 
has also been found 
(Cicchito 1938), and the | 
intermediary host appears 
to be Planorbis pfeifferi 
which is especially 
numerous in the oasis of 


VENEREAL DISEASES a 
Croveri says that yaws is 


is prevalent in Arabs, but » see | SA 


it is improbable that it Ga eset 
is the same disease as is “"G-) ctoe >; Diphtne htheria yei: 
present in Central and isolated 
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Kast Africa. It is more likely to be non-venereal 
Arab hilis, known throughout the African desert 


as bejel. This appears to be a mild form of syphilis 
of so attenuated a strain that it fails to reproduce 
the major features of the disease as it manifests itself in 
Europeans. In many instances the primary infection 
is acquired by contact and not by the genital route. 
Nerve complications are apparently extremely rare and 
it is readily amenable, as is yaws, to salvarsan therapy. 

Ulcerating granuloma, that particularly loathsome 
venereally conveyed disease, with its peculiar features 
and method of spread, is much to be dreaded in this part 
of Africa. It is necessary that it should be detected 
early, when it is amenable to antimony therapy. 

Lymphogranuloma inguinale, or climatic bubo, is 
an almost universal infection among the native inhabit- 
ants. The main thing is to recognise the characteristic 
buboes. The causal agent, an ultramicroscopic virus, 
is amenable to sulphanilamide treatment. 


SORES AND ULCERS 


The septic sore, or veld sore, is primarily a disease of the 
desert and occurs on the knees, hands and other exposed 


ee 


5 ; 
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Fic. 2—Desert sore. Chronic punched-out stage. 
bacilli isolated by culture. 
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parts of the body. Many of these sores are due to a 
diphtheritic infection of the skin, as originally described 
by Craig (1919) in the Sinai Desert. They run a special 
clinical course beginning with a vesicle (fig. 1), usually 
round a hair follicle, and at the site of some previous 


injury ; this bursts and forms a shallow ulcer which is. 


acutely painful. A chronic punched-out ulcer with 
undermined edges results and may persist over a very 
long time (fig. 2). In a proportion of cases diphtheritic 
paralysis may ensue, either of the iris, hands or feet, 
and, not infrequently the sores are associated with 
faucial diphtheria. They are found mostly in cavalry 
units, in the camel corps, and to a less extent in the 
infantry and mechanised units. They respond readily to 
antidiphtheritic serum. Already a large number have 
been reported from the Middle East and are identical 
in appearance with those seen 25 years ago. Diphtheritic 
sores have lately been found on horses, and this may be 
a source of the human infection. There are other kinds 
of septic sores which may develop at the site of any 
small scratch or abrasion. l 

The true tropical ulcer, or sloughing phagadena, is 
commonly seen in underfed natives. The ulcer, which is 
usually on the legs, is larger and deeper than the septic 
sore, and is rapidly spreading and extremely destructive 
of the underlying tissues. The best and most practical 
method of treatment is by elastic plaster bandages. 


SCORPIONS, VENOMOUS INSECTS AND SNAKES 


The Libyan desert is a land of pests and may be 
literally said to ‘‘rain scorpions.” Seventeen species are 
listed by Zavattari (see Medulla 1937). The most 
dangerous is Prionurus australis, especially during the 
hot season, when its sting has sometimes proved fatal to 
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children and old people (Sergent 1938). The chief 
symptom of the sting is a burning pain radiating from 
the part. The sting itself is often so small that it is very 
bard to detect. Profuse salivation is usual. The 
treatment is almost entirely 
symptomatic, but in severe 
cases anti-scorpion serum may 
be injected. ‘ 

Venomous snakes include 
Naja haje the African cobra, 
and among the vipers are three 
species—C'erastes cornutus, the 
horned-viper, which is specially 
deadly and perfectly camou- 
flaged by its markings, Cerastes 
vipera and Echis carinatus, the 
Indian ‘‘ phoorsa.” 

Finally, there is the black- 
widow , spider Latrodectus yee 
(fig. 3) commonly alteibuted F | 

oughou area. e 
species is probably L. lugubris. a eer a la a 
There are conflicting accounts 
regarding the severity of the effects of the bite 
of this insect, but the main feature is that occasionally 
it produces the appearance of an acute abdomen, with 
board-like rigidity and great tenderness. The main 
point is to recognise that this is a toxic phenomenon 
and not to operate. The toxin of the poison glands is 
a powerful hemolysin, causing cedema and inflammation 
at the site of injection and sometimes an urticarial rash. 

I am indebted to the director and staff of the Bureau of 
Hygiene and Tropical Diseases for procuring references of 
local interest, and to Captain Manton, Army Dental Corps, for 
the photographs, which were taken in Palestine during this 
campaign. 
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A CONFERENCE ON A.R.P. 


WHEN the Government, in those distant days before 
Munich, came to consider plans for A.R.P. they had to 


‘parcel the country into administrative areas and they 


decided to divide it into a number of civil defence regions 
too large to deal with the detail of planning. It still 
remained to be decided which areas should be given the 
local autonomy of a scheme-making authority. The 
Government chose county councils, the county boroughs, 
city councils and the metropolitan borough councils to 
be the authorities for this purpose. This decision, apart 
from giving an added impetus to machinery which many 
had in the past declared to be outworn, and apart from 
its perpetuation of boundaries formed by the union of 
19th century vestries and the barter of properties in the 
Middle Ages, also gave to these local authorities the 
chance to justify their existence by the execution of a 
task bigger than any they had hitherto undertaken. It 
is fair to say that the manner in which the scheme- 
making authority deals with its civil-defence responsi- 
bilities will constitute its claim or otherwise to survival 
in the reconstruction which will follow the war. The 
administration of casualty services is not the least part 
of such an authority’s responsibilities, and many a man 
in general practice is now making his first contact with 
local government through his work in first-aid posts 
and mobile units. We in the medical profession know 
only too well the contradictions and the difficulties—some 
of local, some of central origin—which are involved in 
this work. 

On Feb. 2 a conference was jointly held in Islington 
Central Library to which authorities in the London 


256 


region which administer a civil-defence scheme were 
invited. It was attended by representatives from about 
half of the authorities of that region, who all explained 
that they attended in their personal capacity and were 
in no way mandated by their authorities to express their 
view. The. administrative side had a fair representa- 
tion, there being apart from councillors and engineers 
some eight medical officers of health and a few members 
of the E.M.S. The two bodies which combined to call 
the conference were the Association of Architects, 
Surveyors and Technical Assistants and the A.R.P. 
Coédrdinating Committee, with which Prof. J. B. S. 
Haldane and Prof. J. R. Marrack are closely associated. 


THE SHELTERS 

Medical men are prepared to recognise in an increasing 
degree that their responsibilities extend beyond the 
mere treatment of such disease as is brought to their 
notice by the sufferer himself. Today public health 
is no longer the monopoly of doctors employed: by the 
central ministry and the local governments—indeed, it 
is these doctors who are the first to stress the fact. 
Today also the general public are being subjected in an 
increasing degree to new strain all tending towards a 
general lowering of health standards. Dr. JOAN 
McMICHAEL, starting from this common base-line, 
addressed the conference on the medical aspects of A.R.P. 
and quoted from a speech by Mr. Malcolm MacDonald 
in which he commented on the very real dangers to the 
public health arising from a ‘‘ degree of overcrowding 
literally appalling.” In support of this Dr. McMichael 
gave the standard minimum figures per occupant which 
the Public Health Acts allow. 
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She remarked that these figures read somewhat curiously 
alongside the report of the Horder Committee. ‘‘ When- 


ever possible the standard the Ministry of Home Security: 


is at present advising—viz., 50 cu. ft. per person for 
indirectly ventilated’ shelters—might be followed until 
the present position of overcrowding is eased’ As 
Dr. McMichael commented, the population in London 
which cares to shelter must do so in conditions inferior 
to those obtaining in a canal boat. Dr. McMichael, in 
stressing the reality of the danger, quoted figures for the 
incidence of cerebrospinal fever: 1938, 1288; 1940 (up 
to Dec. 5), 12,500. 

The general feeling of those present was that the 
structural and medical problems involved in the pro- 
vision of shelter were so intermingled as to have become 
inseparable. About this there can be little dispute, 
though there was considerable argument concerning the 
official attitude to problems of shelter hygiene, at any 
rate in so far as planning is concerned. As one delegate 
put it, ‘‘ The policy of installing medical and nursing 
staff in shelters without even attempting to remedy 
structural hygienic faults is a policy of waiting for the 
worst. To provide at the same time bad shelters with 
efficient medical aid is like throwing banana-skins on to 
a rush-hour pavement and handing out splints five yards 
further down.”’ 

The general tone of the: discussion was extremely 
critical of the Government’s A.R.P. policy. It was 
chiefly the Ministry of Home Security that suffered as 
being the department responsible for the primary design 
of the shelters. The opinion of the conference was 
plainly to the effect that no-one could make a sound 
job of caring for shelterers under the conditions in which 
the ministry preferred to confine them. 

The cost per head of shelter accommodation decreases 
with a rise in the number of persons sharing it. Such 
elementary amenities as water-closets and air condition- 
ing plants have an alarming cost if this is spread over 
say twenty people ; but expenditure falls to a practicable 
level if spread over several hundreds of users. The 
Ministry of Home Security does not like large shelter 
units and all attempts to demonstrate the convenience 
and economy of the larger communal shelter have met 
with little sympathy. Models were shown of large rein- 
forced concrete shelters which have been popularised as 
“ Haldane shelters.’ As Professor Haldane has pointed 
out, these shelters are based upon Mr. Ove N. Arup’s 
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designs which the Finsbury metropolitan borough council 
adopted as reaching the required standard for a crowded 
area. These shelters are really an aggregation of similar 


reinforced units so that a high degree of safety is achieved 


as well as a high level of ‘‘ amenity.” Actually safety, 
rather than decreasing with grouping, considerably 
increases, since the honeycomb of reduplicated walls 
has an obvious cumulative effect in isolating the force 
of an explosion. . 


THE HOMELESS 


One of the paradoxes of the blitz is the plight of those 
bombed out of their homes. It is odd that the homeless 
and the wounded are the two classes of our population 
for whom shelter is provided only in the most excep- 
tional circumstances. Once in the converted I.C.C. 
school which serves as a rest centre the homeless have 
usually to be content for their protection against bombs 
with a fabric designed in the 19th century merely to 
exclude the elements. The Rev. S. Evans of Plaistow 
urged that those whose homes have been bombed in no 
way deserved to be treated as paupers. They were 
simply citizens deprived of their possessions by disaster, 
and who had been through a stiff ordeal. As an instance 
of what not to do he related the history of eighty human 
beings in a rest centre of a county borough on the East 
Side of London. They were told to wait for a ‘‘ bus to 
take them to the country.’’ One arrived and deposited 
them in a borough the other side of London. There 
they were sheltered in a common lodging-house for six 
weeks and as no further attempt was made to deal with 
them they drifted back into their bombed borough, only 
to crowd to a still greater extent the already over- 
crowded homes of their relatives. It was too much, he 
said, to expect a working-class housewife to search a 
bombed district for alternative accommodation and at 
the same time to look after a family. The Government 
had made the local authorities responsible for billeting, 
and in view of the machinery at their disposal it should 
prove, if resolutely tackled, one of the least difficult 
war-time tasks. j 

The medical opinion present was against the use of 
relatives’ houses for billeting, on the ground that the 
average working-class house is usually overcrowded to 
begin with. A wider use of powers of requisition was advo- 
cated ; and it was pointed out that the local rate-office 
always knew of empty premises as soon as they fell vacant. 


The conference felt very strongly the lack of direct 
contact with the regional commissioners and passed a 
resolution demanding a right of representation at 
regional headquarters. It was pointed out that all 
would benefit by this—the atmosphere at the top would 
be less rarefied, local problems would be better met, and 
the public better served. i 

It became obvious during the course of the day that, 
whatever doctors themselves may think, the public 
expects their interest and help in an ever-increasing 
degree and in an ever-widening field. The war has 
brought to our large towns a new community life in 
which no man can escape his responsibilities towards his 
fellows. The doctor, from the nature of things, touehes 
life at many points and the calls on him are correspond- 
ingly greater. Someone summed up one aspect of the 
medical situation in the phrase: ‘“‘ Beat the germs as 
well as the Germans.’’ There are other things to beat 
too, and in planning how they may be beaten it may be 
well to reflect that rugged individualism and anarchy 
are much the same thing—and that as a philosophy for 
victory anarchy is not to be commended. 

K. W. Cc. 8.-L. 


As a war-time measure the Hospital for Sick ChNdren, 
Great Ormond Street, with the coöperation of the Watford 
Peace Memorial Hospital, is opening consultative outpatient 
clinics at that hospital. At first these clinics will be held once 
a week beginning on Friday, March 7. Medical and surgical 
cases should attend at 10 a.m. and ear, nose and throat cases 
at noon. The clinics will be extended later if necessary. 
They will be conducted by members of the visiting medical 
staff of the Hospital for Sick Children, and new cases must be 
recommended by a doctor. Appointments should be mado 
by letter through the almoner to the Hospital for Sick Children 
Clinic, Watford Peace Memorial Hospital, Watford, Herts. 
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In England Now 


A Running Commentary by Peripatetic Correspondents 


I AM one of those who believe that soldiers should be in 
proper soldiers’ hospitals under the care of soldiers’ 
doctors, but I am not frightened by your insistence (Feb. 
1, p. 149) that in these hard times everyone should share 
the base hospitals. Excepting in so far as his characters 
are the same as those of all good doctors (not necessarily 
the same as good physicians or surgeons) the soldiers’ 
doctor is least needed at the base hospital—more in the 
unit, battalion of infantry or brigade of artillery, and most 
in the field ambulance, where the C.O. needs to be a tough 
nut to avoid his brigade group crumbling away from 
unnecessary illness. Once it is decided the soldier must 
go down the line his doctor’s special characteristics 
disappear, to reappear in the convalescent hospital or 
camp. In the base hospital he is only needed to prevent 
the hospitalisation of men (and women and children) 
which results from keeping them in unduly long or keep- 
ing cases that never should be there. The convalescent 
camp is a hospital, not a training depot where hardening 
of the fit man is done. Hardening of the not yet fit man 
may be begun in convalescence ; but give them a chance 
and the military authorities will expect the convalescent 
camp to turn out hardened soldiers as well as recovered 
invalids. If it gets that reputation, M.O.s will refuse to 
send out cases and will obstruct seniors when they try 
to doso. Then hospitalisation starts. The convalescent 
camp must therefore remain a medical unit. I wonder 
whether it can take civilians as well as members of the 
Forces. The latter are under military law, and the 
former are not. Military law is out of place in the 
convalescent stage; but it may be useful in the back- 


ground. Toughness combined with kindness of heart—. 


and no doctor is any good without both—can do the job 
without the help of the C.O.’s orderly-room. If I am 
right, and it is not just an old man’s dream, convalescent 
camps should take civilians (men and women) as well as 
the men and women of the Forces, and treat them all 
together. The Pendragons have shown how to make 
such a dream come true. And why does the convalescent 
camp matter ?. Just because base hospitals get cluttered 
up with men that should not be there; they are not fit 
for full duty, but they ought not to be in hospital. 


* * * 


The latest edict on a triple ration of fat and meat for 
diabetics is altogether incomprehensible to my mere 
medical mind. A little mental arithmetic shows that it 
provides for approximately 135 g. (or 1220 Calories) of 
fat and 60 g. (or 240 Calories) of meat daily. Most of us 
who are interested in diabetes are now of the opinion that 
with a high carbohydrate diet of 200-300 g. daily the 
amount of fat should be reasonably restricted and 100 g. 
daily is about the highest level to which the fat in the 
diet should rise. Why, therefore, the diabetics of the 
country should be granted such a medically unjustifiably 
large ration when the children (not to mention the non- 
diabetic element who are also doing their best to play 
their part in the defence of their homes) are rationed to 
the bare minimum of fat compatible with health is one 
of these problems which, while a headstrong government 
department may consider it settled once and for all, the 
medical profession ought to assail with all its power. Is 
it a question of the vested interests of diabetics—always 
rather a pampered section of the community—or is it an 
example of our stupid national habit of sentimentalising 
over the unhealthy to the extent of victimising the 
healthy ? But, perhaps it is only Whitehall bungling 
again. I have been glancing over the instructions which 
we issue to our diabetic patients, and for the life of me 
I can find no reason why they should have any more 
than a double ration of meat. 

Professor Mottram’s recent letter (Zancet, Feb. 1, 
p. 159) voices a fear which has been growing in the minds 
of many of us. Article after article of food which the 
Ministry of Food urged us to eat has disappeared from 
the shops. Cheese was the epitome of all that a foodstuff 
should be; with cheese as a staple article of food our 
diet would be satisfactory. Those of us who had long 
believed in the excellence of the traditional English 
bread, cheese and beer chortled with pleasure, and non- 
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cheese-eaters soon learned the advantages of the habit; 
but the next thing we find is that cheese has become a 
rarity only to be obtained if our unfortunate wives pay 
repeated visits to the grocer. To the non-politician 
cheese seems to be the ideal food for storage purposes, 
and with the tremendous output of our Dominions 
available the neglect to lay in adequate amounts of it 
either before or during the early days of the war seems 
to be verging on either laxity or criminality. Again, 
there is the latest example of all—oatmeal—announced 
on the wireless and in the press as the food for war-time ; 
and in Jess than a week not a grain is to be obtained in 
the shops. Why on earth do foodstuffs disappear from 
the shops the moment their price is controlled (e.g. 
onions, poultry, and rabbits), why is food such as meat 
allowed to rot in the shops until it has to be thrown out 
as unfit even for pigs, and why are artists appointed 
regional directors of the meat trade while fully qualified 
and experienced butchers are sent into the Army to act 
as infantrymen or clerks? Doctors are notoriously bad | 
administrators or one would pray for the appointment of 
a medical food dictator. R 
x * 

There seems-to be an all-round drop in the sense of 
personal responsibility nowadays. So much is done for. 
us that we can, if we like, carry on with very little. 
initiative if our ambitions are modest. The professional 
man, depending as he does on his own efforts, has as a 
rule a well-developed sense of responsibility ; the artisan © 
in war-time need have almost none. But the profes- 
sional man can, if he chooses, avail himself of many of the - 
aids which are dangled before the artisan. He can send 
his children to the council school, he can let them take 
their chances in the examinations for scholarships at the 
grammar school and university. That he does not is his 
own affair. In his actual profession, however, it is not so 
easy. There he must stand on his own feet, must fight 
with his own hands, unless he chooses to take a state-paid 
job. If he does that, and is content to go with the swim, 
he need exercise very little personal responsibility. His 
wage will be paid regularly and will increase according to 
scale. He is certain as anyone can be that, well hefore 
he is past enjoying it, he will be able to retire on a pen- 
sion. A good many of.us must be regarding him with 
envy today—those of us who are faced with a rapidly 
declining income, rising taxation, an ever-increasing 
cost of living. In the wage-earning class the average 
man, woman and young person of today can and does 
earn a comparatively large wage with little addition to 
his or her responsibilities. The cost of commodities is 
bigger than it was and is growing, but they are not in 
plentiful supply; the artisan can and must spend little 
more than he did on them. His rent is not increased as a 
rule. He has no growing school bills to pay. He gets 
his ordinary doctoring through the panel, treatment at 
the hospital, if he needs it, through a contributory 
scheme. If sick he gets a weekly money allowance from 
the state insurance, supplemented, if he has made pro- 
vision, by his friendly or trade society. Take it by and 
long he has little to fear but the loss of his job or a long 
illness. Society has been so organised that his responsi- 
bilities have been reduced toa minimum. But—and it is 
a very big but—the war will not last for ever. Sooner 
or later there will come a time when highly paid employ- 
ment will become not a thing to pick and choose but a 
thing of the past. Then the artisan will find he has 
responsibilities in bucketfuls. So, for that matter, will 
everyone else. 

For the moment, however, we are considering things 
as they are. Is well paid, easily obtained, employment a 
good thing in itself? In some ways it is, but not in 
all. It used to be axiomatic that nothing was worth 
having that did not have to be striven for, and on the 
whole that is true. Today, if works welfare workers and 
such like are to be believed, some of the younger artisans 
are becoming increasingly difficult. Disputes concerning 


wages and conditions of employment are increasing, and 


that often in the best equipped workshops. While the 
older men go on with their work some of the younger ones 
are ready to down tools with little provocation. They 
know that they can get another job without difficulty. 
This, let it be stressed, is true only of a small minority. 
The great majority are content to carry on, big wage or no 
big wage, because they know they are needed. The spirit of 
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patriotism is a very real thing; but there are men, 
usually quite young, in whom it does not burn so brightly. 
Why is this ? The same process is at work here as in the 
increase in juvenile crime, which a peripatetic corre- 
spondent of Jfeb. 1 put down largely to irresponsibility. 
Just as children and young persons commit antisocial 
acts from thoughtless selfishness, so the young men, 
having had so much done for them, have never even begun 
to think in terms of other people. In taking anything 
that strikes their fancy children do not consider the 

oint of view of the dwner. Indeed, when the question 
is asked in the juvenile court, ‘‘ How would you like it if 
somebody else had taken your things ? ” the answer ‘“‘ I 
shouldn’t’”’ has been given as apparently something 
quite fresh. Perhaps our system of education is 
blame, by concentrating overmuch on purely material 
things. In our elementary schools everything that will 
add to the material comfort of the children is being 
supplied in abundance—the class-rooms are well lighted, 
well spaced and airy ; the furnishing is almost more than 
could be desired. The lavatory accommodation is 
adequate ; 
something lacking ? The average healthy child used to 
prefer toys of his own devising to anything that could be 
‘bought. Half a dozen old soap boxes, an imperfect box 
of battered bricks, were of more permanent value to him 
than any mechanical toy simply because they enabled 
him to employ his imagination. The bricks would be 
anything from a medieval castle to a locomotive engine 
within half an hour, and next day they would be some- 
thing quite different. Are our modern methods killing 
that sense of imagination ? Are we taking from the 
children something we can never replace, and, if so, are 
not we responsible for much which we deplore ? 


Our opponents in this war have made it abundantly, 


clear that they are out for world domination, for the 


trampling down of any who get in their way. They- 


really have much the same viewpoint as the irresponsible 
child—the entirely selfish one—and this outlook is 
fostered in Germany by neglect of everything that stands 
for self-reliance. There everyone follows his leader; he 
is forbidden to think for himself; he is not even allowed 
freedom of thought. The result is woefully apparent— 
a war machine which has proved its deadly efficiency. 
But it is merely a machine ; it lacks individuality and 
sooner or later it must break. Men and women may be 
personally irresponsible for a time, but not for always. 

We may see something of the shrinking from responsi- 
bility in the practice of our own profession, particularly 
if we live in or near a town witha hospital. A generation 
or so ago most of us had to depend pretty much on our- 
selves. There were few outside aids. A well-equipped 
laboratory was a rarity; X-ray machines were not 
common, and certainly were not within easy reach. For 
diagnosis we relied on ourselves, and the evidence we 
were able to collect by the use of our developed senses. 
Who does that now ? If we are in any doubt, and often 
when we are not, we send our patient off to this or that 
expert at the hospital for an opinion. The opinion may 
be valuable, but the effect on us and on our patients may 
be less so. For only too often we have not so much 
shared our responsibility as passed it on. The average 
young doctor is well up in modern methods of diagnosis 
and treatment but is shy in applying them himself. 
How many town G.P.s ever treat a fracture right 
through ? 3 
Thirty years ago, and less, every G.P. felt himself com- 
petent to tackle pretty nearly everything; and was! 
Today he does not think so, and consequently plays for 
safety. That, not infrequently, is a highly dangerous 
thing to do. 

* * * 

We don’t consider ourselves hardworked these days, 
far from it, but the usual early morning muster at sick 
bay keeps us pretty busy while it lasts. The accepted 
Service idea of treatment involves seeing as many 
patients as possible in unit time, and delays are frowned 
on despite the fact that both we and our staff are largely 
unoccupied during the remainder of the day. Thus 
when one day, in the middle of my list, my chief sick- 
berth attendant announced that the next patient was a 
Pole I was none too pleased, my linguistic accomplish- 
ments being limited ; and I foresaw a long and tedious 
discussion. However, in he came, a tall and well-built 
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so are the playgrounds. But is there 
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fellow with a charming and apparently permanent smile, 
his uniform smart and clean and his whole appearance 
most impressive. He halted before my desk, clicking 
his heels with a sound like a whip, gave a slight bow from 
the waist and then relapsed into a silent marae open 

was 


your complaint ? ’’ spoken very slowly and deliberately, 
brought forth a volley of mangled Anglo-Polish which 
was quite unintelligible. Evidently flattered by the 
assumption that he spoke English, he was making the 
most of the opportunity. This flow was stanched with | 
difficulty, and after a short and awkward pause my 
“ chief ?’ whispered ‘‘ They usually understand French, 
Sir!” I choked back the retort that unfortunately I 
didn’t, and delved into my hazy memories of lessons at 
which I learned a maximum of French grammar and a 
minimum of idiom. Tentatively I tried “ Qu’est ce 
que vous avez ?’’ to be rewarded by an intensification 
of the smile and another excited torrent of speech in 
what was presumably a second national language to 
him. This also left me cold, so once again an impasse 
was reached. Just as I was about to eat humble pie and 
demand an interpreter he suddenly said, in good and 
precise English, ‘‘ I have... ’’ and then stopped. As 
this was the first lucid expression I had received I leaned 
forward eagerly: “ Yes?” I said, hoping to hear his 
symptoms, at last. “I have...” (there was a slight 
pause while he fumbled in his pocket and brought out 
a small red book) “a dictionary!” and he looked 
enormously pleased at having remembered the word and 
its pronunciation. The book was rapidly thumbed and 
a large forefinger pointed to an astonishingly unpro- 
nounceable word against which was the English equi- 
valent ‘“‘itch.” While I digested this information he 
rapidly stripped and displayed a sweat rash of the groins, 
and uttered what I took to be the word he had just 
showed me. ‘Not to be outdone, I commandeered the 
dictionary, found the English-Polish section and rapidly 
ran through the pages until I found the Polish equivalent 
of “ sweat” which was some curious word like “ pog.” 
“ Pog,? I said, and again there was a pause, while I 
considered in which language to put my transitive verb. 
At last, in desperation, I said firmly, ‘“ Pog makes....’’ (a 
sort of strangled cry followed as I attempted the Polish 
word for itch). I looked up expecting incredulity, even 
indignation, but it had worked ! He was delighted at this 
simple explanation—having evidently expected a diag- 
nosis of tinea or pediculosis, both of which being pretty 
common at the time—and departed with yet another 
shattering heel-click. But not before I, in my new burst 
of confidence, had sunk so low as to say ‘“‘ Fini’?! After 
this brilliant success I bravely faced the next man—a 
French rating—with ‘‘ faites voir,’ to his profound 
amazement, for his English had been more than adequate 
on previous occasions. 
* * * 


‘If an analysis was made of papers read before the 
provincial medical societies I fancy it would transpire 
that most of them are contributed by the staffs of 
hospitals and specialists. The general practitioners may 
complain that these, while serving as a modest advertise- 
ment to the contributors, do not help them much, and 
the society’s secretary that he cannot get papers from 
them. How are we to tap the vast clinical and thera- 
peutic experience of general practitioners? They see 
after-results from their own practices and—an important 
point—cases returned ‘‘ cured ” from all kinds of hos- 
pitals. Here they seem to be in an unique position. 
Yet our two leading weeklies and two German ones which 
I read contain but little of their writings. I should like 
to see occasional numbers of these given over chiefly to 
contributions from the ‘“‘ backbone,” or perhaps an 
occasional supplement. Or general practitioners might 
arrange to support representatives of their number, with 
the requisite attributes, relieve them from practice, and 
set them to edit a monthly journal controlled and main- 
tained by the practitioners, solely for contributions from 
their experience. 


—_——~ 


Since the publication of the last list of.subscriptions to the 
Medical War Relief Fund £800 has been received, bringing 
the total to over £17,000. 
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Letters to the Editor 


SULPHADIAZINE 


Sm,—Recently Roblin and his associates! have 
described the preparation of sulphadiazine (2-sulph- 
anilamidopyrimidine). Feinstone and his collaborators ? 
have reported that the acute toxicity of sulphadiazine 
based on blood concentrations of the drug was in the 
neighbourhood of from 175 to 200 mg. per 100 c.cm. 
for the L.D.50 in mice. Chronic toxicity studies on 
monkeys showed that sulphadiazine produced less tissue 
damage than did sulphathiazole or sulphapyridine, and 
the blood concentrations of the drug resulting from given 
doses of sulphadiazine in monkeys and in mice were 
about four times as high as those resulting from similar 
doses of sulphapyridine or sulphathiazole. They noted 
that the drug existed in the blood primarily in the un- 
conjugated form, because its acetyl derivative appeared 
to be readily excreted in the urine. These observers 
noted that sulphadiazine had an excellent degree of 
therapeutic activity in experimental pneumococcal, 
hemolytic streptococcal, staphylococcal, and Fried- 
lander’s bacillary infections in mice. 

We have been able to confirm these observations. In 
infections in mice, our experiments lead us to believe 
that sulphadiazine is approximately as active a thera- 
peutic agent as is sulphanilamide in streptococcal infec- 
tions. In experimental pneumococcal infections in 
these animals, sulphadiazine again proved to be about as 
effective as sulphathiazole or sulphapyridine. In experi- 
mental staphylococcal infections, sulphadiazine seemed 
to be slightly superior to sulphathiazole as a therapeutic 
agent. . 

Pin infections in mice produced by the intramuscular 
injections of Clostridium welchii or Cl. septique, sulpha- 
diazine was highly effective when administered either 
by the oral or local route. None of the drugs which we 
have tested has proved very effective against Cl. 
cedematiens (novyt) infections in mice. 

Our studies on the absorption, distribution and excre- 
tion of sulphadiazine in man indicate that the drug is 
somewhat less rapidly absorbed from the gastro-intes- 
tinal tract than is sulphanilamide, sulphapyridine or 
sulphathiazole. In the blood, the ratio of the uncon- 
jugated and acetyl fractions of the drug is frequently 
less than that which has been previously noted for 
sulphanilamide. Sulphadiazine is excreted less rapidly 
than is sulphanilamide or sulphapyridine if renal function 
is normal. In the urine about a third of the drug exists 
in the acetylated or conjugated form. The relatively 
small amounts of the conjugated fraction found in the 
blood seems to be due to the fact that acetyl sulpha- 
pyrimidine is readily excreted by the kidney. The drug 

asses over into the spinal fluid in concentrations of one- 

alf to four-fifths of those which exist in the blood. 

It is too early to pronounce on the clinical therapeutic 
effects of sulphadiazine, but to date our experience with 
this drug leads us to believe that it is about as effective 
as sulphapyridine or sulphathiazole in the treatment of 
pneumococcal pneumonia in human beings and of 
definite value in the treatment of hemolytic streptococcal 
and staphylococcal infections in man. In Friedlander’s 

bacillary infections it has proved very effective. 

7 The interesting thing about this drug is that it has not 
in our experience (which now covers its administration 
to about 80 patients) produced any nausea or vomiting. 
We have noted one instance of drug fever, one of drug 
rash, and one of conjunctival injection in this group of 
patients. The drug does not produce a fall in the carbon- 
dioxide combining power of the plasma, nor have we 
witnessed any signs of renal injury up to the time of 
writing. There have been to date no noticeable changes 
in the red-cell count or hemoglobin of patients who have 
received this drug. eae 

It is very easy to obtain adequate concentrations of 
this drug in the blood, and we feel that in the acute 
phase of lobar pneumonia a concentration of sulpha- 
diazine of from 7 to 10 mg. per 100 c.cm. should be main- 


1. Roblin, R. O. Jun., Williams, J. H., Winnek, P. S. and English, 
J. P. J. Amer. chem. Soc. 1940, 62, 2002. 

2. Feinstone, W. H., Williams, R. D., Wolff, R. T., Huntington, E. 
and Crossley, M. L. Bull. Johns Hopk. Hosp. 1940, 67, 427. 
Annotated in the Lancet, Feb. 15, p. 217. 


tained. It has been our custom to prescribe an initial 
dose of 4 grammes of sulphadiazine, to be followed at 
six-hour intervals by 1 g. of the drug; then 1 g. should 
be administered every six hours until the temperature 
has been normal for three days. 

If the -initial promise of high therapeutic effectiveness 
and low clinical toxicity of this drug is borne out by more 
extensive experience, it means that sulphadiazine will 
be a most welcome addition to the sulphonamide group 
of chemotherapeutic agents. PERRIN H. LONG. 


The Johns Hopkins Medical School, Baltimore, Maryland. 


ARTIFICIAL SHORTAGE OF DOCTORS l 
Sır, — With reference to your leading article of Feb. 1 

on the artificial shortage of doctors, I would ask you to 
correct a statement regarding orthopædic centres in the 
Army, which is not in accordance with the facts. It is 
stated in this article that ‘‘ the Army has 12 orthopedic 
centres in addition to those of the E.M.S., with their 
own. establishments to maintain... .’’ The facts are 
that a number of surgeons with orthopedic training and 
experience have been authorised for certai ili 
hospitals at home. These hospitals will be regarded as 
possessing orthopzedic sections (not centres) and are 
supplementary to the E.M.S. orthopedic centres. It is 
not intended that cases requiring highly specialised 
reconstructive surgical treatment, or whose return to 
military duty is doubtful, should be treated ‘in military 
hospitals. These are to be transferred to E.M.S. ortho- 
peedic centres as early as possible.’ The Army are not. 
calling for occupational therapists and rehabilitation 
experts from civilian sources. jy M, WEDDELL, 


War Offce, S.W.1. Colonel; Consulting Surgeon to the Army. 


Sir,—In reception areas, where the population has 
recently increased by 50-100%, doctors are still being 
removed and commissioned in the R.A.M.C.—a sentence 
to boredom, censoring, deciphering, &c. Surely evacuees 
and the normal civil population deserve more considera- 
tion than this. It seems that a request for exemption 
is likely to be granted until the end of this winter only 
—which to my mind is a very short-sighted policy. 

It is up to everyone to serve the country to the best 
of his ability, and it would appear absurd to join the 
R.A.M.C. where (to quote a phrase from Mr. Handfield- 
Jones’s letter) ‘‘ there are lots of us here and nothing 
to do ” rather than to stay in general practice where 
there is an increasing amount of work to do and an ever- 
decreasing number of doctors to doit. Is it not time that 
this should be rectified before the general practitioners’ 
work becomes too great and the civil population suffers ? 

Gt. Berkhamsted, Herts. C. CARTER SHAW. 

Str,—I agree with you that pooling of the supply of 
doctors is necessary, and I would suggest (1) that all 
medical men more than three years qualified should be 
called up by age-groups to the age of 50 and placed in 
that pool so as to be available for whatever service— 
fighting or civilian—most needed them; (2) that in the 
fixed and mobile A.R.P. posts all doctors under 40 should 
be replaced by those over that age and by part-time 
general practitioners ; (3) that all public-health appoint- 
ments during the war should be held by men over 50, 
and that these appointments should be freed for the time 
being from the provisions of the local government and 
sanitary orders. MEDICAL PLANNING. 


Smr,—I have read with interest the letter from Mr. 
Handfield-Jones in your issue of Feb. 8. As he says, the 
Army Medical] Service is reluctant to reveal the voracity 
of its appetite for medical officers, but this extravagance 
is undoubtedly the basis for the present shortage. 
Rumours now reach us that there is to be another call-up 
of medical men in the near future. At this time of year, 
in particular, further conscription will lead to very grave 
difficulties, more especially in areas where the civilian 
population has been increased and the medical popula- 
tion diminished. Unfortunately the British Medical 
Association, which one might have expected to emphasise 
the hardship to the community and to the elder doctors 
left behind, appears no longer to be the champion of its 
members, but rather the handmaiden of the Ministry of 
Health, and there is little help to be expected from that 
quarter. i o 

A further point which should be noted is the serious 
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position arising from the fact that many medical men in 
the Services are getting out of touch with medicine, and 
deprived of clinical work will get increasingly rusty as the 
war goes on. As one ex-house-surgeon writes to me: 
“ One is a mixture of clerk, soldier and first-aid man, in 
that order.” The remedy would appear to lie with the 
Army Council, who should no longer insist on a medical 
officer to so many men, for units stationed in this country, 
but should allow local doctors in many areas to do the 
half-hour morning sick parade, all more serious cases 
being sent to hospital as at present. 


Lincoln. G. A. BaGoT WALTERS. 


PAUL-BUNNELL TEST IN GLANDULAR FEVER 

Sm,—I agree with Professor Himsworth when he says 
in his letter of Feb. 8 that careful record-keeping is 
necessary so that we can find out if the Paul-Bunnell 
reaction is specific for glandular fever and if we must 
classify separately similar syndromes with a negative 
reaction. But I don’t think he will obtain the distinc- 
tion he wants if he uses monocytosis as a criterion. The 
blood picture of glandular fever is highly characteristic 
and four groups of cells among the increased mono- 
nuclears ‘can be distinguished. | 
- 1. Typical lymphocytes. . 

2. Typical monocytes. 

3. Plasma cells and large cells with dark basophilic cyto- 
plasm probably related to plasma cells; these include the 
** Turk ” cells. 

4. Cells which resemble monocytes but do not have lobed 
or indented nuclei; these cells have been classified by various 
authors as lymphocytes, monocytes, glandular-fever cells, or 
simply as abnormal mononuclears ; they are very characteristic. 


. The proportion of these groups varies in every case, 
but group 4 is always prominent. It is this composite 
picture that is so typical of glandular fever, and not the 
presence of any particular monocytosis or lympho- 
cytosis. Neither Dr. Barber nor Dr. Fuller gives clearly 
typical differential white-cell counts ; probably the class 
of lymphocytes includes atypical forms. Monocytosis 
is known to accompany infections of the mouth and throat 
unaccompanied by general symptoms like those of 
glandular fever (e.g. Hartfall 1934), and a point that sug- 
gests that Dr. Fuller’s patients had not got glandular 
fever is that the sternal marrow in one case was un- 
affected. In the few patients I have examined the 
marrow always contained cells of groups 3 and 4 and 
increased percentages of lymphocytes and monocytes. 
This may be helpful in differentiation. 

With regard to technique, a staining combination 
including Giemsa gives the best results; supravital 
staining unfortunately gives no more help than this in 
classifying the abnormal mononuclears. | 

In the meantime it is probably best to follow Dr. 
Fuller’s example and not report cases as glandular fever 
if the Paul-Bunnell reaction is negative. 

M. C. G. ISRAELS. 

Research Department, Manchester Royal Infirmary. 


ENDEMIC FLUOROSIS 

Str,—In your leader of Feb. 15, it is stated, in reference 
to mottled teeth, ‘‘ The discoloration appears as opaque 
white or brownish patches on the enamel and is likely 
to occur in those who drink water containing more than 
4-5 parts per million of fluorine.’ Since this might give 
the impression that water of less fluorine content is 
unlikely to cause mottled teeth it should be noted that 
there is considerable evidence (mostly American) that 

inking water is safe in this respect only if it contains 
less than 1 part per million of fluorine. I have estimated 
the fluorine content of numerous water-supplies in Great 
Britain, and I consider that the limiting figure for drink- 
ing water-supplies of 1 part per million of fluorine should 
provisionally be accepted. 

Victoria Street, E.C.4. E. V. SUCKLING. 


THINGS TO COME 


Sır,—May I offer for the consideration of those who 

would plan our future some reflections upon 1364 expres- 
sions of opinion which lie on my desk ? They are some 
of the replies received by the Medical Practitioners 
Union to its scheme for a national salaried service for 
general practitioners. This scheme was circulated to 
every doctor in the country and their opinions were 


invited by the provision of a blank sheet with the 
caption ‘‘ I am / am not in favour of the principles under- 
lying this memorandum and offer the following criti- 
cisms.”’ The replies with which I am dealing were 
analysed several weeks ago but others which have come 
in since seem to be very similar in character. We may 
therefore take it that the 1364 opinions, less 71 which 
were indefinite, are likely to afford valuable and reason- 
ably accurate evidence of what medical men are thinking 
today. There were 849 replies in favour of a whole- 
time service and 444 against. This is an impressive 
majority but it nevertheless conveys an inaccurate 
impression. By the mysterious operation of human 
fallibility the memorandum failed to suggest any com- 
pensation for the capital sunk in practices and this was 
very alarming to those who had purchased, or were still 
purchasing, shares in established practices. Many of 
these recorded a vote against the scheme on no other 
grounds, although it was quite clear from their other 
comments that they were not at all opposed to the 
principle involved. The confusion between principle 
and detail was seen also in other replies, and I think it 
would be an understatement to say that no less than 
75-80% of those who expressed an opinion were wiliing to 
accept the principle of whole-time salaried service. 

What has caused this great departure from the tradi- 
tional attitude of the profession ? I think there can be no 
doubt that the National Health Insurance Acts are in 
great part responsible, although economic facts have 
been of decisive importance. Insured persons have not 
shown themselves particularly grateful for the services 
rendered by doctors, and have been increasingly ready to 
call them out at any time of day or night with little 
regard to the real needs of the case. Doctors are also 
forced to make many millions of visits a year for no better 
purpose than the giving of certificates on some one par- 
ticular day convenient to the agents of approved societies. 
These are two examples of a type of demand which has 
upset the old balance between doctor and patient. The 
latter now expects as his right (backed by disciplinary 
measures) the sort of service which he formerly accepted 
with gratitude and repaid with some degree of considera- 
tion for his doctor. It is possible that I have put this 
too strongly, but I think it is largely the burden of such 
service that causes so many doctors favourable to the 
scheme to harp on the need for settled hours, days off, 
and regular holidays without the expense of providing 
a locum. It is scarcely necessary to say much of the 
economic factors which béar so hardly on general 
practitioners. Every doctor knows that the low insur- 
ance fee and the ever-increasing encroachment of state 
services have been powerful factors in turning men’s 
minds towards the advantages of a regular salary with 
a pension to follow. It is in the light of such considera- 
tions as these that we must weigh the hundred or so 
replies which insist that the individualistic type of 
practice has the great advantage of involving competi- 
tion, and allows a practical idealism which, they say, is 
unlikely to flourish under a state system. These replies 
come mostly from the older members of the profession. 
They do them honour, for they are prompted by memories © 
of lives spent in exacting and unselfish work of a sort for 
which no praise can be too high. It will be generally 
agreed that we must strive to carry over these ideals 
into a state service, but to the more modern mind ideals 
alone are not enough and we have to realise that the full 
advantages of medical knowledge can no longer be 
brought to bear by isolationists. A new generation has 
come into being, neither better nor worse than the old, 
but forced by circumstances to think and to work along 
different lines. In the medical world it is the line of 
coordinated state service which has now the most :' 
followers, and those who plan for the future must take 
account of this fact, in its ethical as well as its practical 
aspects. 

There is undoubtedly a widespread revolt against 
general practice as we know it today. How extensive 
this has become may be judged not only from the general 
tenour of replies received but also from: the following 
opinion expressed by a teacher not unknown to fame. 
“ As a general outline of the new service your summary 
is excellent, and my teaching experience of 35 years 
amongst medical students convinces me that it will be 
whole-heartedly supported by at least 75% of young 
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practitioners.” It would almost seem that there remain 
only the questions of when and in what form a whole- 
time general practitioner service should be introduced. 
Sevenoaks. ' GORDON WARD. 
Sim,—I profoundly disagree with propositions 2 and 3 
of Dr. Everard Williams’s letter on the future of medicine. 
He advocates the setting up of official contraceptive 


clinics ; but contraception is an important factor in the. 


falling birth-rate of the country and provides a means 
of avoiding family responsibility. Yet in proposition 4 
Dr. Williams advocates family allowances. Proposi- 
. tion 3 represents an attack on individual rights. The 

rinciple carried to its logical conclusion would condemn 
to death all those who are of no use to the state, and it 
is precisely against such principles of state worship that 
we are fighting now. Either there are rights attaching 
to the human personality, or the personality is to be at 
the mercy of an omnipotent state. One such right is 
surely that no innocent life shall be forfeit, and this 
applies equally to the unborn child and the mentally 
defective. The study of the hereditary factor in mental 
defect or disease is still in its early stages; our present 
knowledge does not justify us in interfering with human 
rights. This does not mean that I approve of the state 
spending 30s. a week to maintain an imbecile child 
and only 5s. a week to support a healthy one; we must 
keep a sense of proportion. But in any case the com- 
parison is not a fair one; many mentally defective 
patients do useful work when gathered into a community 
and thus in part support themselves. 

On what grounds does Dr. Williams induce abortion 
in a case of rape-? Is it on account of the danger to the 
health of the mother, especially if she is young, or is it 
because it is feared that the child will be born with 
physical or mental defects? A recent publication by 
Dr. Letitia Fairfield reviews about 74 cases of juvenile 
parturition, some of which were presumably the result 
of rape. It showed that there was no maternal mortality, 
but the forceps rate and puerperal morbidity rate were 
slightly increased over the normal rate. Half the infants 
weighed less than 7 lb. at birth, 18 were premature, 5 
were stillborn, and there was a high incidence of con- 
genital defects: 2 cleft palates, 1 anencephalic foetus, 
1 inguinal hernia and 1 slight talipes. These figures 
surely, on medical grounds alone, do not justify thera- 
peutic abortion. 

The changes advocated by Dr. Williams are in conflict 
with the moral law ; and where there is conflict between 
that law and medical therapeutics we can be reasonably 
certain that bad medicine is being advocated. 

Southern Hospital, Dartford. A. D. WILLIs. 


TREATMENT OF WAR NEUROSIS 

Srr,—There are points in Dr. Dillon’s letter of Feb. 1 
which I should like to try and answer. 

Dr. Dillon asks by what criteria an assessment of the 
personality can be made before disposal. In the vast 
majority of cases the main criteria are the reactions of 
the individual to danger—not only his reactions to 
current dangers, such as any form of enemy action, but 
his reactions to danger real or imagined throughout life. 
What is the history we obtain so frequently from men 
who, in my opinion and that of others, must be dis- 
charged ? Throughout life they never lived dangerously, 
have avoided any threat to their security. A nervous 
childhood, mother-fixed, regarding the outside world 
as full not of wonderful things to be enjoyed but of 
dangerous things to be avoided. They have never climbed 
a tree, never played football, never fought a fight. For 
them throughout life fear has always meant flight, they 
have lived their days not endeavouring to tolerate 
anxiety but avoiding it. Quite possibly there may have 
been no overt neurosis before joining the Army because 
they have so planned their life as to avoid the conditions 
which would produce anxiety. I do not believe that this 
type is amenable to psychotherapy because there is no 
real desire for it; they have found a ring fence within 
which they can be reasonably content and they only 
desire to get back within it again. They may even as 
civilians avoid a breakdown under enemy action because 
they can either flee or remain immobile in a shelter, but 
when in the Services they cannot obey their instinctive 
reactions to danger they break down. They may have 
. had reasonably well-paid but sheltered cornpehon: 
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or they may have been content on the dolo or receiving 
public assistance, or content to drift from casual ward 
to casual ward. In all there is the same basic mechanism 
of flight from any threat to their security. Most of us 
will agree that these are not the cases which fill our 
psychiatric clinics in peace-time. They have made 
their adjustments, and only war with its threat to per- 
sonal safety breaks down the barriers they have built. 
This war is different from the last, particularly because 
recruits are exposed to the threat of enemy action 
probably as soon as they join the Services, and,may even 
have been exposed to it before. There are not the 
chances as in the last war of getting training, discipline 
and some possible building up of aggression or ideals of 
service before being exposed to the threat or reality of 
danger. Many of the cases we are now seeing have only 
been a few weeks or months in the Army; from the 
beginning they have reported sick whenever possible, 
may have never fired a rifle, and no instructor would 
trust them with one. I do not believe that there is any ` 
great number of these cases in proportion to the number 
of the present intake into the Army, and I am sure they 
must exist in any conscripted army of any nationality. 
They must, however, come into the net of the neurosis 
centres, and those of us who work in them may be 
Dr at times by their nuntbers. 
should be the last person to belittle the use of psycho- 
therapy, but there must be something to build on, some 
real desire not only to be symptom-free but to meet and 
stand up to war service conditions. Discharge rates are 
not very satisfactory, but will be more so when the 
present system of following up has brought replies from 
units. A neurosis centre has a net with a small mesh 
and brings in not only anxiety states and hysteria but 
also epileptics, mental defectives, psychopathic person- 
alities and others. I quite agree with Dr. Dillon that 
many neurotics have made good soldiers, but they. are 
different in the type of neurotic mechanism from those I 
have referred to. I think I can assure Dr. Dillon that 
psychotherapy is still being used in suitable cases. 3 


MAURICE B. WRIGHT, 
Whitchurch. Psychiatrist, E.M.S. 


A BLASTED HORSE—AND OTHERS 


Sm,—The article on what a layman may call a shell- 
shocked pheasant in your issue of Feb. 8 suggests that 
similar particulars may be of interest in the case of a horse. 

Idol, a very good dray-horse, six years old, had been 
working for eight months for a London brewery. Last 
autumn, at 4 A.M., a heavy H.E. bomb demolished a 
building and twenty houses about eighty yards from the 
stable, which is on the ground floor. Intervening houses 
prevented any damage being done to the building, except 
a skylight, but of course there was a terrific bang and 
concussion. Fourteen horses, then probably all asleep, 
were all right except for being frightened and restless. 
Idol and another lay unconscious. The other (aged 
eleven) recovered in two hours, and with massage treat- 
ment was at work forty-eight hours after, and has 
suffered no permanent il] effect. Idol lay as dead for 
over four hours, with such a slow pulse that the stable 
foreman decided it was hopeless and the humane killer 
was brought to kill him. Suddenly he shivered all over 
and got up, but could not use his hind quarters to walk. 
Fomentations and massage were applied and a week 
after he was able to do light work, constantly needing 
rest days but working four days out of six. There was 
slight lameness in the hind quarters. 

Three months afterwards there was a direct hit on the 
same stable, killing two horses outright. The remaining 
twelve were able to walk out and most were at work that 
day.. Idol had a bad relapse, and now a month later is 
little better. He cannot back and finds difficulty in 
turning, the symptoms being paralysis along the spine. 
It is feared there will be little more work for him in 
London, though it is intended to give him six months’ 
rest at grass during the summer, in the hope of a cure. 

Other animals in a country district were affected after 
land-mines had been dropped. The rabbits—even in 
their holes—suffered from shock and hopped out of them 
aimlessly and could be picked up by hand. The cows 
similarly behaved in a dreamy way, refused to eat and 
had to be slaughtered. 

Ware, Herts. H. F. BUXTON. 
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Parliament 


No issue of domestic politics has excited more bitter 
controversy in recent years than the means test applied 
‘to applicants for unemployment assistance or supple- 
mentary pensions. It was natural that in the new 
atmosphere of the political truce, inaugurated last year 


by the accession to office of a National Government - 


including most of the leaders of the former Labour 
Opposition, an early effort should be made to remove 
this serious stumbling-block to real national unity. The 
result was a compromise, which while still retaining a 
means test represents an honest and sincere attempt to 
get rid of the principal objections raised to its application. 
On Nov. 6 of last year Mr. Churchill gave a pledge to the 
House of Commons which has since been embodied in 
legislative form under the title of the Determination of 
Needs Bill. This measure came before the House of 
Commons last week for second reading. How well its 
draughtsmen had interpreted the Prime Ministef’s pledge 
was shown by the welcome which the bill received from 
all parties. It was generally agreed that the Chancellor 
of the Exchequer was quite justified in describing the 
bill as ‘‘ a far-reaching reform,” and in recommending it 
as “an important mark of our confidence in the final 
issue of the present struggle and of our determination 
` not to be deterred from continuing to the limit of our 
ability to improve the conditions of the people.” Sir 
Kingsley Wood explained that the first part of the bill 
was designed to abolish the household means test and to 
make the test one of personal need based on certain 
principles which had been indicated. The other part of 
the bill, he said, gave effect to the undertaking given 
by his predecessor, Lord Simon, in relation to war 
savings and contained certain modifications of the 
previous proposals to meet objections which had been 
advanced. Sir Kingsley Wood made it clear that the 
intention was to confer the benefit exclusively on the 
war saver, since the incentive would be gone if the 
provision applied to savings made at any time. But 
in order to meet genuine misunderstandings about the 


pledge the Government had decided that, while the: 


distinction between war savings and other savings 
should be retained, the date at which it would be possible 
to transfer pre-war savings into war savings would be 
advanced to Aug. 14,1940. The overwhelming majority 
of members, including the Labour Party, gave the bill their 
blessing. Mr. Pethick-Lawrence, a doughty critic of the 
means test in the past, voiced the opinion of the bulk of 
the Labour members that the bill went a long way to meet 
their wishes. ‘‘ It is an immense change,” he said, ‘‘ and 
constitutes immense progress.” It shifted the obligation 
-to look after those who were old or out of work from the 
family and the household to the community as a whole. 
Mr. Pethick-Lawrence vigorously denounced the action 
of certain members of his party who had put on the 
order paper an amendment which he said would have the 
effect of wrecking the measure. He twitted the sponsors 
of the amendment with wanting to pose as champions 
of the oppressed, while in fact they were playing politics 
and doing their best to sabotage an agreed compromise 
solution of a complicated controversial question. He 
called on those who had the welfare of the unemployed 
and the old-age pensioners at heart to disown the amend- 
ment and support the second reading. Mr. Graham 
White, speaking for the Liberal Party, also agreed that 
the bill would bring great benefits to a number of people 
while it would injure none. At the same time he warned 
the House that a resurvey and recasting of our social 
services would be one of the most urgent tasks of the 
ost-war period. The main argument of the malcontent 
bour minority who supported the amendment was 
that the bill failed to give full effect to the Prime Minister’s 
pledge. Mr. Ernest Bevin, the Minister of Labour, 
wound up the debate for the Government with a vigorous 
speech in which he stoutly denied that there had been any 
breach of faith. This point of view was amply confirmed 
in the division lobby where the critics could only muster 
19 votes against 173 in favour of the bill. 


Universiudes and War Damage 


The position of the universities and other institutions 
which suffer war damage was raised at the committee 
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stage of the War Damage Bill in the House of Commons 
on Feb. 11. Mr. K. W. M. PICKTHORN moved an 
amendment exempting ‘‘ bodies of persons (whether 
incorporated or not) who occupy premises for, or in 
connexion with, the advancement of religion, education, 
science or research,” from compulsory insurance under 
the business scheme of the goods on their premises but 
leaving them free to do so if they wish. He said that 
tinguish between assets held for 
business purposes and assets held for domestic purposes, 
or for the purposes of living rather than of earning a 
living. The peculiar difficulty of the universities and 
colleges was that they were both a kind of home and a 
ind of business. No-one suggested that chattels which 
might be described as luxuries or amenities should be 
restored until the country had fully recovered from the 
war; but, so far as natural resources permitted, it was 
desirable that chattels without which the nation could 
not ‘continue should be replaced.—Sir W. JOowWITT, 
solicitor-general, said he could not accept the amend- 
ment on principle. It seemed to ask that a university 
should be regarded ascarrying on business, and the Govern- 
ment thought it undesirable to exempt from compulsion 
persons carrying on business and to allow them topick and 
choose what goods they would insure. He agreed that 
the objection did not apply so strongly to universities as 
to ordinary businesses, and the Government would use 
their powers under clause 45 to exempt certain classes 
of the non-essential equipment at universities which 
would have to be very carefully defined. The Govern- 
ment would no doubt seek the help of the universities 
themselves.—Mr. EDMOND HARVEY said that the 
assurance given by the solicitor-general would give real 
satisfaction to the universities, but he regretted they 
must be regarded as business concerns. It was true that 
the universities received help, but every student received 
more than the value of his fees. The universities were 
carrying on at a great loss and were only able to do so 
through benefactions and grants. The amendment was 
by leave withdrawn. : 


QUESTION TIME 
Financing of Rest Centres 


Dr. H. B. Moraan asked the Minister of Health, with refer- 
ence to the departmental circular No. 2154, what was the 
policy of his department with regard to the maintenance of 
rest-centres ready for use by homeless persons in cases of 
emergency through enemy action; and whether local 
authorities would be reimbursed expenditure for services such 
as heating, caretaking, and maintenance staff, if, in their 
discretion, staff for this purpose was considered necessary in 
rest centres.—Mr. H. HOLDSWORTH, Lord of the Treasury, 
replied : A circular was issued to county councils and county- 


‘borough councils on Feb. 6, informing them of the Govern- | 


ment’s decision to reimburse public-assistance authorities the 
whole of their approved expenditure, from the inception of 
the scheme, on providing at rest-centres for the immediate 
needs of people who are made homeless or leave their homes 
as a result of enemy action. A large measure of discretion 
has been allowed to local authorities in providing for this 
service and approved expenditure for heating, caretaking and 
maintenance staff, would be included in the reimbursement. 


National Health Insurance Benefits 


Mr. F. COLLINDRIDGE asked the Ministér when it was 
proposed to give to the House a report of the examination 
referred to in his speech, on Oct. 17, 1940, that Government 
departments had been making into health insurance and 
associated questions.—Mr. ELLIS Smirg asked if he was 
aware of the extreme urgency of the need to increase the 
benefits payable under the National Health Insurance, in 
particular, sickness, maternity and disablement benefits ; 
by what amounts it was intended to increase the benefits ; 
and if he could make a statement on the matter in view of the 
urgency.—Mr. G. H. OLIVER asked whether he was aware of 
the hardship suffered by persons in receipt of disablement 
benefit paid under the provisions of the National Health 
Insurance Acts by reason of the increase in the cost of living ; 
and whether he would consider increasing the benefit, as had 
been the case in many other benefits and allowances as a 
result of war-time conditions.—Mr. Brown replied : While 
I am not as yet in a position to make a statement on this 
subject, I hope to do so soon. 
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Diphtheria Immunisation in Scotland 
Mr. ALFRED EDWARDS asked the Secretary of State for 
Scotland how many cases of diphtheria in immunised, and 
non-immunised children, respectively, were recorded in the 
county of Aberdeen in the years 1938, 1939, and 1940; and 
whether any of these were fatal. —Mr. T. JOHNSTON : The 


required figures are :— 


1938 1939 1940 
Diphtheria in non-immunised children :— 
Cases ie oe ae es is m na ar 


Deaths .. ee os = ce 

Diphtheria in immunised children :— 
es... oe = as me “ck 42 16 7 
Deaths a Sa i er sz 0 0 0 
_ Mental Hospital Staff 

Mr. V. McENTEE asked the Minister of Health in what 
circumstances attendants at the Rampton Mental Institution 
were required to work approximately 113 hours a fortnight, 
including meal-times, as against the 88 hours per fortnight 
required of the staff at Broadmoor Criminal Lunatic Asylum.— 
Mr. Brown replied: I am making inquiries. 


_ Obituary 


“WILLIAM BULLOCH 
M.D., LL.D. ABERD., F.R.S. 

To many the death of Professor Bulloch, the historian 
of bacteriology, is the closing of an epoch, for he was a link 
with the great pioneers of that science and his remarkable 
memory and sense of the dramatic and ludicrous enabled 

him to discuss its historical figures as though he were 
one of them. History was his abiding passion, but not 
so much the history of trends 


He was acknowledged master 
of the bacteriological ‘* conte 
drolatique,’’ but as his scho- 
larly and critical “ History of 
Bacteriology ° showed, he 
could also tell a sober story 
well. 

William Bulloch was born in 
Aberdeen in 1868 and died in 
the London Hospital on Feb. 
11 after an operation. He was 
educated at the grammar 
school there and at the uni- 
versity, and after graduating 
in medicine with highest hon- 
ours in 1890 he visited several 
continental centres of learn- 
ing, studied under Robert 
Koch, and finally returned to London to work at King’s 
College. Later he was appointed assistant professor of 
worm of at University College and bacteriologist to the 

ister Institute. In 1897 he was offered a chair of 
bacteriology and went to complete a brilliant triumvirate 
at the London Hospital, where Leonard Hill was already 
lecturing on physiology and Arthur Keith on anatomy. 
For, the rest of his working life Bulloch remained faithful 
to the London, although his wide knowledge and his 
transparent honesty caused him to be invited elsewhere to 
fill important positions of trust. Thus he was chairman 
of the governing body of the Lister Institute, he was an 
original member of the Medical Research Council, and 
chairman of the committee which prepared its System of 
Bacteriology in 1930-31; he was a member of the 
Government’s foot-and- mouth disease committee; he 
examined for the universities of Aberdeen, Leeds and 
Liverpool. Yet at the many committees he attended he 
seldom took an active part in a discussion—it gave him 
pleasure to sit and study his colleagues. ‘Though without 
personal ambition he received many honours; he became 
a fellow of the Royal Society in 1913, he received an 
honorary degree from his alma mater in 1920; he was 
Dobell lecturer to the Royal College of Physicians in 
1910, Tyndall lecturer to the Royal Institution in 1922, 
and Heath Clerk lecturer in 1936. On these last lectures 
his history of bacteriology, published in 1938, was based. 

Yet with all this Bulloch remained to his students the 
most accessible of men and the picture we reproduce here 
will remind them of this middle period of his career. 
One of these students has recalled how on his door 
there hung perpetually a notice ‘‘ This is my busy 
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day,” but, he goes on to say, ‘‘this neither kept 
Bulloch in or others out, for he was the most communica- 
tive of men, ready to exchange ideas or tell a story. 
Afternoon tea in the laboratory was a feast of badinage, 
reminiscence, and kindly mimicry, and his dinner parties 
at home were gastronomic and intellectual banquets not 
to be forgotten. The art of medicine exasperated him—_ 
it was too hit-or-miss for his scientific taste—and he 
professed a supreme contempt for clinicians and clinical 
medicine; but when anyone near to him showed the 
least sign of ill health he would urgently summon the 
best available clinical opinion.” ‘Summing up, as a 
contemporary and countryman, Bulloch’s personal quali- 
ties, R. H. writes: ‘“ A shrewd judge of human nature 
and intensely interested in the foibles and vagaries of his 
fellow men (indeed, something of a gossip) and gifted 
with a dry Aberdonian humour and a caustic wit, Bulloch 
had an immense fund of amusing, if not always strictly 
accurate, stories which he poured out with an admirable 
power of mimicry. His shafts, however, were always 
directed against pretentiousness and humbug in any 
form; real merit he never failed to recognise and 
encourage. Ill health clouded his last years and 

his spirit, but those who knew him at his best will always 
remember him as a man of the highest scientific ideals and 
a warm-hearted, witty and entertaining friend.”’ 

Another personal tribute is from one who collaborated 
with Bulloch in his important work on hemophilia : 

‘* Those who were Bulloch’s pupils or assistants can 
put it on record that though he did not figure to a notable 
extent in any great advance in knowledge, though he was 
not in the ordinary sense a notable teacher, nor admini- 
strator, nor man of affairs, he nevertheless exerted a 
great influence on the development of bacteriology in this 
country. Indeed most of his pupils derived sufficient 
from him to rise to positions of which he was proud. 
Bulloch was not only honoured in his own country. He 
was the respected and intimate friend of many of great 
repute abroad. When I visited Ehrlich during the 
‘606 ’ boom, after handing in my card with Bulloch’s,I — 
was shown into a waiting-room full of dejected visitors. 
I had hardly sat down before the door was flung open 
and a little man burst in and cried, ‘ Who comes from 
Bulloch ?’ He spent an hour with me before attending 
to his other visitors. 

‘* It is difficult to analyse the route by which Bulloch’s 
influence spread. He had himself no passion for research 
and sometimes gave the impression that he did not 
appreciate it; but those who knew him well came to 
learn that his lack of enthusiasm was due to his native 
caution. He had a knowledge of the literature so 
profound that he required very strong evidence before he 
accepted a current piece of work as novel. If sometimes 
in his earlier days his criticisms were devastating, they 
at least reduced the number of one’s errors and promoted 
one’s successes. He was a good director in that he was a 
good and trusted umpire. Even when we had left him 
and were getting a bit senior ourselves, we were often 
surprised at his knowledge of what we were doing. That 
we remained in his mind was often brought home to us 
when he told stories of our early eccentricities and im- 
proved them in the passing years. In his earlier period 
when he was defending with heat a new subject which 
sometimes challenged vested interests, he was apt to 
take dislikes to people, especially those in authority 
whose duty it is sometimes to take ruthless decisions. 
But during the last twenty years of his life, with a happy 
marriage, he developed a serenity of outlook which gave 
great pleasure to his friends because they thought he 
deserved it.’’: P. F. 


Dr. WILLIAM TAYLOR DOYLE ALLEN, a well-known 
Liverpool general practitioner, died at Heswall, where 
he had gone to live after his retirement from practice 
consequent upon a serious illness. He qualified in 1895 
as M.B. R.U.I., and became resident medical officer 
of the Parish Infirmary at Liverpool. He later held the 
post of assistant surgeon to the now defunct St. George’s 
Hospital for Diseases of the Skin, and was physician to 
the Liverpool School for the Blind. For many years, 
until he retired, he practised in Mount Pleasant. He 
was a sound family doctor, genial and friendly and with 
a quiet humour which made him good company. He 
leaves a widow and one son, who is studying medicine. 
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HAROLD SCURFIELD 
M.D. EDIN., D.P.H. 


Dr. Harold Scurfield who died at Letchworth on 
Feb. 8 was for seventeen years medical officer of health 
for Sheffield, where his wide knowledge of public health 
was placed without reserve at the disposal of any cause 
which he championed. . 

Born at Sunderland in 1863 he went to school at 
Birkenhead and afterwards 
studied medicine at Edin- 
burgh, where he played rugby 
for the university. He gradu- 
ated in 1889 and after a brief 
spell as medical officer at the 
Post Office he returned to his 
native Sunderland as surgeon 
and agent to the Admiralty. 
Six years later in 1896 he was 
appointed medical officer of 
health for the borough and 
port. In 1904 he moved to 
Sheffield, where he succeeded 
(Sir) John Robertson on his 
call to Birmingham. The 
health officership to the muni- 
cipality was in each case 

Eliot & Fry combined with the chair 
of public health at the 
university. Scurfield was also examiner for the Univer- 
sity of Oxford. He had a deep and abiding interest 
in the problems of tuberculosis, infant welfare and 
school hygiene, and in the midst of this busy life he found 
time to translate Nocard’s ‘‘ Les tuberculoses animales.’’ 
In 1912 he reported to the International Congress of 
Tuberculosis when it met at Rome on the control of 
tuberculosis in the British Isles, and in 1919 he contri- 
buted the volume on infant and young child welfare to 
the Story of the English Public Health which was 
appearing under the editorship of Sir Malcolm Morris. 
. In appearance Scurfield was tall, austere, rather heavily 
bearded, and a little gruff. Within he was modest, 
inquiring and singularly responsive to the claims of 
family life and of social service. He was an untiring 
worker with the faculty of codifying in his mind what 
he read and observed so that at the appropriate moment 
they crystallised in a policy or an article without obvious 
effort. And he had that instinctive interest in little 
things that may sometime become important. In 
moving about on his lawful occasions and on constant 
visits to congresses at home and abroad he came to know 
what everyone was doing and was as familiar with Nathan 
Straus’s home pasteuriser, Octavia Lewin’s snuff and 
May Mellanby’s rickety puppies as he was with the albu- 
minoid ammonia in drinking water or the temperature of 
a refuse dump. . This it was that made him welcome as a 
visitor at any scientific gathering and as an unsigned 
contributor to our columns over many years of his nominal 
retirement to Folkestone, when he was still as busy as 
in his official life. 

Dr Scurfield was twice married. By his first marriage 
to Charlotte Bray in 1891 he had no children, by his 
second in 1901 to Mary Bazeley who took a prominent 
part in social work at Sheffield he had four sons and four 
daughters. 


ROBERT CRAIG DUN 
M.B. EDIN., F.R.C.S. 


Mr. Craig Dun died at Shrewsbury on Jan. 31 after 
an operation. In his early career he was assistant 
surgeon to the Stanley Hospital, Liverpool, but soon after 
his appointment to the Children’s Infirmary in 1900 he 
decided to devote himself entirely to the surgery of 
children. At the infirmary his colleagues included two 
outstanding children’s physicians, Peter Davidson and 
Percy Marsh. Dun served the infirmary (later to 
become the Royal Liverpool Children’s Hospital) for 
32 years, until he retired on reaching the age-limit. 

Dun had a broad thick-set, figure, with large hands 
which in the operating-theatre worked with exquisite 
neatness and gentleness. He was compact of quietness, 
serene courtesy and a strength which was never aggres- 
sive. To watch him do a cleft palate or an intussuscep- 
tion was a delight ; he was so obviously an artist, delicate 
in his technique, considerate to the frail tissues on which 
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he worked. He was equipped for all types of surgery, 
and did beautiful work in cranial surgery among his child 
patients. His colleagues recognised his solid qualities 
by calling him to the chairmanship of the Liverpool 
Hospital Staffs Association, a position which he held for 
several not too easy years in its early days. 

He was the son of Mr. Finlay Dun of Edinburgh, 
and was educated at Loretto. He qualified M.B. at 
Edinburgh University in 1893, and took his B.Sc.- three 
years later. He did postgraduate study at Berlin and 
Berne, served in the South African War, and became 
a lieut.-colonel in the R.A.M.C. during the last war. 
He was a past president of the Liverpool Medical Institu- 
tion. After his retirement, he went to live at Fitz 
Manor, near Shrewsbury, where he enjoyed his garden 
and the life of the countryside. 


JAMES ALLAN 
M.D. ABERD., D.P.H. . 


Dr. James Allan, who died at his home in Leeds on 
Jan. 28, aged 88, was until 1925 medical superintendent 
of St. James’s Hospital. He took the M.B. at the 
University of Aberdeen in 1877 and the M.D. three years 
later. On graduation he served as house-surgeon and 
house-physician in the Liverpool Northern Hospital 
and then, for another two years, as assistant medical 
superintendent of the Wandsworth and Clapham Union 
Infirmary. He went to Leeds in 1881 as medical 
superintendent of the old union infirmary, later St. 
James’s Hospital, a post which he was to hold for 44 
years. To this work he devoted himself heart and soul : 
no Man was more conscientious or diligent in the dis- 
charge of his duties. He developed and improved the 
nursing service at the infirmary, and instituted successful 
courses of lectures which paved the way for the establish- 
ment of a nurses’ training-school. A first-rate adminis- 
trator, he was also keenly interested in clinical work and 
in pathology. His favourite time for post-mortems was 
10 P.M. and. he expected his resident assistants to be 
there. He was a member of the Leeds and West Riding 
Medico-Chirurgical Society and its president in 1907—08, 
and an original member of the Leeds Pathological Club. 

Tall, dignified and with a fine open countenance, Dr. 
Allan was an outstanding figure in any company. He 
was a man of few words but strong convictions, and not 
readily deflected from a course once decided upon. Shy 
and reserved, he was not easy to get to know, but he 
had many good friends and warm admirers, and with 
them he could be both witty and amusing—even sarcastic 
if the occasion demanded. He was buried with his 
forbears in his native village of Birnie, Elgin. 


SIR PENDRILL VARRIER- JONES 

Prof. V. H. and Mrs. Mottram write: The notices of 
Varrier-Jones’s death have not, we think, sufficiently 
brought out two qualities of his which endeared him to 
his friends and patients. The first was a power of 
sustained, witty, almost frivolous but always clever 
conversation. We have sat at his dining table at 
Papworth Hall—a table made somewhat intimidating 
by the brass plates let into it commemorating the august 
Presences who had sat at it—and listened delightedly 
while he made fun, and exhilarating fun, of himself, the 
world, the flesh and even the devil. In all this he was 
always kindly, without malice, but as clearsighted as a 
hawk. We never gathered what his Weltanschauuing 
was, nor his politics, and we believe that there was only 
one thing about which he had no hint of doubt and that 
was the idea at the back of the Papworth settlement. 
We think that all must grant him the truth of that magni- 
ficent conception. The other quality we noticed as he 
took us round the settlement was his detailed, friendly 
and fatherly interest in all his patients. He had the 
history of each at his finger tips and an insight into their 
psychology which certainly enabled him to turn that. 
psychology into account in bringing about a cure of their 
tuberculosis. If we were pressed to answer where his 
greatest genius lay we think we should say just this: 
that he realised that tuberculosis should be attacked on 
every side and that not the least side was through the 
patient’s psychology, and that he shared with royalty 
the gift of remembering through the years the personal 
eres of the lives with whom his work brought him into 
contact. 
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GEOFFREY RAYMOND EDWARD MAXTED 
M.B. BRIST.’; SURGEON LIEUTENANT, R.N.V.R. 


Surgeon Lieutenant Geoffrey Maxted, who has been 
reported killed as the result of enemy action, was the 
younger son of Mr. E. B. Maxted, D.Sc., a lecturer 
in the department of chemistry in the university 
of Bristol. Geoffrey Maxted was 
educated at King’s School, Canter- 
bury, and at the University of Bristol, 
where he graduated in medicine in 
1938. Prof. C. Bruce Perry writes: 
‘* Geoffrey Maxted obviously enjoyed 
all his work and exhibited a healthy 
scepticism to traditional views. As 
a student, stimulated by claims that 
some infections are more common 
among persons of certain blood- 
groups, he investigated the distribu- 
tion of the main blood-groups in 
rheumatic heart disease. Although the results were nega- 
tive it was a useful study carried out with care, and for 
this work he was awarded the Martyn memorial scholar- 
ship. The paper embodying the results was published in 
the Archives of Diseases in Childhood (1940, 15, 181).”’ 

After graduation he held house-appointments at the 
Bristol General Hospital, at Southmead Hospital and at 
the Leicester Royal Infirmary. 

At the outbreak of war, he volunteered for the 
R.N.V.R. and received his commission in December, 
1939. He was killed just after his 26th birthday. He 
loved the sea, swam and dived well, and had sailed his 
own small boat under many conditions which proved his 
courage, including a voyage in bad weather from the 
South Coast, round Land’s End, to the Bristol Channel. 
He had a happy disposition and an attractive personality, 
and his death will be felt as a personal loss by all who 
came into contact with him. ° 


ROBERT DUDLEY ROPER 
M.B. CAMB. 3 SURGEON LIEUTENANT, R.N.V.R. 


Dr. R. D. Roper, who died on Feb. 2, aged 34, was the 
son of the late Dr. H. J. Roper of Leeds. He was 
educated at St. Edwards School, Oxford, and St. John’s 
College, Cambridge, and qualified M.R.C.S. from Bart’s 
in 1933. He took his B.Chir. the same year and obtained 
his M.B. in 1935. After qualification Roper became a 
casualty house-surgeon at Bart’s, but he went to Charing 
Cross as house-surgeon to the ear, nose and throat de- 
partment, and here he took up anesthetics as a specialty, 
later becoming honorary anzsthetist to the hospital. 
He was also anesthetist to the Hospital of SS. John and 
Elizabeth and to the Connaught Hospital at Waltham- 
stow, and he had built up a growing private practice in 
anesthetics. When war broke out he joined the E.M.S. 
but he found the work uncongenial and as soon as he 
could obtain his release he volunteered for service with 
the R.N.V.R., for he had always loved the sea. A friend 
tells how as a student he spent many of his happiest hours 
at Burnham-on-Crouch, sailing a yacht in which he had a 
share. Travel and the theatre were his other hobbies, 
and he had a large collection of books among which he 
delighted to spend quiet afternoons. as 


Dr. ELIZABETH HURDON 


Miss M. M. Chadburn, chairman of the cancer com- 
mittee and surgeon to the Marie Curie Hospital, writes: 
Elizabeth Hurdon made no claims and her distinction was 
the acknowledged excellence of her work. She combined 
the scientific and the clinical to an unusual degree, she had 
worked and collaborated with the distinguished staff of the 
Johns Hopkins Hospital and come in contact with many 
of the greatest medical minds of her day in America. 
She had done important work both in hospital and in 
private practice in Baltimore, she had travelled widely 
and knew the clinics in France, Germany, Sweden, 
Belgium and America. And when the Marie Curie 
Hospital was started the committee felt that they were 
fortunate in obtaining her services as radium officer and 
director of: the work; she understood and was able 
successfully to contend with the difficulties attached to 
the rather unwilling acceptance of women’s work in 


some quarters of the profession and she won the admira- 


tion and respect of her colleagues both male and female 


MEDICINE AND LAW 


(FEB. 22,1941 265 


wherever her work wasknown. The Marie Curie Hospital 
owes much to her judgment, scientific mind and inde- 
pendence of thought. 

Dr. Hurdon was not only a scientific worker. She 
was an arresting personality, a stimulating and interest- 
ing companion, a good talker, interested in what was 
going on everywhere in the world, and also in the small 
things of everyday experience, and in the fortunes and 
misfortunes of her friends. When she died, she had just 
finished a treatise on the radiological treatment of 
cancer which I hope may be published shortly. In one 
of her last letters to me, knowing all about her own 
illness and imminent death, she said she hoped to finish 
it ‘‘in time.” And I believe she did. 


MEDICINE AND THE LAW 


Damages for Mental Shock 


ONE more case has been added to the series of awards 
of damages for nervous shock without visible injury. 
At the Norfolk assizes Mrs. Englestown -was given £450 
general damages and £250 special damages in her action 
against a defendant who had negligently caused an 
accident which she witnessed. The Rev. Mr. Shead 
drove his car out of a side road and collided with a lorry 
driven by Mr. Hardy, a haulage contractor. Mrs. 
Englestown, walking on the footpath, was not touched 
by either vehicle ; but she complained that her involun- 
tary witnessing of the occurrence had induced a state of 
collapse. There was medical evidence that she was 
suffering from hysteria; she was afraid of cars; one 
doctor said that, when he attended her recently, she 
shrieked at the mention of a motor-car ; her condition, he 
said, was now worse than it was two years ago. It was 
stated that she refused to go into an institution, and yet 
there was little prospect of her recovery unless there was 
institutional treatment. She had sued both Mr. Shead 
and Mr. Hardy. The judge found that the former was 
to blame for the accident; he ordered him to pay the 
whole of the damages and also Mr. Hardy’s costs. 

The modern decisions include Hambrook v. Stokes 
(1925), where a mother was held entitled to damages if 
she could prove that she suffered shock from a reasonable 
fear of immediate personal] injury to herself or her child. 
If she knew that a runaway vehicle was descending a 
hill on which her child was standing, and if she could 
prove that she suffered mental shock as the reasonable 
consequence of the negligence of the defendant who left 
the vehicle in a dangerous position unattended, then she 
would recover damages. Lord Atkin, then Lord Justice 
Atkin, was prepared with characteristic courage to extend 
the liability. The negligent person who had failed to look 
after the vehicle would be liable not merely if shock resulted 
by reason of a mother’s natural anxiety for her child, but 
even where a bystander felt apprehension for the safety 
of some third party. How much further, one wonders, 
can the possibilities of emotional disturbance be exploited? 
A writer in the Canadian Bar Review in 1939 cited two 
instances. In Bielitski v. Obadiak (1922) the Saskatche- 
wan court of appeal allowed a wife to recover damages for 
shock caused by her having seen the defendant striking 
her husband. This was not far removed from the facts 
in Hambrook v. Stokes, but in the second instance the 
Nebraska supreme court went further. In Rosmussen v. 
Benson (1938) a dairyman had bought some sacks of 
bran for his cows from a seller who had forgotten that he 
treated the bran in one sack with arsenic in order to 
poison insects. The dairyman saw five of his cows die 
next day and worked himself into such a state of anxiety 
about his cows and the possible poisoning of his customers 
that he fell ill and subsequently died. The Nebraska 
court held that the dairyman’s executors could recover 
damages from the negligent seller of bran for the shock 
and its consequences. 

In 1939 came an English extension of principle in the 
case of Owens v. Liverpool Corporation, where a Liver- 
pool tram negligently collided with a hearse containing a 
coffin. The mother and uncle of the deceased were 
being driven, with two other relatives, at the head of a 
funeral procession behind the hearse. They were not 
themselves in any danger; they were not anxious for the 
safety of any living person; but their emotions were 
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upset by the jolting of the coffin at a moment of natural 

strain. The judges refused to limit the negligent 
defendant’s liability to cases of fear of injury to a human 
being. The Court of Appeal held that the right to 
damages for mental shock extended to any kind of 
nervous shock due to a defendant’s negligent act. On 
the other hand, in an Australian case in 1939 (Chester v. 
Waverley Municipality) a strong court dismissed the 
claim of a mother in circumstances not unlike those in 
Hambrook v. Stokes. The municipality had dug a 
trench in the roadway ; rain-water filled it; the town’s 
officials and servants knew that children used to play by 
the trench but they failed to fence it. The mother 
missed her little boy and went into the street to search 
for him. She saw his body taken from the trench and 
received a severe shock which developed into illness. 
The Australian court refused to let the mother have 
damages because, in the opinion of the majority of the 
judges, her subsequent shock was not reasonably within 
the contemplation of the municipality as a consequence 
of its default in leaving the street in a dangerous state. 
Chief Justice Latham insisted that, if it was a question 
of the extent of a supposed duty to take care, the courts 
must take into account the probable consequences of the 
relevant act or omission. If one applies this test to the 
Liverpool tram case or to Mrs. Englest6éwn’s uncomfort- 
able experience at Norwich, judges and juries will have to 
say whether a careless driver ought reasonably to have in 
mind not only the peril he constitutes to motorists and 
- pedestrians but also the risk that potentially hysterical 


spectators are in the vicinity. There are villages where 


the inhabitants have been said to congregate at dangerous 
cross-roads on Sunday afternoons in the hope of a little 
excitement. Their experiences may have a cash value. 


SCOTLAND 


| _ CARNEGIE TRUST 

At the recent annual meeting of the trust the chairman 
remarked that it would be idle to speak of future policy 
- at a time when future conditions could only be guessed. 
For 1940-41 the Scottish universities, and those extra- 
mural institutions in receipt of grants during 1935—40, 
‘would normally receive an advance equal to one-fifth of 
their quinquennial grant, amounting in all to £50,760. 
But it was proposed to reduce this grant in the coming 
year in order to accumulate reserves to meet the heavy 
calls on the trust’s help when peace is restored. Many 
research fellows and scholars who had intimated a 
suspension of their work would be enabled to resume it 
at a later date, and in the case of teachers the trustees 
had arranged to pay half the difference between their 


stipend and their service pay when called up, the other - 


half being paid by the universities. The number of 
students in receipt of payment of class fees and the 
amount expended on them had shown an actual increase 
on 1939-1940, the present expenditure being £54,100. 
As many new applicants were. accepted for the winter 
session 1940-41 as in each of the previous two years 
despite the fact that the total number of students had 
declined. This was because the trustees had taken into 
consideration the rising cost of living and had adopted 
a more liberal view of students’ needs. 


POOR LAW STIGMA 

Dr. A. S. M. Macgregor has submitted to his public 
health committee a scheme for the complete dissociation 
of Glasgow municipal hospitals from the Poor Law. The 
scheme would extend the principle which has already 
been adopted for infectious diseases by making the care 
of sick persons generally the responsibility of the public 
health department ; at present they must apply for poor 
law relief before admission. During 1940 27,500 patients 
were treated for a variety of illnesses in the general 
hospitals, all of them by way of the relieving officer; in 
the same year 18,408 patients were admitted directly 
and without formality to the fever hospitals. Dr. 
Macgregor feels that this differentiation stultifies the 
usefulness of hospitals whose equipment and specialist 
services have developed much since they were transferred 
to the local authority in 1929. Moreover it keeps the 
public hospitals on a status inferior to that of voluntary 
-hospitals.’ 
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Trichiniasis Further South 


DURING the past month there have been seven known 
cases of trichiniasis in the urban district of Harpenden, 
Herts. They have been mild, with little or no gastro- 
intestinal upset, constipation being more common than 
diarrhea. The symptoms seem to resemble closely those 
reported from Wolverhampton, with puffiness of the face 
and muscular pains and weakness. The source of infec- 
tion, which is being inquired into by Prof. R. T. Leiper, 
has not yet been traced. | 


Infectious Disease in England and Wales 
WEEK ENDED FEB. 8 


. Notifications.—The following cases of infectious disease 
were notified during the week: smallpox, 0; scarlet 
fever, 1217; whooping-cough, 3023; diphtheria, 1103 ; 
enteric fever, 7; measles (excluding rubella), 15,486 ; 
pneumonia (primary or influenzal), 1741 ; puerperal 
pyrexia, 138 ; OE fever, 345; poliomyelitis, 10; 
polio-encephalitis, 1 ; encephalitis lethargica, ye dysen- 
tery, 168; ophthalmia neonatorum, 82. No case of 
er el plague or typhus fever was notified durmg the 
week. 

Deaths.—In 126 great towns there was no death from 
smallpox, 1 (0) from enteric fever, 3 (0) from scarlet 
fever, 38 (0) from whooping-cough, 32 (2) from measles, 
35 (2) from diphtheria, 39 (4) from diarrhcea and enteritis 
under 2 years, and 261 (56) from influenza. The figures 
in parentheses are those for London itself. 

Yarmouth reported the fatal case on enteric fever, Birmingham 
had 8 deaths from whooping-cough, and Liverpool 6. Fatal cases 

of influenza were scattered over 73 great towns, Liverpool reporting 
ao Blackpool 14, Croydon 8, and no other great town more 
The number of stillbirths notified during the week was 
198 (corresponding to a rate of 39 per thousand total 
births), nelugmg 5 in London. 


Incidence of infuenză 


The deaths from influenza in the 126 great towns have 
risen from 53 (8) in the week ended Jan. 4 to 69 (9) on 
Jan. 11, 99 (17) on Jan. 18, 120 (22) on Jan. 25, 176 (45) 
on Feb. 1, and 261 (56) on Feb. 8. 

The return of deaths for the great towns, 261, breaks 
the sequence of repetitions of the 1929 experience ; then, 
following 179 we had 321. The ratio of 261 to 176 is 
almost the same as the ratio of 176 to 120 so it is very 
unlikely that a maximum has yet been reached, but it 
becomes increasingly improbable that the maximum 


-will be of the order of magnitude of that of 1929 and not 


unduly optimistic to think that it will not exceed that of 
1940. The age distribution of deaths is quite normal 
The detailed figures for London suggest that the maxi- 

mum of mortality is near, that it may well be in the now 
current week, and that the maximum of admissions of 
cases of influenza,- pneumonia and bronchitis to hospital 
is already passed. Over half the total deaths still come 
from the south-eastern area (including London), and it 
remains to be seen whether mortality in the north will 
increase at a faster rate. 


The Inconstancy of Milk 


Those who purvey milk are to some extent at the 
mercy of their cattle, and before now dairymen have been 
prosecuted for adulterating milk with water when the 
cow was the real culprit. The vitamins in milk can vary 
like other constituents. Karl Guggenheim has shown 
(J. Hyg. Camb. 1940, 40, 690) that, in Palestine, season 
has a great influence over the total vitamin A content 
of milk, but no certain effect on vitamin C. The formed 
vitamin A remains roughly constant, but the carotene 
varies with the amount of green fodder eaten. In Pales- 
tine the carotene and vitamin A of milk correspond to 
those of American and European milk. Where plenty of 
green fodder is available, as in the valley of Jezreel, 
there is more vitamin A in the milk. Fluctuations in 
vitamin C, oddly enough, bent little or no relation to the 
nature of the fodder. 
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University of Cambridge 


At recent examinations the following were successful :— 
D.M.R.E. 

Part I.—Manfred Altmann, R. D. Caton, Arthur Elkeles, J. E. 
Glasgow, Grace M. Griffith, Max Halberstaedter and P. C. Phelps 

The faculty board of medicine have coöpted Sir Walter 
Langdon-Brown for 1941. They have appointed Dr. W. L. H. 
. Duckworth, Prof. H. R. Dean, F.R.S., and Dr. G. S. Graham- 
Smith, F.R.S., members of the appointments committee for 
1941—42; and Dr. Graham-Smith, Dr. R. A. McCance, Dr. 
E. B. Verney, F.R.S., and Mr. W. H. Bowen members of the 
M.D. committee for 1941. 


Tho following have been 
final M.B. for 1941 :— 


Surgery.—Mr. R. Davies-Colley, Mr. R. M. Handfield-Jones, Sir 
Alfred Webb-Johnson, Mr. Eric Crook and Mr. Julian Taylor. 
The following may be called upon to act: Mr. W. H. C. Romanis, 
Mr. W. D. aeons Mr. Lancelot Bromley, Mr. G. T. Mullally, Mr. 
V. O. Pennell, Mr. R. M. Vick, Mr. R. H. O. B. Robinson, Mr. M. F. 
enol Prof. John Morley, Mr. W. H. Hey and Prof. Lambert 

gers. 

Midwifery.—Mr. Aleck W. Bourne, Mr. Aubrey Goodwin, Prof. 
F. J. Browne, Dr. J. R. C. Canney. The following may be called 
upon to act: Mr. L. H. W. Willi Mr. A. J. McNair, Dr. J. D. 


appointed examiners for the 


. iams, 
Barris, Mr. Victor Lack, Mr. F. W. Roques, Mr. R. A. Brews, Prof 
Daniel Dougal, Dr. A. A. Gemmell, Mr. William Gilliatt and Mr. 
Harold Chapple. 


Medicine.—Prof. John Ryle, Prof. J. W. McNee, Dr. A. E. Naish, 
Sir Charles Wilson, Dr. C. E. Lakin and Dr. H. Gardiner-Hill. 
The following may be called upon to act: Dr. F. H. Young, Dr. 
A.C. D. Firth, Dr. J. M. H. Campbell, Dr. T. L. Hardy, Sir Adolphe 
ab ns, Dr. Donald Hunter, Dr. A. G. Evans and Prof. Crighton 

ramwell. 


Pharmacology.—Dr. Verney and Dr.-McCance. The following 
may be called upon to act: Dr. Philip Hamill, Dr. E. C. Warner, 
Dr. J. C. Hoyle, Prof. F. R. Winton, Prof. T. H. Oliver and Dr. 
Geoffrey Bourne. 


Pathology.—Prof. Dean and Prof. M. J. Stewart. The following 
may be called upon to act: Dr. E. T. C. Spooner, Dr. E. f. Creed, 
Mr. R. Williamson and Prof. G. Payling Wright. 


Royal College of Surgeons of England 


A meeting of the council was held on Feb. 13 with Sir Hugh 
Lett, the president, in the chair. The Hallett prize was 
presented to Mr. J. D. T. Jones of Durham University. Mr. 
E. K. Martin of University College Hospital was re-elected 
a member of the court of examiners, and Mr. Ernest Hey 
Groves representative of the college on the General Medical 
Council. Dr. A. P. Cawadias was appointed Thomas Vicary 
lecturer for 1941. 

It was decided to recognise the post of second surgical 
officer at the Royal Gwent Hospital, Newport, for the six 
months surgical practice required of candidates for the final 
fellowship examination. 

Diplomas of membership, and diplomas in public health 
and in medical radiology were granted to the candidates 
named in the report of the comitia of the Royal College of 
Physicians in our issue of Feb. 8 (p. 200). 

On Monday, Feb. 24, Mr. R. Davies-Colley will give the 
first of the spring course of Arnott Erasmus Wilson demon- 
stations. He will speak on inflammation of bone. Other 
- lecturers will be: Feb. 28, Dr. A. J. E. Cave, the anatomy of 
the cervical plexus ; March 3 and 10, Surgeon Rear-Admiral 
C. P. G. Wakeley, tumours of the alimentary tract ; March 7, 
Dr. Cave, the anatomy of the brachial plexus; March 11, 
Mr. R. Davies-Colley, tumours of the breast, and March 14, 
Dr. Cave, the innervation of the body wall. The demonstra- 
tions, which are open to medical practitioners and advanced 
students, will be held at the College, Lincoln’s Inn Fields, 
London, W.C.2, each day at 3 P.M. 


University of Sheffield 


Mr. F. W. Holdsworth has been appointed honorary 
lecturer in orthopedic surgery. : 

Prof. S. L. Baker (University of Manchester) has been 
appointed external examiner in pathology and bacteriology. 

Prof. G. A. Clark has been elected representative of the 
university on the committee to be set up to draft a constitu- 
tion of the proposed regional committee in connexion with 
the regionalisation Scheme of the British Hospitals Associa- 
tion and the Nuffield Provincial Hospitals Trust. 


Dr. R. E. Lane has been appointed lecturer in medicine 
in the University of Manchester. 
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Pharmaceutical Students and the Army 


The Pharmaceutical Society is making representations to 
the Ministry of Health concerning the future supply of phar- 
maceutical students who are at present reserved from military 
service when they have completed two years of training. 
The wording of the reservation prevents newcomers into the 
pharmaceutical calling from securing reservation before they. 
are qualified, and after students of the present generation 
have passed their examinations there may be only women 
entering pharmacy. It is hoped to secure a modification of 
the schedule so as to enable a reasonable annual intake of- 
students to be maintained. 


Lieutenant N. B. Walker, M.B. Durh., R.A.M.C., and 
Lieutenant A. L. Karstaedt, M.B. Cape Town, R.A.M.C.,. 
who were previously reported missing are now posted as. 
prisoners of war, 


The M.B.E. has been awarded to Lieutenant Robert 
Horton, M.B. Lond., R.A.M.C., and the George Medal to 
Lieutenant John Monks, M.B. Manc., R.A.M.C., and Dr. 
William Walton, medical officer of health for West Bromwich. 


The following meetings of the Davyhulme Military Hospital. 
Medical Society have been fixed :— 

Feb. 27, Major F. I. Evans, who will speak on burns; 
March 13, Prof. Crighton Bramwell, effort syndrome ;: 
March 27, Prof. Harry Platt, deformities of the hands and. 
feet; and April 4, Major H. B. Jones, venereal disease in the 
Army and its treatment. The meetings will begin at 3 P.M. 
and medical men or women- in any of the services (including. 
civilian) will be welcomed. 


On Feb. 20 Lord Horder, president of the Chartered Society 
of Massage and Medical Gymnastics, presented to the war 
organisation of The British Red Cross Society and the Order 
of St. John of Jerusalem a mobile physiotherapy unit for the 
treatment of men in the forces. | 

The unit, which is to be the first of several, will be 
staffed by qualified members of the society, and it contains 
apparatus for giving electrical and light treatments, such as 
galvanism, faradism, infra red rays, radiant heat, ultra 
violet light, and paraffin-wax baths. The apparatus and its | 
accessories are mounted on four trolleys which can be wheeled 
out of the van and into each hospital. 


Births, Marriages and Deaths 


BIRTHS 


CATHIE.—On Feb. 13, the wife of Major Ian Cathie, R.A.M.C.,. of 
Leigh, near Reigate—a son. ` ; 

DAVIDSON.—On Feb. 5, at Newcastle-upon-Tyne, the wife of 
Dr. Whately Davidson—a daughter. ` 

LEADER.—On Feb. 7, the wife of Dr. Reginald Leader, of Erith, 
Kent—a daughter. . 

Mrits.—On Feb. 11, at Ramsbury, Wilts, the wife of Dr. W. T. 
Mills—a son. 

SoUTHWARD.—On Feb. 8, in Glasgow, the wife of Lieut. Ralph 
Southward, R.A.M.C.—a son. 

STEVENS oA Feb. 12, in Cairo, the wife of Major C. P. Stevens,. 


M.C.—a son. 
MARRIAGES 


DEATHS 


BoGLE—On Feb. 13, at Cheltenham, James Linton Bogle, M.D. 
Edin., late of Villa Vaniglia, Brodighera, aged 89. 

Burom ae To 11, Wiliam Bulloch, M.D., LL.D. Aberd., 

R.S., age $ l 

BURNSIDE.—On Feb. 17, at Paisley, Eustace Augustus Burnside, 
M.R.C.S., Colonel A.M.S. (ret.), Knight of the Order of St. 
John of Jerusalem, aged 80. 

GRAY.—On Feb. 18, at Hindhead, Sarah Gray, F.R.C.S.I., aged 81. 

KINSEY-TAYLOR.—On Feb. 12, Alfred Ernest Kinsey-Taylor, 
M.B. Lond., F.R.O.S., of Farnham Royal, Bucks. : 

STARKIE.—On Feb. 11, at Watford, Richard Francis Starkie, 
M.D. R.U.1., aged 88. 7 

TICEHURST.—On Feb. 17, at Hastings, Claud Buchanan Ticehurst, 
B.Chir. Camb., F.R.G.S., of Appledore. Kent. 
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OWL’S-EYE VIEW OF DIET 


_ In his Honyman Gillespie lecture delivered on Feb. 13 
Dr. C. P. Stewart spoke on nutritional factors in dark 
adaptation. The term has been used to cover not only 
the adaptation of the photo-receptivity of the retina, 
but also the changes occurring in the nerves to the 
visual centre. A purely chemical process is involved in 
photo-receptivity. 

Bright light breaks down the visual purple found in 
the rods while it is synthesised in the dark. The brighter 
the light the greater the rate of destruction. Visual 
purple is manufactured in the retina from several pre- 
cursors, one of which is vitamin A. Bleaching of the 
pigment results in the reformation of the vitamin. All 
methods of investigation depend on exposing the eyes 
to a bright light and then noting how long it takes them 
to appreciate varying low intensities of light. Such 
investigations show that dark adaptation not only by 
the rods but also by the cones must be taken into con- 
sideration. Cone adaptation is carried out by a pigment 
similar to visual purple which may also be synthesised 


from vitamin A. Changes in the neural elements and : 


the nerves must also be considered, and possibly visual 
acuity as well. It has long been known that cod-liver 
oil and liver are useful in the treatment of night-blind- 
ness. Surveys of the population by Jeans showed that 
20% had subnormal dark adaptation correlated to a 
deficiency of vitamin A in the diet. Within 3 to 4 days 
of being put on a vitamin A-free diet subjects showed 
impaired dark adaptation, and after 4 to 5 weeks classical 
night-blindness might be present. The rate of return 
to normal under the influence of vitamin A is much 
slower than the depreciation due to the lack of it. Later 
research has refuted claims that there is a high degree 
of correlation between the dark adaptation and the 
vitamin-A content of the body. All that can be stated 
is that when dark adaptation is normal then the vitamin- 

A content is normal, but when dark adaptation is 
abnormal other factors such as abnormalities af the 
retina and defects in the neural elements and nerve- 
fibres must be taken into consideration as well as a pos- 
sible defect in the vitamin supply. Vitamin C also 
plays a part in the chemical reactions, for it has been 
shown that the addition of ascorbic acid to the diet 
improves dark adaptation. This action is different from 
the action of vitamin A, for it can be shown that further 
improvement takes place although a full supplement 
of vitamin A has already been given. The metabolism 
of the retina simulates very closely that of brain tissue 
in general. Some fractions of the B complex are neces- 
sary for proper metabolic function—namely, aneurine, 
riboflavin, and nicotinic acid. The evidence is still in- 
complete, but recent work has shown that some people 
with subnormal dark adaptation who have failed to 
respond to either vitamin A or C have responded to the 
addition of riboflavin to the diet. Other factors affecting 
dark adaptation are age and changes in oxygen tension. 

The older the subject the higher the light threshold and 
the longer the time taken for the eye to become dark 
adapted. Reduction of oxygen tension corresponding 
to a height of 8,000 feet produces definite lowering of 
dark adaptation, while at an oxygen tension represent- 
ing 18,000 feet there is severe night-blindness. The 
effect of reduced oxygen tension appears to be on a 
different mechanism than that influenced by vitamin A. 
With vitamin-A deficiency the rods are affected but the 
cones are not and the time factor is delayed. In reduced 
oxygen tension the time factor is unchanged, but the 
dark adaptation of the rods and the cones are affected 


equally. 
ASTLEY COOPER 


` Thomas Wakley would turn in his grave if the 
centenary of his death on Feb. 12, 1841, were allowed to 
pass without some mention of his association with THE 
LANCET in its early days. Our first number, for Oct. 5, 
1823, opened with the report of a lecture by Astley 
Cooper announced as follows : 

‘“, . - and as the Lectures of Sir Astley Gooner on the 
theory and practice of Surgery, are probably the best of the 
kind delivered in Europe, we have commenced our under- 
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taking with the introductory ‘address of that distinguished 
professor given.in the theatre of St. Thomas’s Hospital on 
Wednesday evening last.” 

Unlike Abernethy who followed him as Tae LANCET’S 
chief attraction, Astley Cooper did not resent the 
publication of his lectures, though he felt himself 
‘* disgraced and degraded by his name forever appearing 
in the diurnal press,’’ which then as now sometimes found 
good news value in medical reports. This led to a call 
on Wakley and the threat of an injunction. In his 
‘* Life and Times of Thomas Wakley ” Sprigge recounts 
how Astley Cooper obtained admission in the character 
of a patient, and caught Wakley, who at the time 
believed the secret of his editorship to be inviolate, in the 
act of correcting a proof of one of the lectures in question. 
“ Never did a smal) check serve a man to better purpose 
than did Sir Astley Cooper’s little ‘ score ’—there is no 
other word—serve Wakley. The great baronet was so 
pleased at the success of the rather transparent ruse that 
had gained him entrance and at the sight of Wakley’s 
obvious discomfiture when he found his anonymity gone 
that any wrath he might have been cherishing was dis- 
solved in hearty laughter.” Wakley gave an assurance 
that Astley Cooper’s name would be omitted from future 
reports and peace was made. Astley Cooper neverthe- 
less strongly opposed the publication of operations as 
being likely to prove destructive to the reputation’ of the 
rising generation of surgeons, but he stuck loyally to his 
pact and took no part in the later wrangling between 
lecturers and THE LANCET as to whether the publication 
of a lecture infringed the author’s copyright. 


On Monday, Feb. 24, at 2 P.M., Dr. E. Wilfred Fish will 
address the odontology section of the Royal Society of 
Medicine on benign neoplasia of tooth and bone. On Feb. 25, 
at 2.30 P.M. at a combined meeting of the sections of medicine 
and ophthalmology Dr. W. D. Wykeham Brooks and Colonel 
F. A. Juler will open a discussion on iridocyclitis. On the 
same day at the same time Dr. C. P. Symonds is giving his 
presidential address to the section of psychiatry. On Feb. 
27, at 3.30 p.m. the section of urology will hold a clinico- 
pathological meeting at which specimens will be shown. 

On Jan. 24 the state department of health for New York 
began the free distribution of sulphapyridine in an effort 


further to control pneumonia in the state and to help patients | 


who are too poor to try it. The drug is being distributed for 
the use of registered doctors and hospitals, and a list of supply 
stations designated for this purpose has been drawn up. The 
drug will only be obtained on the request of a physician for 
the treatment of a specific case. 


Appointm ents 


BREWER, H. L., M.B. Melb., F.R.C.S.: R.S.O. at St. John’s Hos- 
pital, Lewisham. 

CUNNINGHAM SMITH, H.S., M.R.C.S. : examining surgeon under the 
Factories Act 1937 for Brixham, Devon. 

FLYNN, Mary, M.B. N.U.I., D.P.H.: asst. school M.O. for Kent. 

FRASER, J. A., M.B. Edin., D.P.H.: M.O.H. and school M.O. for 
the North Riding of Yorkshire. ; 

LEDGER, MARGARET E., M.B. Lond. : asst: school M.O. for Kent. 

MANGAN, W. F., L.R.O. P.I.: examining surgeon under the Factories 
Act 1937 for Liverpool (Garston). 

Mum, CLEMENT, M.B. Edin., M.R.C.P.E., D.P.H.: temp. asst. 
M. O. for Surrey. 

WATTERSON, DororHy, M.B. Edin., D.P.H.: 
for Surrey. 


Aberdeen Royal Infirmary —The following appointments are 
announced : 
GAYTON, W. R., M.B. Melb F. R.C. S.: general surgical officer ; 
INNES, GC. B., M.B. N. Z., F.R.0.S.: general surgical officer ; and 
CAMPBELL, M. S M.B. Lond. : orthopædic surgical offcer. 


temp. asst. M.O. 
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ORIGINAL 


ANAEROBIC INFECTIONS AND 
GAS GANGRENE? . 


By G. T. MvurrarLy, M.C., M.S. Lond., F.R.C.S. 


SURGEON TO WESTMINSTER HOSPITAL 


Ir is not yet sufficiently realised that just as septicæmia 
is a sequel or complication of pyogenic infection so gas 
gangrene is an infrequent complication of anaerobic 
infection. Two related conditions must therefore be 
defined at the outset : infection by gas-forming anaerobes ; 
and true gas gangrene. 


INFECTION BY GAS-FORMING ANAEROBES 


There is a group of spore-bearing anaerobic organisms, 
of which Clostridium welchii and Cl. septique are the most 
often met, which are commonly found in all types of 
lacerated wounds. The organisms or their spores are 
constantly present in cultivated soil and in clothing made 
from wool or skins. The infection is likely to be more 
heavy in lacerations received in the highly cultivated 
lands of Western Europe, and in those parts of the world 
where wool and skins are necessary for protection from 
cold, than in the deserts of North Africa, or in warm 
climates or seasons when cotton clothing is sufficient. 
The infection will also tend to be heavier when the wound 
is produced by direct external violence than when it is 
produced by internal violence, as in a compound fracture 
resulting from indirect force. It will also be heavier 
when the wound is produced by irregular missiles, such 
as bomb or shell fragments or broken bullets, than when 
the wounding agent is smooth like a bullet or a bayonet. 
The irregular missile will certainly carry in some clothing 
containing the organisms. 

It is safe to assume that all recent wounds seen in 
England which have been caused by shell or bomb 
fragments are infected by gas-forming anaerobes. These 
organisms will grow and spread rapidly but, at first, only 
on dead or almost dead tissue. They produce a greyish 
film on the wound surface from which escapes a small 
amount of thin dirty exudate with an unpleasant smell, 
often containing small bubbles of gas. These changes in 
the wound surface occur very rapidly and are usually well 
established within twenty-four hours of the injury— 
that is, they appear much more rapidly than the familiar 
changes due to pyogenic infection. These first changes 
are not accompahied by gross swelling or hypereemia of 
the wounded part, nor is there any characteristic general 
reaction. | 

If the wound is associated with much laceration and 
bruising of the surrounding tissues these rapidly change 
colour and become green and black, much brownish 
discharge appears, gas bubbles freely from the blackened 
sloughs, and the wound smells abominably. There is 
swelling of the surrounding tissues and often a little 
-crepitation from gas under the skin. The wound is not 
unduly painful; the temperature and pulse-rate are 
moderately raised and the patient looks and feels ill. 
Such a wound under any or no treatment will shortly 
produce laudable pus from the action of the ordinary 
pyogenic organisms ; the sloughs will separate, leaving 
weak, pale granulations bathed in pus, and at the end of a 
fortnight it will be covered by healthy granulation and 
well on the way to healing. In other words, the 
anaerobic infection has produced some interesting 
phenomena in the first forty-eight hours, but has not 
obviously interfered with the normal processes of inflam- 
mation and repair. Indeed, gas infection is an interesting 
but harmless feature of most lacerated wounds. It would 
not be worthy of special mention and study were it not 
that in a small minority of cases it is liable to develop 
the rapidly fatal and almost untreatable complication 
which we know as gas gangrene. 


GAS GANGRENE 


Gas gangrene is an acule spreading gangrene character- 
ised by the production of large amounts of gas in the 


1. Based on a lecture delivered at the British Postgraduate Medical 
. School in January, 1941. 
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tissues, and by a profound toxemia. 


_ threatens, 


ARTICLES 


The natural 
termination of the disease is-death from toxemia or from 
a general invasion of the body by the causal organisms. 

t is an infrequent complication of the infection of 
wounds by certain spore-bearing anaerobes of which 
Cl. welchii and Cl. septique are the most important. 
Within a time varying from six hours to four days, but 
usually in the second twenty-four hours after the injury, 
the wound becomes abnormally painful and the surround- 
ing tissues become swollen and tense.. At the same time 
there is a steep rise in the pulse-rate, and sometimes a 
rise in temperature, though this is not great as a rule and 
is often absent. These are prodromal signs; gangrene 


If nothing is done to abort the disease tie pain will 
continue for a variable time according to the severity 
and acuteness of the attack, and will often cease quite 
suddenly. The pulse-rate continues to rise to 140 or 
even 160, but is the pulse of fever and not the running 
pulse of shock or collapse. The patient, who is at first 
alert but anxious and distressed by the pain and discom- 
fort, becomes conscious of a change for the better. He 
is often excited and talkative, assuring himself and 
everyone how much better he is; he becomes restless 
and thirsty, and in the later stages vomits incessantly. 
In contrast with his euphoria, his complexion—which in 
the early stages shows the flush of fever—now has a 
muddy pallor which obviously presages death. Mild 
jaundice is common in the last stages and is often seen 
soon after the onset of the disease. A coma of exhaustion 
usually precedes death. 

Locally the tense and swollen limb becomes yet more 
tense and swollen; crepitations from gas can be felt 
under the skin, which becomes white and waxy. The 
swelling and crepitation begin to advance rapidly, 
traversing the thigh from knee to groin in two hours or 
less. They do not stop at the junction of the limb with 
the trunk but go on inexorably, not even ceasing with the 
patient’s death. At first the tense white skin is obviously 
alive whatever may be the condition of the underlying 
tissues, but as time passes it too dieg, The first sign is a 
brown discoloration from hemolysis. This is only a 
warning, and skin so stained is probably viable, but when 
purplish discoloration appears the skin is dead. The 
smell or the gas escaping from the wound are only 
evidences of gas infection and not necessarily of serious 
importance. Smell and gas do not make gas gangrene, 
but may presage its arrival. ‘The diagnosis is made on 
two main features: severe and progressive toxzemia, as 
shown by rapid pulse, restlessness, euphoria and 
vomiting ; and increased swelling and tension in the 
wound area with evidence of gas in the tissues. 

The warning that gas gangrene is, imminent is given 
by the combination of increase of pain and tension in 
the wound, and a steep rise in the pulse-rate. A 
wounded man, once he is settled comfortably in bed, 
should not be conscious of severe pain. If he is in severe 
pain something is wrongly arranged, or some change— 
such as hemorrhage—is occurring. If a patient who 
has been reasonably comfortable complains of pain and 
becomes restless, always ask yourself if he is threatened 
with gas gangrene, and don’t rest until you have satisfied 
yourself on this point. There are few conditions in 
which a few hours may be so vital. Infection with gas- 
forming anaerobes is a common, almost universal feature 
of all war wounds; gas gangrene is an infrequent com- 
plication of such infection. Infection with gas-forming 
anaerobes needs no specific treatment, except that 
directed to the prevention of gas gangrene. 


FACTORS IN THE DEVELOPMENT OF GAS GANGRENE 


The wounds which develop gas gangrene are ones 
involving muscle, but not all muscle wounds go on to 
gas gangrene. Generally speaking, the larger the 
amount of muscle damaged the greater the danger of 
gas gangrene, but this is not the whole story. Big open 
lacerations of the thigh or buttock may severely damage a 
pound or more of muscle, and this great devitalised mass 
will show all the phenomena of infection with gas- 
forming anaerobes in their most obvious form. Much 
smell, much gas, colour changes in the muscle from brick 
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red to green and black, will all be obvious, but: the patient, 
although seriously ill from the severity of the infection 
and the suppuration, will not be in any danger of gas 
gangrene. So the disease is not due simply to infection 
of damaged muscle with gas-forming anaerobes; there 
must be some other factor. 

But if a fragment of shell, penetrating the buttock 
through a small hole in the skin, grossly lacerates the 
muscles without disturbing the overlying fat and skin 
gas gangrene is very likely to develop ; here a large mass 
of lacerated and gas-infected muscle is enclosed so that 
when swelling occurs the local tension is greatly raised. 
Perhaps the important cause is not the inj to muscle 
but the tension. The apparent liability of wounds of 
muscle to develop gangrene may arise from the fact that 
almost all severe wounds involve much muscle and that 
the real cause of the disease is the retention of the 
. infected tissues under pressure. There is evidence to 
support this view. Infection of a large haemothorax 
with gas-forming anaerobes may go on to a fulminating 
attack of gas gangrene, and similar infection of the 
retroperitoneal tissues may give rise to an inevitably 
fatal spreading cellulitis and gangrene. In each of these 
cases we have gas gangrene starting in dead or damaged 
tissue other than muscle. It is clear, therefore, that injury 
to muscle is not an essential feature of the disease. 
But it will not do to ascribe the disease merely to raised 
tension at the site of the wounds. In penetrating wounds 
of the brain it is a common thing to find that when the 
hole in the bone and the dura is enlarged gas and decom- 
posing brain escape with such force as to show they have 
been retained under considerable pressure. In spite of 
this I have never, in my experience of many hundreds of 
brain wounds, seen gas gangrene follow. In fatal cases 
of gas gangrene beginning elsewhere and terminating in a 
blood infection I have seen the brain at autopsy full of 
gas bubbles. There is thus no inherent. antagonism 
between brain tissue and the anaerobes, and it seems to 
follow that retention of the infected tissues under 
pressure is not by itself enough to lead to gas gangrene. 

Infection by gas-forming organisms of a large mass of 
tissue, either grossly damaged by the missile or—as in 
the case of blood in a hemothorax or in the retroperitoneal 
space—cut off from the defensive mechanisms of the 
body, is very liable to go on to gas gangrene if free 
drainage to the exterior is prevented. The danger 
scarcely exists if the amount of damaged tissue so 
retained, as in brain wounds, is small. Another group 
of cases illustrates these points dramatically—wounds in 
which the main vessel of a limb is divided so that the 
part distal to the wound is threatened with simple 
gangrene. In these gas gangrene is almost certain, and 
every hour that passes without treatment makes the 
disease more certain. The wound need not be large—a 
tiny fragment is as lethal as several ounces of metal. 
Here we have the large mass of ischemic tissue retained 
under the intact skin. 

The factors then which make for the development of 
gas gangrene in. some wounds are: a large mass of 
damaged and devitalised tissue confined in such a way 
that the products of the infection cannot escape, and 
must be absorbed. This explanation does not, at first 
sight, cover all the cases seen. Gangrene often occurs in 
comparatively slight wounds of the calf and thigh 
muscles, in which the total amount of laceration must be 
small. Wounds of this type will only develop gas 
gangrene if the damaged tissue is muscle. Small wounds 
of skin or subcutaneous tissue or bone or brain are not 
dangerous in this regard although the infecting organisms 
will grow freely in them. 


MUSCLE 


Does the anatomy of muscle explain the appearance 
of gas gangrene in comparatively unimportant wounds ? 
Muscle is an aggregation of long fragile fibres enclosed in 
a strong fascial sheath. The fibrous inelastic sheath 
closely invests the fleshy mass, is attached to the tendon 
or bone in which the muscle ends and often gives attach- 
ment to many of the muscle-fibres. In the limbs each 
group of muscles is enclosed by an outer sheath of strong 
fascia, and then the deep fascia of the limb forms a 
sheath enveloping all the muscles together. The blood 
supply is derived in the trunk from small branches from 
many sources, but in the limbs many of the muscles are 


y 


MR. MULLALLY : ANAEROBIC INFECTIONS AND GAS GANGRENE 


[marcu 1, 194] 


supplied by one or two main branches, which have a 
very poor anastomosis with vessels outside the sheath.? 
Consequently any interference with the main blood- 
supply of a limb muscle is liable to cause a dangerous 
ischemia. » 

When a small fragment of bomb or shell enters the 
calf or thigh it makes a small hole in the skin which may 
or may not gape, then a large hole with soft ill-defined 
walls in the subcutaneous fat; it then pierces the deep 


‘fascia, through a hole just large enough to admit it and 


no larger, and with sharp, rigid, inelastic edges ; finally it 


“pierces the muscle sheath and enters the muscle tissue. 


So far it has been traversing passive tissues; now it 
strikes an active tissue which responds to stimulation by 
a violent contraction. This reflex contraction pulls the 
damaged muscle-fibres widely apart, with the formation 
of a relatively large ragged cavity. 

The ordinary reactionary swelling and hemorrhage in 
response to the injury takes place inside the muscle 
sheath. Escape of the contained blood and fluid is often 
prevented by the shape and narrowness of the wound- 
track or by prolapse of torn muscle or fat into the narrow 
fascial openifig. So that there is now a small mass of 
infected material enclosed in the limb. Gas-forming 
anaerobes become active and multiply rapidly in the 
walls of the ragged cavity and in the contained blood 
and debris ; swelling of the muscle increases and gas is 
formed. Shortly the muscle sheath is completely filled 
and the cycle of strangulation with which we are familiar 
in so many inflammatory diseases begins to occur inside 
the muscle sheath. The venous return is interfered with, 
more swelling and cedema follow, more obstruction 
results, and before long what was a minor injury to the 
muscle has led to gross interference with the nutrition of 
a large part of it. Circumstances favouring the develop- 
ment of gas gangrene are thus produced. 


TREATMENT 

I have said nothing of the bacteriology and biochemical 
aspect of the problem partly from ignorance, but chiefly 
because, as I understand it, nothing has yet emerged 
which helps in the practical management of the disease. 

The aim of treatment is to prevent the development of 
the disease, or, if this cannot be done, to arrest it with as 
little damage to the patient as is possible. The problem 
of gas gangrene would not arise if all wounds could be 
properly excised with three to six hours of infliction. A 
successful excision of a recent wound will ensure that 
the anaerobic infection is reduced to a minimum and 
that no considerable mass of material is left in which the 
organisms can prepare for an assault on the undamaged 
tissues. But only a minority of important wounds lend 
themselves to satisfactory excision. The patient may 
not reach the surgeon sufficiently early; his general 
condition may preclude operation for a good many 
hours, the multiplicity of his wounds may mean that the 
full operation would take two hours, or even more; the 
total number of patients needing attention may be such 
that only those measures which are essential can be 
taken for each one. 

With patients in whom infection with gas-forming 
anaerobes is already established or presumed we must 
aim at rendering the infection innocuous. The first step 
is to enlarge the wound in such a way that there is free 
drainage into the deepest recesses.. The skin wound 
should be extended by adequate incisions, preferably 
parallel to the long axis of the limb; these incisions 
should go through the superficial fat as far as the deep 
fascia. The wound in the deep fascia should then be 
enlarged in the same directions, and if necessary (and it 
often is) the fascia should be divided transversely also so 
that the tortuosities of the wound track are more clearly 
visible and the tension is more adequately relieved. 
Next, the hole in the underlying muscle sheath must be 
similarly enlarged, and then the walls of the wound in 
the muscle itself cut away freely until healthy muscle is 
exposed. This needs care because the fibres may retract 
unequally and deep pockets may be found in the walls 
of the wound, the openings into which must be enlarged 
freely. The wound track should be followed through 
from muscle to muscle if necessary, the same care being 
used, whenever a fascial layer is encountered, to make an 
adequate opening. 


2. See Campbell, J . and Pennefather, C. M. Lancet, 1919, 1, 294. 
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It will often not be practicable to pursue this ideal 
opening up to the full depths of a small wound in, say, the 
big muscles of the thigh; the damage done would be 
incommensurate with the risk that we are trying to 
lessen. In these cases, however, the real danger comes 
from the small holes in the inextensible fascial sheaths, 
and these holes should be freely enlarged whenever and 
wherever they are encountered. We must watch out 
for the nerves running to the muscles and never divide 
vessels going into a muscle. Division of such a vessel 
may provjde just that mass of dead or damaged tissue we 
are trying to get rid of. From the limited angle of 
infection with gas-forming anaerobes and gas gangrene 
it matters little what is done with the wound once it has 
been adequately opened up. Probably some form of 
loose pack is best. 

Treatment on these lines will be sufficient for wounds 
of muscle seen before any evidence that gas gangrene is 
threatened. If the case cannot be dealt with until pain 
and swelling and rise in pulse-rate have occurred, the 
same approach should be made, but on more generous 
lines, until the damaged muscle is reached. There will 
be much more smell, gas bubbles will be seen, and the 
muscle round the wound track will be firm and friable, of 
a brick-red colour, and will not contract on stimulation. 
All this muscle must be freely cut away until healthy 
bleeding and contracting muscle is reached. It may be 
necessary to resect a whole muscle belly before one can be 
satisfied that safety has been ensured. If faced with the 


ELIMINATION OF STREPTOCOCCI 
FROM SUPERFICIAL WOUNDS 
‘BY SULPHANILAMIDE POWDER 


By LEONARD COLEBROOK, M.B. Lond. 
COLONEL, R.A.M.C.; CONSULTANT BACTERIOLOGIST ; AND 


-A. E. Francis, M.D. Lond., M.R.C.P. 


MAJOR, R.A,M.C. 


THE introduction of sulphamido-chrysoidine (red 
prontosil) by Domagk in 1935, and of p-amino-benzene- 
sulphonamide (sulphanilamide) by M. and Mme Tréfouel, 
Nitti and Bovet (1935) attracted world-wide attention, 
- because these compounds seemed to bring us for the 
first time within sight of an ‘“‘ internal antiseptic,” that 
is, one which would control bacterial infection by way: 
of the blood-stream. In the earliest clinical trials in this 
country it was observed that the hemolytic streptococci 
were not killed off completely in the local focus, for they 
could often be cultivated from the lochial discharges for 
two or three weeks after a patient’s recovery from 
puerperal fever (Colebrook and Kenny 1936). Similarly 
they were found to persist in the tonsils after treatment 
of tonsillitis or scarlet fever. Further, Domagk and other 
German authors laid stress on the fact that red prontosil 


had little or no direct bactericidal or bacteriostatic effect 


on hemolytic streptococci. 

These considerations made it appear unlikely that the 
local application of the new drugs to infected wounds 
would have much effect. Later, however, when it 
became clear that red prontosil was converted into 
sulphanilamide in the body (Tréfouel et al, 1935, Fuller 
1937), and that this latter substance had a considerable 
bactericidal and bacteriostatic effect on hemolytic 
streptococci in vitro, even when no cellular elements 
were present (Colebrook, Buttle and O’Meara 1936, 
Hoare, 1938, Fuller, Colebrook and Maxted 1940), the 

ossibility that the local application of the drug might 
be beneficial began to attract attention. Purdie and 
Fry (1937) were the first in this country, so far as we are 
aware, to report the powdering of a wound infected with 
- hemolytic streptococci. In order to obtain the maximal 
therapeutic effect these authors gave sulphanilamide by 
mouth as well as locally, and there was therefore some 
doubt as to how much of the striking clinical result was 
due to the local application. During the last few months 
the opportunity has arisen to investigate the effect of 
local applications of sulphanilamide (and sulphathiazole) 
on a number of superficial wounds in the maxillo- 
facial unit of Park Prewett Hospital (E.M.S.) at 
Basingstoke. 


next stage of actively spreading gangrene, do not rush at 
once to amputate. Ask yourself if it is possible to get 
rid of the gangrenous mass by a local excision of a muscle, 
or a group of muscles. It may be possible to save a 
limb by sacrificing the soleus and gastrocnemii, or the 
hamstrings. In doubtful cases there is neither danger 
nor objection to large exploratory incisions into the 
affected area. It is important to remember that the 
upper limit of the gas is not related closely to the upper 
limit of the gangrene but often precedes it by many 
inches; conversely, the gangrene of muscle always 
extends to a higher level than that of the skin. If 
amputation must be done it is usually possible and . 
advisable to fashion skin flaps, which should be long to 
allow for excessive retraction. If on dividing the 
muscles it is found that one or more is already gan- 
grenous at the site of section, do not change your plan— 
finish the amputation and then split your stump widely 
and excise the dead muscle. Never sew the flaps 
together, just pack the wound with gauze and bandage 
it firmly. 

.As far as I am aware, there is as yet no serious evidence 
that anti-gas-gangrene serum and sulphanilamide have 
any effect. Much that has been ascribed to them seems 
to be based on ignorance of the normal course of these 
infections and of the effects of surgical treatment. As to 
X rays, I would hesitate to use an empirical method in a 
disease so dangerous and rapid; I will wait until good 
evidence of its efficacy is produced. 


In the investigation 35 patients with 62 wounds were 
followed through for several weeks. All of them were 
infected with hemolytic streptococci, 55 ‘wounds 
yielding cultures of Lancefield’s group A, 9 of group G, 
and 1 of group C. In 1 case the original infection was 
a streptococcus of Lancefield’s group D; this case 
subsequently became infected with group-A strepto- 
cocci. In 3 cases an original infection with strepto- 
cocci of group A was replaced, after treatment with 
sulphanilamide, by hemolytic streptococci of group D. 
The great majority (32 patients) received sulphanilamide 
locally only, and none by mouth. Swabs were taken 
from the wounds usually 24 hours after the last applica- 
tion of sulphanilamide powder. In order- to exclude the 
possibility that the absence of streptococci in cultures 
was due to transfer of a trace of the drug on the swab, 
the latter was sometimes inoculated into 10 c.cm. of 
blood broth from which subcultures were made on blood 
agar. They never gave a positive result where the 
direct plate culture was negative. In other cases nega- 
tive swabs were planted on blood agar containing 
1/500,000 gentian violet (Garrod 1933), in order to 
ascertain that a few streptococci were not overgrown by 
an abundant growth of staphylococci. 


ro 


METHOD OF APPLICATION 


It was found essential, before beginning treatment, to 
remove sloughs, coagulated exudate, dried pus and 
remains of tan. This was effected by saline baths. In 
some cases eusol dressings were found to be of assistance. 
Wounds were usually dressed once daily. After removal 
of the old dressings, which were sprayed with sterile 
saline to facilitate removal and minimise trauma in cases 
not receiving saline baths, and after completion of the 
wound toilet, finely powdered sulphanilamide was 
insufflated on the wound, and over grafts if these were 
present, until the appearance resembled a hoar-frost. 
No advantage was found from heavier powdering. Tulle 
gras was then applied, and gauze, well moistened with 
saline, covered this. In order to retain moisture the 
gauze was covered in turn by a considerably larger sheet 
of jaconet or oiled silk, and a firm bandage applied. 
We would emphasise the importance of this retention 
of moisture and of applying the powder to the wound 
surface before a thin film of dried exudate has formed on 
it—often a matter of only two or three minutes exposure. 
In several instances when attention was not paid to these 
details streptococci persisted longer than usual on the 
wounds. 

When the next dressing was performed 24 hours later 
the sulphanilamide was found to be completely dissolved 
on all raw areas, though it was still clearly visible on the 
surface of grafts, and on the surrounding skin. Solution 
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was not always complete in a few cases in which the 
wounds were examined after 4 or 6 hours. 

In some cases sulphathiazole was used. It was found 
to be almost completely undissolved after 24 hours, but 
most of it had disappeared if left for 48 hours. It appears 
to have been less effective than sulphanilamide in these 
circumstances against Streptococcus pyogenes, but has 
freed a small number of wounds of Pseudomonas pyo- 
cyanea and Proteus. Sulphanilamide has not been 
successful with the latter organisms. 


RESULTS 


Group-A infections.—In 21 cases with 33 wounds 
infected with Streptococcus pyogenes the local application 
of sulphanilamide powder resulted in the permanent 
disappearance of the microbes. In 3 cases with 10 
sulphanilamide was also given by mouth, and in these 
the streptococci also disappeared. In 4 cases a recru- 
descence of infection followed grafting operations which 
were carried out within ten days of obtaining the first 
negative swab from the wounds concerned. Owing to 
the procedure then followed the wounds were not dressed 
for several days, and powdering could not be continued. 
The streptococci were of the same type before and after 
grafting in each case. One other case should probably 
be classed under this heading, but the type of strepto- 
coccus originally present is not known. The infection 
reappeared in one case four days after the discontinuance 
of powdering. Another patient who returned to hospital 
a month after discharge with a small ulcer on a grafted 
area was also found to be harbouring hemolytic strepto- 
cocci in this ulcer. In all these cases the infection 
responded to a further course of treatment, with the 
exception of the last, who had to leave hospital before 
treatment could be started, for urgent domestic reasons. 

Group-C infections.—In one case a wound was freed of 
group-C streptococci and healed uneventfully. 

Group-G infections.—In one case these streptococci 
disappeared with local treatment only, in another with 
local and simultaneous oral therapy, and in a third case, 
unsuitable for local therapy (compound fracture of the 
mandible), with oral sulphanilamide only. 

Group-D infections.—In 4 cases this streptococcus has 
been found to resist local treatment with sulphanilamide. 


ILLUSTRATIVE CASE-RECORDS 


The signs +, ++ and + + + indicate the presence | 


and abundance of hemolytic streptococci in culture, 
the sign — indicates a negative culture; Sm or Stz 1/d 
indicate the local application of sulphanilamide or 
sulphathiazole powder respectively once daily. 


Case 1.—Excision of rhinophyma, Sept. 20, 1940. Two 
unhealed ulcers on nose. 
Oct. 8 + + + Group A. 
» . 18 & + Sm 1/d started. 


Oct. 21 = 
» 24 Discharged healed. 


CasE 2.—Petrol burns of face and hands, Sept. 26, 1940. 
Unhealed area on left forearm. 
Oct. 2 + Group A, type 11. | Oct. 14 Few. 
4 T + Sm 1/d started. | » 19 = 

» 10 Few. . 21 — Discharged healed. 


CasE 3.—Petrol burns, May 16, ‘1940. Unhealed donor 
areas on thigh, 23-2 sq. cm. 
Oct. 4 + + Group A, type 12. 

35 8 ++ + Sm i/d started. 
Ki 9 Few. 


Oct. 14 = 

», 16 No swab. Sm stopped. 
“5 iy = Area 10:25 sq. cm. 
” 2 = 


CasE 4.—Petrol burns, June 20, 1940. Unhealed area on 
left forearm, 14-6 sq. cm. 
Oct. 10 + Group A, type 11. 

ns n + Sm 1/d started. 
i 18 — Area 10:8 sq. cm. 


Oct. 24 — 

»3 28 = 

», 39 Successful graft. 
_ Nov. 5 Nearly healed. 


Case 5.—Burns of hands and face. Unhealed area over 
interphalangeal joint of right ring finger, 2 sq. cm. 
Sept.30 + Group A, type 12. Oct. 8 = 
Oct. 4 a Sm 1/d started. 
5s 5 Few. 


6 =— 
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Case 6.—Burns from incendiary.bomb, May 21, 1940. 
Approximately symmetrical involvement of the hands. 
Left hand only treated. 


Left hand Right hand Left hand Right hand 
Oct.13 +44 + + + Oct. 19 — Sm 1/d Proteus and + 
» 16 Proteus Proteus. » 21l = ie ++, no pro- 
» 17 Proteus teus. 
Sm i/d Proteus. 


Case 7.—Donor area on chest, flap operation, Sept. 16, 
1940. Area 60 sq. cm. 


Oct. 17 Few Group A, type 12. Oct. 25 + 
» 18 Few Stz i/d. is aad 
9» 21 Few ” ? — 
» 23 Few Sm 1/d started. Nov. 4 — Area 37:5 sq. cm. ' 


It will be noted in this case that sulphathiazole failed to 
clear the infection in five days, but that sulphanilamide 
succeeded in four days. 


All cases which for any reason received a sulphonamide 
compound by mouth, such as a prophylactic course after 
operation, are excluded from these examples. 


FAILURES 


The first case quoted under this heading illustrates 
the fact that a wound cannot be successfully freed of 
infection by Strep. pyogenes if there is much exudate 
which cannot be removed from the surface. 


CasE 8.—Loss of scalp, injury by airscrew, Jan. 23, 1940. 
A pedicle graft had been formed, and behind this was a deep 
fissure, in which a sero-purulent exudate collected. It was 
oe rede to insufflate sulphanilamide adequately behind 
thi p. . 


Oct. n Few Group A, type 25. Oct. 26 Pedicle sutured in posi- 


F + on. 

» 16 No swab Sm 1/d. » 28 ~= Sm ijd. 
39 18 + + 9° 99 0- os 

99 + as Nov. 4 = 99 

99 22 + $ °° 99 8 Healed 

» 25 ++ » 


Case 9.—The failure in this case has not been adequately 
explained. The streptococcus has been examined in vitro 
and. shown to be relatively insusceptible to sulphanilamide. 

Fell in fire, April 7, 1938. Burn of scalp. 


Sept.21 + Oct. 30 = 
Oct. 1 + Group A, type 12. Nov. 5 Grafted unsuccess- 
ae 4 No swab Sm i/d. fully ; 12 g. Sm 
i 6 = aa given by mouth in 
9° a »9 : 11 next 5 days. 
5 9 = s » 15 Grafted successfully ;. 
» 10 — Sm stopped; 151 swab +++ a few 
sq. cm. hours before opera- 
» 13 =- tion; 25 E Sm given 
» 16 Grafted unsuccessfully ; by mou in next 
9 g. Sm given by 6 days. 
mouth in next 4 days. » 19 ++ 
»’ 17 ~ Sm 1/2d. » 21 &+ 
s9 20 = 99 ° 25 = 
» 23 + Sm 1/d 28 


” 98 Few Group A, type 12. | Dec. 2 — Almost healed. 


Since no Strep. pyogenes were found in the throats of the 
patient or the nursing staff, and since no other patient in the 
same ward was harbouring a streptococcus of identical type, 
it is thought that the organism, which was resistant to treat- 
ment, remained in the depths of the granulation tissue. The 
final result, after two failures, is satisfactory. 


DISCUSSION 


In view of the well-recognised tendency for hemolytic 
streptococci to persist in open wounds, it seems highly 
probable that their prompt disappearance from so many 
wounds in this series after the beginning of local treat- 
ment with sulphanilamide was in fact due to the drug 
and not coincidence. 

Dusting with sulphanilamide certainly had no adverse 
effect on the healing process; indeed, in the majority 
healing seemed to be much accelerated when the strepto- 
cocci disappeared. In a few cases the actual area was 
traced on sterile Cellophane at intervals and measure- 
ments of the area were made by planimeter.* One 
such case showed a reduction from 17-6 to 10-7 sq. cm. in 
5 days, and another from 5 2 to 2:0 sq. cm. in 8 days. 
Further observations of this kind are required. If they 
confirm the impression of rapid healing we have obtained 
hitherto, the question will arise as to whether the accelera- 
tion was entirely attributable to the elimination of the 
streptococci, or was perhaps due in part to some stimulant 
action of sulphanilamide. 

The results obtained on superficial wounds with little 
exudate do not justify the assumption that sulphanil- 
amide introduced into a freely suppurating deep wound 


* For these measurements we are indebted to Mr. O. W. Burton of 
Basingstoke. 
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will also get rid of streptococci, or even inhibit their 
. free growth. Fleming (1940) and Macleod (1940) have 
shown that pus usually contains some factor (? products 
of proteolytic digestion) which neutralises the bactericidal 
and bacteriostatic effects of sulphanilamide on strepto- 
cocci in vitro. It may be that this factor, operating 
in a suppurating wound, will prevent the elimination of 
streptococci. On the other hand it may sometimes happen 
that a strong solution of the drug in such a wound 
will overcome the inhibitory effect of the pus; that can 
only be determined by observation of a number of cases. 

It is also to be expected that even on superficial 
wounds with little exudate sulphanilamide will some- 
times fail to eliminate hemolytic streptococci, and that 
these may reappear in the wound. This may be due 
in some cases to a relative insensitiveness of the strepto- 
coccus to the drug. (Such relative insensitiveness has 
been demonstrated in vitro with a few group-A strains ; 
see Hoare 1939). In other cases it may be due to re- 
infection from a deep focus to which the sulphanilamide 
does not gain access. Reinfection may also sometimes 
be due to the persistence of streptococci on the skin 
around the powdered wound, owing to lack of fiuid in 
which the sulphanilamide can dissolve. We are indebted 
to Prof. A. A. Miles for calling our attention to this 
possibility. ` He has himself observed such persistence 
on the skin after disappearance of hemolytic strepto- 
cocci from the actual wound. We have confirmed this 
observation in a few instances. It is to be noted here 
that we have found hemolytic streptococci of Lancefield’s 
group D to be entirely resistant to sulphanilamide when 
applied to wounds infected with these microbes, just as 
they are resistant in the urinary tract. 

The ability to change the bacterial flora of superficial 
wounds at will—or at least to eliminate certain undesir- 
able types—is likely to prove of considerable value. 
Our experience suggests that the removal of hemolytic 
streptococci will greatly accelerate healing; it will also 
enable plastic and orthopedic operations to be under- 
taken with more assurance of success than in the past. 
If, in the future, we can eliminate Ps. pyocyanea and 
B. proteus as well, the scope and value of skin-grafting 
operations will also be greatly increased. It may be 
that one of the potent antibacterial compounds produced 
by moulds or certain bacteria—e.g., penicillin or ‘‘ grami- 
cidin ’’—will achieve this result. 

In the early treatment of burns, too, we may hope for 
valuable help, since streptococcus infections have in the 
past been responsible for most of the tissue destruction 
(and not infrequently for generalised infection), as well 
as for slow healing and the distressing contractures 
associated with it. A recent experience with a group of 
6 severe burns (which will be reported elsewhere) suggests 
that by local chemotherapy these infections can often 
be terminated in a few days and rapid healing secured. 

Yet another result may be expected—perhaps the 
most important in the long run: The elimination of 
heemolytic streptococci from many open wounds must 
inevitably diminish the chances of cross-infection in 
surgical wards. There can be little doubt that the dis- 
semination of organisms occurs chiefly in four ways— 
by dust, by faulty surgical technique, by the social 
contacts of patients in the wards, and by droplets from 
persons with an infected throat or nose. The first three 
of these channels of infection will be effectively blocked 
in proportion as we can eliminate streptococci from our 
open wounds. Our experience at Park Prewett Hospital 
affords a striking illustration of how the ‘‘ streptococcus 
concentration ’’ in surgical, wards may be affected by 
these means. When this investigation began, no less 
than 73% of all the open wounds in the maxillo-facial 
unit. were infected with hemolytic streptococci. Six 
weeks later the proportion -had fallen to 20% infected 
with all groups of hemolytic streptococci, or 12% infected 
with group-A streptococci. Although certain other 
measures—e.g., segregation of cases, prophylactic 
administration of sulphanilamide before operation, and a 
stricter ward ritual—had been put into operation during 
this period, it is probable that the use of sulphanilamide 
powder was chiefly responsible for the change. 


SUMMARY 


The effect of applying sulphanilamide powder to 62 
superficial wounds infected with hemolytic streptococci 


has been investigated. In 3 patients with 10 wounds 
the drug was given by mouth at the same time. Hemo- 
lytic streptococci usually disappeared from the wounds 
within 3 or 4 days and did not reappear. Infections 
with hemolytic group-D proved resistant to local 
treatment. 

_ Neither sulphanilamide nor sulphathiazole had con- 
sistent effects on the staphylococci, B. proteus or Ps. 
pyocyanea which were also present in many of the wounds. 
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A HUNDRED CASES OF BREECH . 
PRESENTATION | 


BY 
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L. N. JACKSON, M.C., D.M. OXFD 


IDEALLY, breech delivery ought to be extremely rare. 
In practice, attempts at version, particularly in primi- 
gravidæ, often fail, and choice has then to be made 
between vaginal delivery by the breech gr delivery by 
cæsarean section. It seemed to us worth while to collect 
a number of cases of breech presentation treated in 
hospital and private practice and to consider the results 
of various methods. Under infant mortality we have 
included all stillbirths and deaths within the first few 
hours, whether attributable to labour or not. l 


HOSPITAL PRACTICE 


From the records of the Royal’ Devon and Exeter 
Hospital one of us (A. G.) collected 64 cases of breech 
presentation. Of these, 28 occurred among primi- 
gravide and 19 among multipare; in the remaining 
17 cases no note of parity was made. Successful ver- 
sions were noted in 11 cases and these are not further 
considered. Version was noted as unsuccessful in 9 
cases (some of which were subsequently delivered 
vaginally and some by ceesarean section). Maternal 
mortality in this series was nil; the infant mortality 10. 
Ceesarean section was performed in 26 cases, of which 14 
were primigravide and 7 multiparæ ; in the remaining 
5 no note was made. Among these there was only 1 
neonatal death, a monstrosity with hydrocephalus and 
spina bifida which survived an hour. Among the 27 
infants delivered vaginally as breech or footling there 
were 8 deaths. Unfortunately many of the records are 
incomplete, but the following brief notes are given for 
what they are worth :— 


Case 1.—Multipara. Aged 23. Breech. Hydramnios. 
Spontaneous delivery of very small baby which survived an 
hour only. 

Casr 2.—Primipara. Aged 32. Breech with extended 
legs; three unsuccessful attempts at version. Surgical 
induction. No notes of delivery. 

Case 3.—Multipara. 2. Aged 34. Breech with extended 
arms and head. Alleged contracted pelvis. 

Case 4.—Primipara. Aged 29. Breech with flexed legs. 
Failed version. No notes of delivery. 
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Casg 5.—Primipara. Aged 29. Breech with prolapsed cord. 
_ Case 6.—Multipara 1. Aged 26. (First baby stillborn ; 
? cause). Breech with extended legs. Admitted to hospital 
after being in labour 24 hours. Legs and arms brought down. 

Case 7.—Parity unknown. Aged 28. Breech with ex- 
tended legs. In labour 12 hours. Legs and arms brought 
down. Difficult delivery. 

Case 8.—Primipara. Aged 19. Breech. Vaginal de- 
livery. No notes of delivery. 


PRIVATE PRACTICE 


From the records of our private practice we (M. and 
L. N. J.) collected 36 cases of breech presentation. Of 
these 24 occurred in primigravide and 11 in multipare ; 
in the remaining case no note was made. None was 
treated by cesarean section. Version was unsuccess- 
fully attempted in 2 cases. Of the remainder, some were 
emergency calls for help from midwives or neighbouring 
practitioners, some were missed by one or other of us at 
antenatal examination so that version was not attempted, 
and some were deliberately left. Maternal mortality 
in this series was nil ; the infant mortality 9. The cases 
where the baby died were as follows :— 


Case 1.—Primipara. Aged 26. Nurse’s call for pro- 
longed labour. L.S.A. Slow delivery. Delay with after- 
coming head which was finally delivered by forceps. Male 
child weighing 8-9 lb. Subsequent successful pregnancy. 

Case 2.—Primipara. Aged 21. Nurse’s call. Born be- 
fore arrival of either nurse or doctor. Small male child. 
Unmarried mother who concealed her pregnancy. Not known 
if ever subséquently pregnant. 

Case 3.—Primipara. Aged 25. Nurse’s call. L.S.A. 
Resistant soft parts; ? contracted pelvis. Extended arms 
And legs brought down. Attempt to deliver head by forceps 
unsuccessful. Finally delivered by jaw and shoulder traction 
and fundal pressure. Long labour (40 hours). Not known 
if ever subsequently pregnant. l 

Case 4.—Primipara. Aged 24. Nurse’s call. R.S.P. 
Extended arms and legs brought down. Delay with head. 
Large male child. Probably “‘ helped ” too soon. Subsequent 
successful pregnancy. 

Case 5.—Primipara. Aged 36. Called in by another 
practitioner. Protracted labour. Legs brought down with 
difficulty. One arm brought down but difficulty with head 
and extended right arm. Fracture of right clavicle. Long, 
thin male child born moribund. Breathed 3 or 4 times only. 
Not known if patient subsequently pregnant. 

CasE 6.—Multipara 1. Aged 34. R.S.P. when first seen 
but rotated tò L.S.A. Footling. Contracted pelvis (dia- 
gonal conjugate 3in.). Delay withhead. Large female child 
stillborn. Subsequent pregnancy and cesarean sterilisation. 

Case 7.—Primipara. Aged 24. Called in by another 
practitioner. Contracted pelvis. Arms brought down with 
difficulty. Head delivered by jaw and shoulder traction. 
Stillborn female child. Subsequent successful pregnancy. 

CasE 8.—Primipara. Aged 22. Called in by another 
practitioner. Shoulder presentation turned to breech. Leg 
brought down. Prolapsed cord. Arm pushed up and second 
leg brought down. Some delay with head. Finally de- 
livered by jaw and shoulder traction. Lean male stillborn 
child. Subsequent successful pregnancy. ; 

Case 9.—Multipara 1. Aged 27. Born before doctor’s 
arrival. Nurse failed to deliver head. Large female child 
stillborn. 

COMMENTARY 


It would be idle to attempt to draw conclusions from 
a mere 100 cases, but certain points of interest emerge. 
First, it may be noted that among these quite unse- 
lected cases there was no maternal mortality. Secondly, 
cesarean section undoubtedly gave the best immediate 
results ; in 26 cases so treated there was only one fcetal 
death and that, a monstrosity, was a merciful release. 
There can be no question that this simple and dramatic 
operation, attended with little immediate risk to mother 
or child, is a valuable weapon in the treatment of breech 
presentation ; it is always at hand in hospital practice 
though less accessible to general practitioners, especially 
in country districts. The third point is that breech 
delivery pcr vaginam greatly increases the risk to the 
child ; the figures were : In hospital, 27 cases, 8 infant 
deaths (30%); in private, 36 cases, 9 infant deaths 
(25%). So far as can be judged from the case-records 
there is no reason to suppose that the difficulties 


attending delivery differed appreciably in the two series. 
Renee: of 63 children born vaginally breech first, 18 
ied. 

Breech delivery, then, is a hazardous proceeding, and 
it should be less common than it is. Careful antenatal 
examination, supplemented where necessary by radio- 
logy, should reveal the presence of breech presentations 
so that version can be attempted. If version fails, 
czesarean section becomes the treatment of choice, 
especially in primipare or in cases where some degree of 
pelvic contraction is diagnosed. It smay be noted, how- 
ever, that the risk of stillbirth is probably comparatively 
slight when vaginal delivery is carried out on a multi- 
para with a good obstetric history by a skilled and 
patient accoucheur. 

It would be interesting to know to what extent, if 
any, cesarean section or difficult vaginal delivery (with 
a fair risk of a stillborn child at the end of it) acts as a 
psychological deterrent to further pregnancy. We are 
not, of course, in a position to answer this question, but 
at least 2 of our patients treated by czesarean section had 
previously been delivered by this method, 1 of them twice. 
Of the 36 women delivered vaginally in private practice 
10 have had subsequent successful pregnancies, 15 have 
not risked it again, and of 11 we have no record. Of the 
9 mothers of stillborns, 6 have since had one or more 
children, 1 has not yet become pregnant again so far as 
we know and 2 are untraced. This suggests that still- 
birth is not a deterrent but rather a stimulus to try 
again, whereas difficult labour resulting in a live child 
may tend to persuade the mother to rest on her laurels. 


SUMMARY AND CONCLUSIONS 


Of 100 consecutive cases of breech presentation in 
hospital and private practice, 11 were treated success- 
fully by version and delivered as vertices; 26 were 
delivered by cesarean section and 63 by the vagina. 

There was no maternal mortality but the total of still- 
births and neonatal deaths was 19, only 1 being among 
the infants delivered by: cesarean section. 

With increasing antenatal care breech delivery should 
be less common than it is. If breech presentation is 
diagnosed version should be attempted. If version fails 
cesarean section is tlie treatment of choice, especially 
in primiparse or where some degree of pelvic contraction 
is diagnosed. 

Breech vaginal delivery is less risky to the child in 
multipare than in primipare. 

Breech presentation with the baby born dead is not 
apparently a deterrent, either psychological] or physical, 
to future successful pregnancy. 


SULPHATHIAZOLE IN TREATMENT OF 
STAPHYLOCOCCAL INFECTIONS 
By GEORGE MELTON, M.D.Lond., M.R.C.P. 


SENIOR RESIDENT PHYSICIAN AT LEWISHAM HOSPITAL, LONDON 
COUNTY COUNCIL 


THERE is ample experimental evidence of the effective 
bacteriostatic action of sulphathiazole and sulphamethyl- 
thiazole on staphylococci (Barlow and Homburger 1939, 
Herrel and Brown 1939, Long 1940, Macdonald 1940, 
Fleming 1940), but clinical data have consisted mainly 
of reports demonstrating their value in urinary infections 
(e.g. Pool and Cook 1940). Records of their action in the 


‘more severe types of staphylococcal infection, parti- 


cularly in those associated with septiczemia, have mostly 
been confined to very small groups of cases. 


Herrel and Brown, employing sulphamethylthiazole, 
obtained a cure in a case of staphylococcal septicemia and a 
favourable response in 2 cases of staphylococcal cellulitis. 
Keliher (1940), using the same drug, cured a patient with 
staphylococcal septicemia. Gsell (1940) reported 2 cases of 
staphylococcal septicemia unsuccessfully treated with sulpha- 
thiazole. Paterson and Walker (1940) were able to cure a 
baby with staphylococcal septicemia with the same drug. 
Dietel (1940) succe ded in curing a baby with staphylococcal 
meningitis. Carrol (1940) and Stirling (1940) each reported 
cures in 2 cases of staphylococcal septicemia. Spink (1940) 
in an interim report referred to satisfactory results with 
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sulphathiazole in 15 cases of staphylococcal septicemia, only 
1 patient dying; no clinical details of any of his cases were 
given. Butler (1940) reported 5 cases of severe staphylococcal 
infection treated with sulphathiazole, with 4 deaths. McCrea 
(1940) cured 2 cases of staphylococcal septicemia with the 
drug. In a previous paper (Melton 1940) I reported 11 cases 
of staphylococcal infection, 2 with positive blood-cultures, all 
of whom recovered. 


In this paper I am reporting the results of sulpha- 
thiazole treatment in 50 cases of staphylococcal 
infection, including the 11 cases already described.* Most 
of these infections were of a severe type. 


ACUTE OSTEOMYELITIS WITH SEPTICEMIA 
- There were 5 patients in this group and 2 of them died. 


Case Y.*—Girl, aged 11 years. Osteomyelitis of ilium. 
Admitted April 4, 1940, on 5th day of disease. Very ill. 
Blood-culture grew Staphylococcus aureus. Plaster immobili- 
sation. From 5th to 10th day sulphathiazole 6 g. given 
intravenously plus 38 g. by mouth. Maximum concentration 
of free sulphathiazole in blood 5 8 mg. per 100 c.cm. Blood- 
culture remained positive and pyrexia high. On llth day 
surgical drainage of subperiosteal abscess of ileum. On 20th 
day open drainage of suppurative arthritis of hip. Pyrexia 
still high after operations. Later course of sulphathiazole 
discontinued because of increased pyrexia due to drug fever. 
Staphylococcal antitoxin (20,000 units) and blood-transfusion 
given on 27th day resulted in temporary improvement. On 
39th day blood-culture sterile. From 40th to 43rd day 
a total of 48 g. of sulphapyridine was given and this was 
followed by slight reduction of pyrexia, but the child was not 
finally apyrexieal until 5 weeks later. Radiography then 
showed extensive osteomyelitis of ilium. Ankylosis of hip on 
discharge. l 


Here the drug produced no obvious effect, but the 
patient recovered. 


CasE 2.—Girl, aged 16 years. Osteomyelitis of tibia. 
Admitted June 25, 1940, on 3rd day of disease. Very ill. 
On 4th day surgical drainage of subperiosteal abscess. No 
improvement. Blood-culture taken on 6th day grew Staph. 
aureus. From 10th to 18th day 8 g. of sulphathiazole 
given intravenously plus 92 g. by mouth. No effect on blood- 
culture or general condition. Between 19th and 21st day 
staphylococcal antitoxin (100,000 units intravenously and 
intramuscularly) and blood-transfusion given with temporary 
improvement. On 34th day blood-culture positive. On 37th 
day patient died. Autopsy showed bacterial endocarditis with 
multiple abscesses. 


In this case the drug did not affect the disease. 


CASE 3.—Girl, aged 8 years. Osteomyelitis of pubic bone. 
Admitted Aug. 23, 1940, on 5th day of disease. Profoundly 
toxic with metastatic inflammation in lungs and right radius. 
Blood-culture grew Staph. aureus. Leg immobilised in 
Thomas splint. Sulphathiazole (65 g.) given by continuous 
intravenous drip for 6 days. Maximum concentration of free 
sulphathiazole ł in blood 14:7 mg. per 100 c.cm. Striking 
clinical improvement, with sterile blood-culture and apyrexia, 
after 5 days. On 12th day recrudescence of fever with 
pericarditis. On 18th day surgical drainage of abscess of 
forearm. On 25th day death from cardiac failure. Autopsy 
showed purulent pericarditis; large deep-seated “abscess 
arising from pubic bone. 


‘This patient improved greatly with the drug ; her death 
was probably the result of failure to drain abscesses. `” 


CasE 4.—Boy, aged 12 years. 


Osteomyelitis of upper 


humerus. Admitted July 20, 1940, on 4th day of disease. 
Very ill. Blood-culture grew Staph. aureus. Plaster im- 
mobilisation. From 4th to 8th day sulphathiazole, 10 g., 


given intravenously, plus 32 g. by mouth. Concentration of 
free sulphathiazole in blood 5-9 mg. per 100 c.cm. Definite 
but temporary clinical improvement with fall in temperature, 
but blood-culture remained positive (6th day). On 6th and 
Tth day staphylococcal antitoxin (38,000 units intravenously 
and intramuscularly) given without definite effect. On 8th 
day drainage of subperiosteal abscess. On 13th day blood- 
culture positive. On 15th day drainage of small intramedul- 
lary abscess by drilling and saucerisation. From 16th to 


* Cases 1, 6, 7, 11, 13, 15, 20, 21, 23 have been described in 
Proc. R. Soc. Med. 1940, 33, 681. 

t PE Phatniazolg estimations were carried out by Marshall’s 
method.. . : 
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19th day a further 36 g. of sulphathiazole given by mouth 
with reduction of pyrexia, but patient not finally apyrexial 
until end of 7th week. Blood-culture sterile on 28th day. 
Between 6th and 10th day metastatic foci of inflammation, 
which subsided without suppuration, in leg, foot and arm, as 
well as dry pleurisy. Radiographs after. 7 weeks showed 
extensive osteomyelitis of upper half of humerus with 
sequestra. ‘ 


Here there was reduction of toxemia after the drug, 
the patient ultimately recovering. nes 


Case 5.—Girl, aged 10 months. Osteomyelitis of eleventh 
dorsal vertebra with local abscess, confirmed radiologically. 
Admitted Aug. 2, 1940, on 14th day of disease. On 22nd day 
surgical drainage of abscess, pus showing Staph. aureus. 
Between 23rd and 26th day sulphathiazole (15 g.) given, by 
mouth. Improved, but pyrexia did not settle completely. 
On 35th day right-sided pneumonia only slightly and tem- 
porarily improved by sulphapyridine (12 g.) for 3 days. Soon 
became very ill. From 40th to 45th day further 4:5 g. of 
sulphathiazole given by continuous intravenous drip followed 
by 10 g. by mouth. Rapid improvement with quick fall in 
high temperature; lung condition and sinus of back were 
clearing up satisfactorily after a few days. i 


This baby showed considerable improvement after the 
drug. Clinically it was a case of septicæmia, although 


. blood-culture was not done. 


ACUTE OSTEOMYELITIS WITH STERILE BLOOD-CULTURE 


In this group 7 cases were treated without a death. 
Staph. aureus was found in pus from abscesses associated 
with diseased .bone in 6 cases. | | 


Case 6.—Osteomyelitis of lower radius and ulna. Infection 
followed open reduction for fracture. Exacerbation of fever 
plus rigor resulted from manipulation of fragments. Sulpha- 
thiazole (26 g. in 4 days) followed by rapid fall in temperature ` 
within 36 hours, the local infection recovering slowly with 
sequestra formation. 

CasE 7.—Osteomyelitis of lower humerus; 5 days illnéss. 
Sulphathiazole (48 g. in 9 days). No fall in temperature: 
Subsequent surgical drainage of subperiosteal abscess followed 
by rapid apyrexia. Radiography 3 weeks later showed no 
bone disease. ; l 

CasE 8.—Osteomyelitis of upper humerus ; 3 weeks pyrexia 
followed by surgical drainage of intramedullary abscess. 
From day after operation, sulphathiazole (80 g.) given in a 
week. Apyrexial in a few days. 

CasE 9.—Osteomyelitis of lower femur. On 4th day after 
onset drainage of intramedullary abscess by saucerisation. 
Sulphathiazole begun next day and 74 g. given in a week. 
Apyrexial after 4 days. 

CasE 10.—Osteomyelitis of acetabulum with local abscess, 
following chronic osteomyelitis of tibia with sinus. No 
improvement after sulphathiazole (22 g. in 2 days). Rapidly 
apyrexial after drainage of abscess. . 

Case 1]1.—Osteomyelitis of upper femur; 2 days’ history 
with severe toxemia. Blood-culture grew Staph. albus 
(coagulase-negative ; probably contamination). Immobil- 
ised in plaster. Sulphathiazole given by mouth (16 g. in 2 
days) without improvement, followed by 6 g. intravenously 
in 24 hours. Free sulphathiazole in blood 2 hours after 1 g. 
intravenously 5:7 mg. per 100 o.cm. Rapid fall in tempera- 
ture. Blood-culture while on drug sterile. Surgical explora- 
tion at beginning of intravenous therapy showed no pus in 
a Radiography after 3 weeks showed no definite bone 

isease. 

Case 12.—Osteomyelitis of spine (dorsal 9 and 10) with 
local abscess. Sulphathiazole (105 g. in 6 days) given in 6th 
week after onset, resulted in 4 days apyrexia followed by drug 
fever and rash. Fever subsided rapidly when drug discon- 
tinued. Plaster bed when patient already apyrexial. 


_ In 5 of these cases the drug was followed by clinical 
improvement, and in 2 it was without effect. 


CHRONIC OSTEOMYELITIS 

Case 13.—Brodie’s abscess lower femur. Surgical drainage 
of abscess. After 4 days postoperative pyrexia sulphathiazole 
(49 g. in 4 days) was followed by rapid fall in temperature. 

Case 14,—Osteomyelitis of lumbar vertebra with continued 
pyrexia and discharging sinuses 10 weeks after surgical drain- 
age of abscesses over spine. Blood-culture sterile. At end 
of this period 96 g. of sulphathiazole given in 10 days. Per- 
manently apyrexial 10 days after discontinuing drug. i 


13 
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~~ CasxE 15.— Osteomyelitis of upper femur. Surgical drainage 
of subperiosteal and metastatic abscesses of thigh followed by 
many weeks pyrexia and pathological fracture of femur. 
Sulphathiazole begun on day after immhobilising fracture in 
Thomas splint and 40 g. given in 5 days. Became apyrexial 
for 10 days (first time for many weeks). Relapsed subse- 
quently. 

CasE 16.—Osteomyelitis of cuboid with discharging sinuses 
Ano Mig pyrexia, not affected by sulphathiazole (46 g. in 1 
week). 

Case 17.—Osteomyelitis of tibia with sinuses. Sulpha- 
thiazole (45 g. in 3 days) given after failure of sulphapyridine 
to reduce fever. Followed by increase in pyrexia and 
congestion of sclera (toxic manifestations of sulphathiazole). 
On discontinuing drug became rapidly apyrexial. 

There was definite improvement in 3 cases out of 5 in 
this group. 

CARBUNCLES 

Of 22 cases of carbuncle treated with sulphathiazole 
Staph. aureus was grown on blood-culture in 5. Mag- 
nesium or sodium sulphate was applied locally in all 
cases. The results, with some illustrative cases, are as 
follows :— | 

There were 5 cases of carbuncle in the danger zone— 
the upper lip and nose, with 2 deaths, both in patients 
who were moribund before treatment began. 

Cases 18 and 19 both had positive blood-culture (Staph. 
aureus) and both died with cavernous-sinus thrombosis, 
present before therapy began. 

Cases 20 and 21.—In both of these the carbuncles subsided 
without sloughing, case 20 being apyrexial in 5 days and case 
. 21 in 3 days. | 

Of 4 cases of carbuncle on the lower lip, 1 had a positive 
blood-culture but all recovered. 


Case 23.—Aged 71 with septicemia. Blood-culture grew 


Staph. pyogenes. Blood-urea 96 mg. per 100 c.cm. Sulpha- 
thiazole (3 g. intravenously plus 80 g. by mouth) given in 13 
days; became apyrexial after 48 hours with sterile blood- 
culture after 11 days. Maximum concentration of free 
_gulphathiazole in blood 13-2 mg. per 100 c.cm. Developed 
small empyema with Staph. pyogenes in pus, which cleared up 
after single aspiration. Blood-urea normal on discharge. 


Of 13 cases of carbuncle on the scalp, neck or back, 
3 had positive blood-cultures and there was 1 death. 


Cast 24.—Carbuncle of back and septicemia. Pneumonia 
and heart failure. Blood-culture grew Staph. aureus. 
Sulphathiazole given (12 g. intravenously and 86 g. orally in 
7 days); temporary fall of temperature. Staphylococcal 
antitoxin (42,000 units intravenously and intramuscularly 
over 4 days) produced further improvement. Not apyrexial 
until 5 weeks; blood-culture then sterile. Sterile pleural 
effusion aspirated once. 

Case 25.—Aged 79, with carbuncle of neck. Blood-culture 
grew Staph. aureus. Sulphathiazole (102 g. by mouth in a 
week). Apyrexial after 4 days. Sterile blood-culture after 
6 days. 

? CASE 26, aged 79, with carbuncle of scalp and multiple 
subcutaneous abscesses, moribund before treatment began 
and died after 16 hours. Of 4 carbuncles in diabetics all 
recovered satisfactorily. | 


MISCELLANEOUS CASES 
A group of 11 cases, 2 with positive blood-cultures. 


Case 40.—Staphylococcal pyxmia resulting from cervical 
abscess after an insect bite. Blood-cultures grew Staph. aureus 
throughout treatment. Local cellulitis improved after inci- 
sion and drainage. Soon very ill with pneumonia and 
_meningitic symptoms. Failure with sulphapyridine (24 g.); 
sulphathiazole (12 g. intravenously plus 66 g. by mouth in 6 
days) together with staphylococcal antitoxin (120,000 units 
intravenously and intramuscularly over 4 days). Free 
sulphathiazole in blood (3 hours after 2 g.) was 2-9 mg. per 
100 ¢.em. Did not improve and died a week later. . Autopsy : 
bacterial endocarditis with multiple pyzemic abscesses. 

Case 41.—Staphylococcal pyzemia and suppurative arth- 
ritis of knee following infected graze. Blood-cultures grew 
Staph. aureus throughout treatment. Pneumonia and 
multiple subcutaneous abscesses. Sulphapyridine (28 g. in 3 
days) given without effect. From llth to 13th day of disease 
50 g. of sulphathiazole given by continuous intravenous drip, 
but patient died after 4 days. Free sulphathiazole in blood 
11-2 mg. per 100 c.cm. 


IN STAPHYLOCOCCAL INFECTIONS 


\ 


. 
‘ 


{march 1, 1941 


Both these cases had advanced septicemia with py. 
mic abscesses before sulphathiazole therapy was begun- 


Case 42.—Perinephric abscess following culosis. 
Sterile blood-culture. Pyrexia for a month in hospital. 
Sulphathiazole (6 g. intravenously plus 54 g. by mouth in 6 
days), followed by striking improvement, patient becoming 
permanently apyrexial and mass disappearmg from loin in a 
few days. 

Case 43.—Staphylococcal pelvic abscess and cellulitis 
following septic abortion. Blood-culture negative. Very 
ill; pyrexia for a month before abscess began to discharge 
per vaginam. Discharge ceased after 2 days, but pyrexia 
remained high and pelvic mass large. Sulphathiazole then given 
(2 g. intravenously plus 42 g. by mouth in 4 days); striking 
improvement. Permanent apyrexia after 6 days when mass 
was subsiding satisfactorily. ee, 

Case 44.—Large alveolar abscess pointing in submaxillary 
region was incised, but ceased to drain and pyrexia remained 
high. After sulphathiazole (18 g. by continuous intravenous 
drip plus 24 g. by mouth in 3 days) temperature fell rapidly in 
12 hours and swelling subsided, with slight discharge only, in 
48 hours. Blood-culture sterile. Pus contained Staph. aureus. 

Case 45.—Breast abscess rapidly subsided after single 
aspiration, sulphathiazole (36 g. in 3 days) being given 
immediately after aspiration. Pus contained Staph. aureus. 

CasE 46.—Whitlow of finger following abrasion. Pus 
contained Staph. aureus. Sulphathiazole given (36 g. in 3 
days); Whitlow incised next day; no pus found. Inflam- 
mation subsided after a few days. : 

Case 47.—Baby aged 3 weeks with pneumonia; staphylo- 
coccal abscesses of thigh and wrist, both incised. Sulpha- 
thiazole (3 g. by mouth followed by 3 g. intravenously in 2 
days) was without effect and the baby died after 2 days. 

CasE 48.—Staphylococcal peritonitis in baby 8 days old; 
was operated on and then given sulphathiazole (3 g. in 3 days). 
No improvement ; death. 

Case 49.—Staphylococcal pyopneumothorax complicating 
phthisis. Sulphathiazole given before drainage without benefit. 

Case 50.—Alveolar abscess of cheek. Unaffected by 
sulphathiazole, but cleared up rapidly after drainage. 


DISCUSSION 


In this series 11 patients had positive blood-cultures, 
present on more than one occasion in all of them; no 
blood-cultures were done on cases 5 and 47 although 
clinically they had septicemia. Of these 13 patients, 
7 died. In only 1 of the fatal cases (case 3) and 2 of the 
non-fatal cases (23 and 25) was the blood-culture made 
sterile during treatment with sulphathiazole. Antitoxin 
was given simultaneously with sulphathiazole in 1 case, 
and after a course of the drug in 3 others,‘ without 
apparent effect. In only 1 case (24) was antitoxin 
successful ‘after sulphathiazole had produced only 
temporary improvement. 

In 8 cases of osteomyelitis, pyrexia was reduced while 
sulphathiazole was being given, but surgical drainage 
had already been carried out in 6 of them. Cases 7 and 
10, which showed no improvement on the drug, rapidly 
responded when surgically drained. In cases 16 and 17, 
which had already been operated on before sulphathia- 
zole administration, the pyrexia did not settle when the 
drug was given ; indeed, in case 17 drug fever developed 
rapidly. 

All cases of carbuncle with sterile blood-culture, except 
case 25, cleared up satisfactorily, the pyrexial period 
varying between 3 and 7 days from the time of starting 

e drug. 

In the miscellaneous group 5 cases cleared up rapidly 
as soon as sulphathiazole was started. Probably in all of 
them the actual amount of suppuration was small, the 
condition present being mainly cellulitis. The 2 cases 
in which the drug was tried initially without effect 
responded readily to surgical drainage. 

In many cases the drug appeared to have no dramatic 
effect on the local disease. In osteomyelitis the condition 
progressed to suppuration, and in cases 1 and 4 extensive 
areas of bone were involved and sequestra were seen 
radiographically. Cases 7 and 11 appeared to make a 
complete recovery without radiological evidence of bone 
disease, but in these the focus in the bone may have been 
small. Most carbuncles appear to have run the usual 
course, though they did not extend, as a rule, once the 
patient had begun taking the drug, and 2 of the facial 
ones subsided without obvious sloughs. 


e 
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The dosage employed varied considerably; At first 
it was the practice to inister 1 g. intravenously for 
three to six doses, followed by 1-2 g. by mouth 4-hourly. 
Subsequently for severe cases in adults the dose was 
increased to 3-4 g. 4-hourly. In septicemia it has 
latterly been my custom to give the drug by continuous 
intravenous drip, the daily dose being 20-25 g. for adults, 
10—12 g. for children and 3 g. for infants. The sodium 
salt was dissolved in half-strength normal saline madé 
isotonic with glucose. and the drip :eed regulated so that 
enough solution was run in to raise the sulphathiazole 
concentration in the blood to 15 mg. per 100 c.cm. In 
practice this has been difficult to achieve. The duration 
of sulphathiazole treatment has varied from 2 to 16 days, 
most of the courses lasting from 5 to 7 days. The diffi- 
culty of maintaining a sufficiently high concentration of 
the drug in the blood is due to its rapid excretion. When 
the drug is given by mouth it is rapidly absorbed. 
Reinhold (1940) noticed that after a single dose of 3 g., 
the highest blood-concentration in the majority of cases 
was reached after 2 hours, and that after 4-6 hours the 
level was still above 4 mg. per 100 c.cm. With continued 
oral administration of 1 g. 4-hourly, concentrations of 
free sulphathiazole in the blood ranged from 1:2 to 19 
mg. per 100 c.cm., averaging 545 mg. Comparable 
figures were obtained by Gaisford and Whitelaw (1940). 
In the present series, free sulphathiazole varied from 1-6 
to 87 mg. per 100 c.cm. (average 46 mg.) after 1 g. 
4-hourly, from 2 2 to 132 mg. per 100 c.cm. (average 6 
mg.) after 2 g. doses, and from 3 to 9:6 mg. per 100 c.cm. 
(average 6 5 mg.) after 3 g. doses. 

Long (1940) comments on the fact that after the first 
24 hours of treatment concentrations of sulphathiazole in 
the blood are often much lower than wo: ld be expected 
from experience with similar doses of sulphapyridine, and 
that it is sometimes difficult to maintain an adequate 
concentration despite increases in dosage. The necessity 
for giving copious fluids to prevent'd position of crystals 
of sulphathiazole in the renal tubules may help to lower 
the blood-concentration by promoting excretion. In 
the elderly patients in whom renal] function was im- 
paired high blood levels were more readily reached—e.g., 
case 23 with 13.2 mg. per 100 c.cm. on 2 g. doses. This 
fact has been observed. in connexion with the other 
sulphonamides. Since some degree of renal impairment 
is present in many old people their dosage should be 
adjusted by estimations of the levels in the blood. It is 
worthy of note that, in the septicemic gPoup,. blood- 
cultures became sterile in cases 3 and 23 with concen- 
trations of 13-15 mg. per 100 c.cm., but remained positive 
in cases 1 and 4 with concentration of 5-6 mg., despite the 
fact that the former two patients were more seriously ill. 

Sulphathiazole is reported to be less likely to cause 
vomiting than sulphapyridine and our experience 
supports this. Vomiting severe enough to interfere with, 
the administration of the aoe occurred in only 1 patient ; 
4 patients vomited occasionally after the tablets; and 2 
vomited after intravenous a istration, one of these 
also developing a transient urticarial eruption after each 
injection. Drug rashes of the characteristic “ erythema- 
nodosum ” type were seen in 5 cases, usually associated 
with drug fever. One of the patients developed severe 
conjunctival congestion with irritation of the eyes; 
similar symptoms were noted by Long in some of his 
cases. 

No evidence of renal damage other than transient 
albuminuria was observed, and even this could not always 
be attributed to the drug. Case 23 with a high blood- 
urea before treatment was not adversely affected by 
sulphathiazole and the blood-urea became normal. In 
case 25 the blood-urea did rise from 34 to 56 mg. per 
100 c.cm. -while the drug was being taken, but quickly 
returned to normal when it was stopped. Long found it 
necessary in some of his cases to discontinue the drug for 
hematuria{ and anuria, but neither appeared in this 
series. Daily measurement and testing of the urine are 
important, however. 

- Moderate leucopenia below 6000 cells was seen in 10 
cases, the lowest count being 4500 in 2 cases. The count 
‘goon became normal] again when the drug was discon- 
tinued. In case 3 the count rose from 5500 to 11,500 


tł One of my ex-patients (not in this series) developed hematuria 
with extreme oliguria; this subsided when the drug was 
discontinued and 10% glucose -saline was given intravenously. 
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while the patient was on sulphathiazole, and this rise 
corresponded to considerable clinical improvement. 
When leucopenia develops it is necessary to consider 
stopping the drug; in very ill patients it would be 
inadvisable to do so unless the leucopenia became 
pronounced. 
CONCLUSIONS 


The evidence goes to show that sulphathiazole is a 
therapeutic agent of value in staphylococcal infections. 
Its action in staphylococcal septicemia, however, has so 
far proved to be limited. Early diagnosis is clearly 
essential to successful therapy with sulphathiazole, for 
failure and death occurred only in the advanced cases. 
Fleming (1940) has shown that the action of the sulphona- 
mides on suppurative inflammatory foci is inhibited by 
the presence of peptones in the pus. Thus abscesses 
—whether local or metastatic—will prevent successful 
therapy unless they are accessible to surgical drainage. 
Possibly large doses of sulphathiazole (controlled by 
repeated blood estimations) will give more satisfactory 
results in septiczemia, particularly in the early stages of 
acute osteomyelitis before suppuration has taken place. 
Fleming has also shown that the growth of staphylococci 
‘canb inhibited by a dilution of 1 in 60,000 sulphathiazole. 
Such a level would probably be inadequate in the severe 
human infections, and the findings in this series support 
the view that a blood concentration of 15 mg. per 100 
c.cm. is necessary for therapeutic success. Staphylo- 
coccal antitoxin may enhance the action of the drug in 
the septicseemic cases. 

The best results were obtained i in the milder cases, and 
although many of these would have recovered without 
sulphathiazole there is no doubt that in some of them it 
reduced toxzemia and hastened recovery. As Butler has 
noted, sulphathiazole helps to reduce the toxemia and 
fever which may persist after surgical drainage of 
abscesses or removal of the foci of infection. 

Sulphathiazole is less toxic than sulphapyridine in 
similar doses and experimentally has been found to be 
more potent against staphyloco¢ci; but it is more diff- 
cult to maintain high blood-concentrations of sulpha- 
thiazole than of sulphapyridine. The decision on which 
is the more effective clinically must await further 

- research. 
SUMMARY 


A series of 50 cases of staphylococcal infection, mostly 
of severe type, have been treated with sulphathiazole. 

In staphylococcal septicæmia the drug was of value 
when given early and in adequate doses, and rapid, 
improvement which could be attributed to the drug 
occurred in 5 out of 13 cases. In acute osteomyelitis it 
did not lessen the need for surgical drainage or check the 
progress of suppuration, but it helped to reduce toxemia. 
Many of the carbuncles ceased to extend when the drug 
was begun and the pyrexial period appeared to be 
shortened, but there were 2 deaths out of 5 cases of 
carbuncle on the upper lip or nose, both in patients with 
cavernous-sinus thrombosis present before treatment was 
begun. The drug was also found of value after surgical 
drainage had been instituted, in clearing up the toxemia 
and accelerating the subsidence of the local lesion. 

It was found difficult to maintain an adequate concen- 
tration of sulphathiazole in the blood except in elderly 
patients because of rapid excretion, and in septicemic 
cases the drug is best given as the sodium salt in isotonic 
solution by intravenous drip. A concentration of 15 mg. 
per 100 c.cm. in the blood should be attained. 

Vomiting is less common than with sulphapyridine, 
and the only other toxic effects seen were skin eruptions, 
conjunctival congestion and moderate leucopenia. 


I wish to thank Dr. W. Allen Daley, medical officer of health 
for the London County Council, for permission to treat the 
above cases, and the medical superintendents of the various 
L.C.C. hospitals at which this research was carried out. The 
sulphathiazole used in the clinical trials was supplied by 
Pharmaceutical Specialties (May and Baker) Ltd. 
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AT a meeting of the Section of Therapeutics and 

Pharmacology on Feb. 11, with Sir WILLIAM WILLCOX, 

the president in the chair, a discussion on 
Chemotherapy and Wound Infection 

was opened by Colonel LEONARD COLEBROOK. He said 


‘that the struggle against bacterial infection during the 


last fifty years had taken three roads: active and 
passive immunisatidn, including surgical drainage ; 
internal antisepsis ; and external antiseptics. The first 
reports on red prontosil did not suggest that it would 
be of great value as an external antiseptic, but later 
developments showed that it was reduced in the body to 
sulphanilamide, which had a considerable. effect on 
bacteria. It is extremely diffusible, getting quickly 
into all the tissues, the cerebrospinal fluid and the 
vitreous and aqueous humours. It has a very low 
affinity for the tissues and serum proteins, and so does 
not lose potency as the older antiseptics do; 90% or 
more is excreted in the urine. It is innocuous for 
fibroblasts and leucocytes in high concentration, and is 
readily absorbed from wounds. AlN these properties, 
with its powerful action on the streptococcus, make it 
probable that this drug has real value as an external 
antiseptic ; but this cannot yet be regarded as quite 
certain. Every wound produced by violence is really 
a honeycomb of spaces filled with serous fluid which is a 


. good culture medium for certain pathogens—called 


a 


“ serophytes ” by Sir Almroth Wright. The surgeon 
cannot obliterate all these dead spaces, and until recently 
the medium in them could not be rendered uncongenial 
to organisms. Solid sulphanilamide introduced into the 
wound will produce a nearly saturated solution for 
some hours ; up to a strength of 1 : 400 it does not harm 
leucocytes, though it may prove to do so in higher con- 
centrations. Hzemolytic streptococci will be killed 
completely by it, without leucocytic action. Tests of its 
action on staphylococci and gas-gangrene bacilli are still 
wanting. Aerial bombardment makes it necessary in 
this war to have a ‘‘ pansement d’attente,”’ to hold up 
sepsis until the surgeon can get to work. Experiments 
have shown that the sulphanilamide group offer much 
hope in this direction; by applying them early the 
surgeon can hope to prevent many cases of gas gangrene, 
to prolong the safe period for débridement, to make 
delayed primary suture possible on many less severe 
wounds, to reduce the sepsis rate in compound fractures, 
to get healing in plaster without suppuration, and to do 
much better with burns. Almost all severe, deep burns 
now go septic, and so do many of the less extensive 
ones. The best hope of avoiding infection lies in learning 
how to use one of the sulphanilamide group or one of the 
newer mysterious related substances. Some pastes are 
now ready for clinical trial in burns. For deep burns an 
occlusive dressing to avert loss of plasma protein may 
be indicated. For streptococcal infections of the skin, 
sulphanilamide has been used locally and internally 
with good effect, but it has not been much used as a 
superficial application only. Recent tests suggest that 
it will be successful in this way. This kind of treatment 
will doubtless lend itself to much abuse, and workers 
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` initial surgical treatment. 


must be careful to check their clinical impressions by all 
available means. 

Mr. EMLYN LEwIs described methods of treatment in 
wounds and burns; unfortunately in most wound cases 
the drug had also been given by the mouth to get the 
maximum effect. The powder is worked over the wound 
with the finger, he said, to cover the surface, without 


-regard to the recommended dose of 15 g. The wound is 


then sutured, or packed with plain or Vaseline gauze. 
Dressings do not need inspection until the fifth day or 
later. Wounds usually look impressively healthy ; even 
if the discharge contains organisms they do not seem to 
affect the course of the case. Sometimes at this stage 
the wound is obliterated in its depth by catgut stitches 
and the powder reapplied. Two cases of gas gangrene 
were given M. & B. 693 by mouth and Streptocide 
locally, and recovered, although they had not had ideal 
A third case, a through-and- 
through wound of the left thigh, was found to have much 
debris in the tissues and gas gangrene at operation 
twelve hours later. After wide excision and irrigation 
with peroxide, streptocide powder was applied liberally 
and M. & B. 693 given by the mouth. The wound 
healed, cleanly. Streptocide powder had been used 
locally for burns of the second and third degree, especially 
on the face, hands and forearms. It was covered with 
Tulle Gras. Results were most encouraging; one girl 
was able to discontinue dressings on the third day, 
another on the twelfth day. In one case only were toxic 
symptoms seen after external application. 

Prof. ALEXANDER FLEMING described experiments on 
the relative potency of variants of sulphanilamide. 
Sulphanilamide itself is not, he said, strong enough to 
deal with pneumococci or staphylococci ; sulphapyridine 
is stronger and can cope with pneumococci ; and sulpha- 
thiazole is stronger still and so is effective with staphylo- 
cocci. Itis a question of strength rather than of specifi- 
city. One important point is to test the concentration 
of the drug in the blood periodically ; this is too often 
forgotten. What matters is not the amount of drug 
given but the amount absorbed. No drug which destroys 


=- leucocytes more readily than bacteria is. useful; no 


pre-sulphanilamide drug passes this test. There are 
certain limitations in local sulphanilamide therapy. 
Many bacteria and bacterial extracts, some peptones 
and some chemicals inhibit the action of sulphanil- 
amides ; pws fluid may have this effect, so if there is 
much pus in the wound these drugs may be useless. 
Penicillin, made by the mould penicillium, may surpass 
the sulphanilamides. It is troublesome to make and 
does not keep very well, and so was not used in peace- 
time. Recently. workers in Oxford have isolated a 
solid impure penicillin which has a remarkable effect on 
infections both clinically and in the laboratory. Weight 
for weight it is four times as potent as sulphathiazole and 
so about a hundred times as potent as sulphanilamide. 
The active principle, if it could be isolated, would be 
more potent still. It is not inhibited by the factors 
which inhibit the sulphanilamides. Similar substances 
have been made from other moulds and organisms and all 
act in enormous dilutions. The action of these drugs 
seems to be bacteriostatic rather than bactericidal— 
stopping the growth of the bacteria so that the body cells 
and fluids will kill them. The addition of vaccine treat- 
ment to M. & B. 693 might turn the scale between life 
and death. A small dose of vaccine or the injection of 
hypertonic salt might be tried in those cases where 
streptococci do not disappear as they should. The com- 
bination of immunotherapy and chemotherapy is a 
good one. 

Mr. RAINSFORD MOWLEM read a paper on sulphanil- 
amide in skin grafting which he described as a series 
of impressions. He had tried to subject his practice 
to as severe a test as possible and so far had had only 
one apparent failure. Most of his patients were bombed 
civilians with multiple injuries needing skin grafts—burns 
and extensive lacerations. They. are, he said, usually 
heavily infected on admission to the unit, though often 
there are no clinical manifestations of the infection ; it 
nevertheless prevents surgical intervention and causes 
a high percentage of infected fingers among the nurses. 
In the past the effort: to get a clean granulated area for 
grafting depended mainly on the bacteriostatic powers of 
the body. No antiseptic could be expected to penetrate 
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. to the depths of the exuberant spongy granulation 
tissue. Efforts were therefore made to reduce the tissue 
to a flat area, less inviting to bacterial growth, by 
pressure bandages of tulle gras over which saline was 
applied. Ten-minute dressings of eusol or spirit were 
sometimes applied for two hours, and ultra-violet light 
through paraffin was tried. In those days only 16% 
of the grafts took properly and the percentage of failures 
was in the forties. The introduction of the sulphon- 
amides altered everything. Now ordinary agents are used 
to get rid of sloughs and produce “ social cleanliness ”’ 
in the wound ; if sulphonamide is used from the first the 
sloughs may take longer to separate. Then sulphon- 
amide powder is gently massaged into the granulations 
with a spatula, which seems to be a little more efficient 
than insufflation, and a dressing of tulle gras and saline 
is applied. The powder is put on daily. Before, at and 
after operation the drugs are given by mouth. The 
granulations are excised and the powder massaged into 
the serum in the wound. Over the whole of this area 
the skin graft is applied, and pressure dressings put on 
and left for seven days. The number of cases is now over 


40 and (apart from the one failure who received no 


sulphanilamide by mouth) there has been no cellulitis 
or infection and at least 75% of the grafts have taken. 
The sulphanilamide beneath the graft does not prejudice 
the take, even though it may be sin. thick. The blood 
sulphonamide rises to about 3 or 4 mg. per c.cm. and there 
has been no intoxication. All this is extremely en- 
couraging in enabling the surgeon to apply the finest 
of all dressings—the patient’s own skin—before fibrosis 
and contractures appear. 

Dr. FRANK HAWKING drew attention to the possible 
use of sulphonamide compounds in preventing gas 
gangrene. Experimental wounds were made in guinea- 
pigs and infected with 10,000 lethal doses of Cl. welchii 
or Cl. septique. Insertion of sulphonamide compounds 
at the same time as the infection saved up to 75% of the 


animals. Sulphathiazole was the most effective com- 
pound; sulphapyridine was moderately effective ; 
sulphanilamide was good against Cl. welchii but had no 


action against Cl. septique. Since sulphathiazole is 
expensive, a mixture of equal parts of sulphanilamide and 
sulphathiazole can be used; in experimental wounds 
this was almost effective as pure sulphathiazole. None 
of the compounds had much action against Cl. aedema- 
tiens. In clinical practice, the sulphonamide compound 
should be reinforced by the prophylactic injection of 
antitoxin. When treatment was delayed for 2 hours 
the. results were much less good ; when it was delayed 
6 hours all the animals died. Therefore treatment should 
be applied as early as possible. Oral treatment was less 
efficacious than local treatment. A number of casualties 
have now been treated with sulphanilamide or sulpha- 
thiazole and have done very well. The blood concentra- 
tion is always low ; usually less than 1 mg. per 100 c.cm. 
In the guineapig ‘wounds, sulphanilamide produces a 
high concentration (about 1000 mg. per 100 c.cm.) but it 
is all gone within 24 hours; sulphapyridine persists for 
7—10 days but the concentration is only 40 
c.cm.; sulphathiazole persists for 4-5 days and the 
concentration is about 100 mg. per 100 c.cm. Sulph- 
anilamide travels quickly from one end of a wound 
to the oth r, sulphathiazole fairly quickly, but sulpha- 
pyridine travels slowly, and the concentration at the 
far end is never high. Experiments were made on the 


diffusion of these compounds through the abdominal © 


wall of the rat from within outwards, the wall being 
2—3 mm. thick. If the tissue is dead sulphanilamide 
passes through fairly well and produces a fairly high 
concentration (26 mg. per 100 c.cm.) on the outside, but 
it requires 24 hours to do so; if the tissue is alive, how- 
ever, with an active circulation, the concentration on 
the outside is never greater than in the body as a whole. 
Thus, if a sulphonamide compound is placed in the cavity 
of a wound, it will pass down into the crevices, and it 
will slowly diffuse into pieces of dead tissue. 
concentration which it produces in adjacent living 
tissue will be no higher than that in the body as a whole. 
In order to reach this living tissue the local application 
should be supplemented by oral administration. Finally 
Dr. Hawking referred to previous statements that pus 
would inhibit the bacteriostatic action exerted by sulph- 
anilamide on bacteria in vitro. He treated several 


mg. per 100. 


But the. 


wounds containing thick pus by the insertion of sulpha- 
thiazole and found that the pus became sterile. 

Dr. C. A. GREEN said that there were few reports on 
the effect of body reactions on therapy. He described 
work with Streptococcus hemolyticus in rabbits and 
Prontosil Soluble. In the first experiment, the effect of 
therapy on the response to streptolysin O in the form of 
culture filtrates was studied in two rabbits. There was 
no indication that prontosil had any effect. In a second 
experiment the effect of ‘prontosil therapy on the anti- 
streptolysin O response in experimental infection by 
hemolytic streptococci was studied in four rabbits. 
Despite prontosil therapy the usual reduction in the 
latent interval before the appearance of the response 
was noted, and a higher titre was reached than in the . 
original course. This combined result was considered 
definite evidence of the absence of any interference with 
production of antistreptolysin O as a consequence of the 
exhibition of prontosil. The results indicated little of 
any interference with production of antistreptolysin O 
in experimental animals as a result of the simultaneous 
injection of prontosil. These observations might throw 
some light on the disappointing results of prontosil in 
the treatment of acute rheumatism. 

Major A. E. Francis described the results of local 
sulphanilamide treatment in forty-seven patients with. 
77 wounds infected with hzemolytic streptococci. In 
twenty cases with 31 wounds infected with group-A 
hemolytic streptococci the organisms disappeared 
entirely with local therapy only. A further three cases 
with 8 wounds received oral as well as local treatment ; 
one case (compound fracture of the mandible) received 
oral treatment only. In eleven other cases, with 
originally 22 infected wounds, 15 wounds became rein- 
fected, or resisted treatment. Of these, two cases had 
streptococci which were resistant to sulphanilamide in 
vitro, four cases became reinfected while on leave, one 
case was found to have an undrained pocket of pus, 
while in three cases the streptococci reappeared after 
operations. Two cases with group-C streptococci had 
responded satisfactorily but five cases infected with 
group D had all resisted treatment, three of them 
actually developing the infection while under sulphanil-| 
amide therapy. Three group-G infections had re- 
sponded well. Much exudate prevented the action of. 
sulphanilamide. The intelligent coöperation of the staff 
was essential. The drug must not be applied over a 
dried film of exudate without being moistened with 
saline. Sometimes eusol had been put on top of sulph- 
anilamide; the resulting compound was inactive. 
Bacteria sometimes could be recovered from the sur- 
rounding skin after they had disappeared from the 
wound. The skin should therefore be treated with an 
antiseptic, such as Dettol cream. The skin sometimes 
became rather macerated from the saline packs, but 
recovered if these were left off for a day. 

Dr. K. WALLERSTEINER pointed out the difficulties 
in estimating the efficiency of these drugs, and described 
the tests in use with the new Bayer compounds now 
becoming available. One new compound with two 
sulphanilamide radicles had proved to have great affinity 
for fibroblasts and to be very efficient. A derivative 
of trypan blue with two sulphanilamide groups had 


been developed for external application. 


In their fourteenth annual report the Universities 
Federation for Animal Welfare (UFAW) admit that 
they are carrying on under difficulties. Their main. 
stronghold, the University of London, has been scattered 
through the provinces, their honorary officers are pre- 
occupied with service duties. Since the report was 
written their London offices have been wrecked by enemy 
action. But UFAW’s morale is unshaken. Though 
the war may have restricted their opportunities, under 
their new president, Sir Peter Chalmers Mitchell, F.R.S., 
they are resolute that they will lose no chance of advanc- 
ing a step here and a step there. The scientific investiga- 
tions committee has been active and new members have 
been gained, especially in the University of Oxford. 
For the present the work is being carried on from the 
home of the general secretary and all letters should be 
addressed to Hall Place, Lyndhurst Terrace, London, 
N.W.3. 
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The Factors of the Mind 


An Introduction to Factor-analysis in Psychology. By 
CYRIL Burt, M.A., D.Sc. Oxfd, professor of psychology 
in the University of London. London: University of 
London Press.. Pp. 509. 21s. 


THE factors of the mind, in Professor Burt’s sense of 
the word, are qualities the existence of which can be 
deduced from the results of different tests applied to 
suitable groups of subjects. Thus Spearman’s g is a 
general factor present in all intellectual processes, as 
distinct from specific factors, like verbal or arithmetical 
ability, which occur only within a limited range of .pro- 
cesses. Factor-analysis is the technique by which 
logical and mathematical principles are applied to the 
figures obtained from psychological tests first used on 
empirical grounds and presumed to measure some 
factors of the mind. The possibility of measuring these 
factors is still criticised, and Professor Burt is at pains 
to defend it. He notes that the relative order of merit 
of pupils, as judged by class-teachers, may prove 
incapable of useful analysis because ‘‘ merit ’’ denotes a 
complex and therefore doubtful quality ; but it may be 
analysable into two or more factors, such as intelligence 
and industry and perhaps speed of memorisation, that 
are independent of each other and can usefully be 
arranged in a linear series. He claims, in face of opposi- 
tion both ancient and modern, that his material is fit 
subject matter for science because its agreement with 
facts is demonstrated by the power of prediction ; for, 
says he, ‘‘ the psychologist’s prediction of what a child 
will do in certain tests tomorrow is far more accurate than 
the meteorologist’s predictions of what tomorrow’s 
weather will be.” Practice and theory are closely 
linked in the book, a pretty problem being given by that 
common experiment in which a group of persons is asked 
to rank a series of English compositions in order of 
merit. If the group are school-children, and the com- 
positions are by authors of known repute, then we 
incline to treat the results as a measure of the children’s 
powers of appreciation; but if the compositions are 
children’s essays then grown-up judges in their pride 
treat the results as a measure of the value of the essays. 
The factorial analyst would say that the results express 
the interaction between the test stimuli and the qualities 
of the judges; which of these we treat as constants 
and which as variables depends upon what we are trying 
to study and how we plan the experiment. 

This. book deals with only a part of a subject in which 
Professor Burt is an acknowledged master. It must be 
confessed that the mathematical descriptions and dis- 
cussions are not easily within the scope of many of us, 
but now that the connexion between emotional make-up 
and physical disorders is becoming recognised and 
clinically studied we must keep a watchful eye on such 
work as this. Those concerned, for example, in working 
out statistically the relation between temperamental 
qualities and the incidence of peptic ulcer might find 
help and confirmation in the use of factor-analysis, for 
Professor Burt indicates that his theorems are applicable 
to the factorisation not only of intellectual but of 
emotional, moral, or temperamental traits.’ 


The Foot and Ankle 


By Purr Lewin, M.D., F.A.C.S., associate professor of 
- bone and joint surgery, Northwestern University medical 
school; professor of orthopedic surgery, post-graduate 
medical school of Cook County Hospital. London: Henry 
Kimpton. Pp. 620. 42s. 7 
Dr. Lewin has written a book on the foot and ankle for 
“the student, general practitioner, industrial surgeon 
and the younger orthopedic surgeon ”?; a truly formid- 
able task. In the opening chapters he gives an excellent 
account of the practical anatomy and the physiology 
and mechanics of the normal foot and ankle, after which 
he discusses the abnormalities which may occur. These 
chapters are followed by a detailed description of that 
often neglected article, the shoe, and clear diagrams are 
given to show modifications of the ordinary commercial 
shoe for the relief of various orthopædic conditions. In 
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succeeding chapters most of the known disorders of the 
foot and ankle are discussed, but Dr. Lewin would have 
been more helpful if he had given more details of accepted 
methods of treatment. Thus in the chapter on plaster 
techniqué Bohler’s non-padded plaster is dismissed in 
three lines, and fractures and dislocations are also dealt 
with somewhat briefly, though they are well illustrated 
by line drawings. No details are given of the correct 
application of plaster-of-paris, which is so essential 
to the maintenance of reduction and the avoidance of 
many complications, and in a short section on military 
orthopedics no mention is made of the use of the sulphon- 


amide drugs in the treatment of infected wounds, nor 


is the application to military surgery of the work of 
Winnett Orr and Trueta referred to. Poliomyelitis is 
well described, a detailed account being given of the 
symptoms, differential diagnosis and treatment; but 
the section on the treatment’ of the residual paralyses 
is overloaded ; the author refers to at least eight types 
of arthrodesis of the tarsal joints. Circulatory dis- 
turbances of the leg are described in considerable detail 
and will help those called on to treat such conditions. 


. A well-illustrated section on surgical technique is included. ` 


The appendix of pedigrams contains several wisecracks. 
This work sets out to help too many classes of medical 
men and so does nof quite take its due place as a text- 
book; but if it acts only as a guide to papers and articles, 
and as an outline of many operations and other methods 
of treatment, it will serve a good purpose. 


Fractures and other Bone and Joint Injuries 


(2nd ed.) By R. Watson-Jones, M.Ch. (Orth.) Lpool, 
F.R.C.S. Edinburgh: E. and S. Livingstone. Pp. 724. 
50s. 


THis work is well arranged, fully and aptly illustrated, 
and written in an epigrammatic style which does more 
than clothe the bones. For the postgraduate it may be 
called an essential book, providing as it does a compre- 
hensive survey based on unrivalled clinical experience. 
The well-known views of Mr. Watson-Jones may not 
secure general agreement—he knows that many sur- 
geons would be critical of the method he advocates for 
treatment of fractures of the shaft of the femur seeing 
that he tabulates such criticisms and answers them— 
but they are stimulating views and above all original. 


Diseases of the Peripheral Arteries | 
Diagnosis and Treatment. (2nd ed.) By Saut S. SAMUELS, 


M.D. London:. Humphrey Milford, Oxford University - 


Press. Pp. 372. 31s. 6d. ! 


In this edition Dr. Samuels provides further evidence 
of the value of conservatism in the treatment of peripheral 
arterial disease; major amputation has been required 
in only one out of his 350 cases of thromboangiitis 
obliterans, and this experience justifies the publication 
of the details of the. therapy employed. The author 
doubts the value not only of surgery but also of the 
more elaborate physiotherapy which has been advocated 


recently for obliterative arteritis, and confines. his 


attention almost entirely to stopping smoking, proper 


posture of the affected limb including postural exercises, . 


hypertonic solutions by intravenous injection, and the 
local application of mild antiseptics to gangrenous digits. 
He makes useful suggestions for the treatment of pain, 


‘the control of which is the most serious problem in the 


management of patients submitted to non-operative 
treatment. He attaches much importance to oscillo- 
metry in the diagnosis and prognosis of peripheral 
vascular disease, more especially when it is of the 
arteriosclerotic type; and certainly the method ought 


to be employed more extensively than it is at present. 


Fuller after-history of feet which have healed under 
Dr. Samuels’s regime would be welcome, and so would 
clearer indication of the limitations of the method in the 


arteriosclerotic group. At the end of the book there are ` 
short chapters on Raynaud’s disease, erythromelalgia. 
acrocyanosis, periarteritis nodosa, essential thrombo- 
cervical rib, axillary thrombosis,. 


philia, embolism, 
frostbite, ergotism and aneurysms, but the space 
allowed has scarcely been sufficient to make the accounts 
in any way comparable in value to that of organic 
obliterative arteritis. t: 
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WAR DOCTOR 
THE rise of the Army Medical Service to its full 
stature in the last war was one of the landmarks in 
the history of medicine and a significant event in the 
life of our people. This is no mere rhetoric, no 
vaporising of a self-conscious profession, but the calm 
judgment of: public men who reviewed what had 


happened at the.close of the war. Speaking on_ 


June 8, 1920, to a great company met to do honour 
to the medical service of the Army our present PRIME 


MINISTER urged his audience to imagine what it must - 


have meant to thousands of homes and hundreds of 
thousands of men, in periods of the greatest human 
weakness and misfortune, to know that the great 
mass of suffering, misery and shattered figures which 
represented war could cast itself upon the mercy of 
the Royal Army Medical Corps, never to find that 
mercy lacking. Lord MipLeton who presided 
remarked that this was the only occasion since the 
armistice when a particular branch of the Army had 
been the object of public ovation. And if further 
confirmation is needed it may be found in the preface 
to the first chapter of the Medical History of the 
Great War which twice recalls “the singular 


freedom of the Army Medical Service from adverse 
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criticism ’’ when in previous wars the breakdowns 
in arrangements for the care of sick and wounded 
gave birth to masses of printed evidence in 
reports of royal commissions and parliamentary 
inquiries. 

How the transformation was brought about bears 
repetition. It was SIDNEY HERBERT who after the 
Crimean War gave the lead in Army medical reform. 
But nothing much was done until, as KEOGH used to 
say, God sent the cause of medical reform two men— 
MIDLETON and Hatpane. Lord MIDLETON gave the 
R.A:M.C.: the opportunity for postgraduate study 
which assured their scientific position. Lord HALDANE 
had brought the regular medical officer into close 
touch with the civilian branch of his profession. 
MIDLETON on that occasion himself told the story. 
There were, he said, men in that room who could 
remember the days when in a large cantonment the 
only site assigned for a hospital where capital operations 
were to be performed was a vacant spot between a 
dust-heap and a slaughter-house, and when the last 
man to hear of any intended move of the Army was 
the senior medical officer. In every war up to that 
war the medical service had been hurried into the 
field, although starved in numbers for peace service, 
insufficiently paid, without leisure or opportunity 
for scientific training, with scant opportunity for 
practising modern surgery, separated by a water- 
tight partition from the great civil profession which 
could be its only effective reserve. But nowadays, he 
went on, the men who held the commands in peace 


were so chosen as to hold the same commands in war.. 
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The equipment designed for peace was the same as the 
equipment for war. The gap between civilian and 
professional soldier was so bridged over that the 
professional service could be developed into a 
national force. 


as one who had in former days been’ Lord 


_MIDLETON’s critic, “ youthful, ignorant and hard,” 


rejoiced in having the opportunity of saying that 
his work in reorganisation had been signally 
vindicated. 

What was true of the last war is true also of this, 
maybe in even larger measure. There has been little 
if any criticism of the teamwork of the Army medical 
department and when the carnage is over there will 


be thousands of soldiers and soldiers’ families who will. 


look back with quiet thankfulness on what their 
medical service did for them. It is not from the 


soldier that the complaint may come but from the 


civilians at the front, for in bridging the gap between 
the civilian and professional soldier MIpDLETON made it 
possible for enough of the profession to pass over on 
to the soldier’s side to starve the civilian of medical 


aid—and thisis whatishappening. It was MIDLETON’s | 


service to bridge the gap for one-way traffic ; it may. 
well be for a statesman of equal calibre to turn the 
bridge into a broad thoroughfare that can serve an 
all-in war. Heretofore in its immediate medical 
preparedness for war the continental system had the 
advantage. For a vast standing army the pro- 
fessional soldier’s doctor is a necessity and he was 
segregated at an early stage in his career. Chemistry 


and physics behind him, the French medical student. 


who elected to go into the army entered the Val-de- 
Grace where he learnt soldiering and doctoring side 
by side and became a medical soldier rather than a 
military doctor. 


where six or seven years of the Hippocratic discipline 
deprived a man of any leaning towards other gods. 
And happy for us that it was so, for the total war has 
knocked the bottom out-of the continental system ; 
where every citizen is a potential war casualty it is 
a question of war doctor not soldier’s doctor. Nor 
is the exchange impracticable, or even difficult, in 
a country with. a genius for solving problems as they 
arise. True there are four services competing for 
medical personnel although, as we have said before, 
there is here no sordid clash of personal interest. 
These medical services are responsible to four 
state departments, three of defence and one of 
health, and we do most urgently require a medical 
war cabinet, with executive power, to reconcile their 
needs (and perhaps those of the Dominions too) and 
to ensure that enough of the right men are in 
the right place, whatever may befall us. Let the 
Prime Minister, who is still youthful and even 
stubborn, but very knowing, let him give the 
medical services a common council, presided over by 
a man of his own choosing. 


SEDATION OF THE BOWEL 


_ Tue value of opium in checking diarrhea has been 
appreciated for long enough, but only comparatively 
recently have we begun to understand the mechanism 
of its action. The slow accumulation of knowledge 
has not been due to sloth; on the contrary, a vast 
amount of published work bears witness to our 


Mr. CHURCHILL, confessing himself 


This was never the case here where. 
medicine was more jealous of her essential nature and 


_ ff 
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diligence in seeking the explanation of this pheno- 
menon. For many years the issue was confused by 
the workers who could not see beyond the depressant 
effect of morphine òn the central nervous system. 
-They assumed too readily that the constipation 
following morphine must be due to depression 
of the bowel resulting in diminished peristalsis. 
From faulty premise to prolixity is an easy step, 
and it is significant that by 1920 UHLMANN and 
ABELIN! were able to quote no fewer than 314 
contributions to the controversy that was still 
raging over the mode of action of morphine on 
the bowel. 

The earlier workers in this field held that the 
alkaloid acted by depression of the reflexes arising in 
the plexuses of Auerbach and Meissner. NoTHNAGEL’, 
on the other hand, postulated central stimulation of 
the inhibitory splanchnic fibres. Other investigators 
failed to confirm that depression of the bowel actually 
occurred, and some ‘unexpected observations were 
made, notably that morphine still produced constipa- 


tion even when the extrinsic nerve-supply to the bowel | 


was severed ; and, far from depressing the bowel- 
wall, experiments on excised intestine showed that 
the predominating effect of morphine was stimula- 
‘tion.2 In retrospect it seems curious that the dispute 
should have lasted so long, when such broad hints as 
to the probable explanation were contained in the 


already published researches on the effects of this. - 


alkaloid on the stomach. Thus, ZEHBE* as early as 
1913 demonstrated radiographically in man persistent 
closure of the prepyloric ring after the administration 
of morphine ; and, working on animals, Maanus’ 
had demonstrated the same action in 1908. Despite 
the excellence of Magnus’s pioneer work in this 
direction, he may now be accused of drawing a red 
herring across the path by his suggestion that the 
most important factor in morphine constipation was 
the hold-up of food at the prepyloric ring. That this 
is a contributory cause cannot be denied, but it 
remained for PLANT and MILLER‘ to demonstrate con- 
clusively the nature of the stimulating effect of 
morphine on the bowel in dogs and in man, and to 
prove that this action is the main cause of morphine 
constipation. In dogs their results were obtained 
by experimental methods involving the use of the 
Thiry-Vella fistula ; in man their observations were 
made on patients with thin-walled hernie of the 
' abdominal parietes, and by noting pressure changes 
in permanent fistule. After hypodermic injection 
of morphine there is a great increase of tone in the 
small intestine and a simultaneous rise in peristaltic 
and segmental activity. The augmented propulsive 
movements last only about half an hour and there- 
after they are depressed for several hours. In man 
the resultant effect of these changes is intestinal 
stasis. Except where there is idiosyncrasy to the 
drug spasticity of the bowel dominates the pharma- 
cological picture, and the passage of the intestinal 
contents is consequently hindered despite the initially 
enhanced peristaltic activity. The diarrhaa which 
not infrequently occurs in dogs and which is a rare 


Uhlmann, F. and Abelin, J. Z. exp. Path. Therap. 1920, 21, 58. 
- Nothnagel, H. Arch. path. Anat. 1882, 89, 2. 

. Baur, M. Z. ges. exp. Med. 1924, 44, 540. 

. Ghbe, M. Ther. Mon. 1913, 27, 406. 

. Magnus, R. Pflttg. Arch. ges. Physiol. 1908, 122, 210. 

- Plant, O. H. and Miller, G. H. J. Pharmacol. 1926, 27, 361. 
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manifestation of idiosyncrasy in man is probably 
explained -by a fleeting preponderance of the 
increase in peristaltic activity’ over intestinal 
spasticity. 

Although these results have helped to clarify our 
views on the main pharmacological actions of 


. morphine on the alimentary canal, there remain for 


solution many minor problems. Of these, the study 
of morphine-atropine antagonism is interesting to the 
laboratory worker and not unimportant to the 
clinician. The evidence in favour of a purely local 
action of morphine on the small intestine includes the 
statement that increased tonus persists even after 
atropinisation. It now appears that this applies 
only to small or moderate doses of atropine, for more 
recent work by Kanan’ and by GRUBER and others® 
reveals that large doses do abolish the intestinal spasti- 
city produced by morphine. According to ADLER 


-and Ivy? the triple stimulating effect of morphine on 


the ileum is seen also in the colon, but morphine- 
atropine antagonism is apparently not so complete 
in this part of the bowel.. The propulsive movements 
produced by morphine in the colon can be abolished 
by the previous administration of atropine ; and by 
careful adjustment of the proportions of the two 
drugs both the propulsive and non-propulsive side- 
effects of morphine can be eliminated without interfer- 
ing with the increased spasticity of the colon. At 
their face value, these findings suggest that there is 
some justification for using atropine as an adjuvant 
to morphine when intestinal quiescence is desired. 
Variation in the susceptibility of different species of 
animals to drugs accounts for the heavy. dosage of 
morphine and atropine used in the experiments on 
dogs (the corresponding amounts for a man of average 
weight would be about gr. 1 of morphine and gr. =s 
of atropine), These experimental results must there- 
fore be regarded only as pointers, and the next step 
is to test their applicability to man. And here it 
must be emphasised that not only are there often 
unexpected differences between human and animal 
pharmacology but where the vegetative nervous 
system is concerned responses to drugs are sometimes 
amphoteric; that is to say, the response can be 
reversed by altering the dosage. In this connexion, 
the experimental work of UHLMANN and ABELIN: is 
of special importance, for they showed that while 
large doses of morphine increase the tone and contrac- 
tions of the intestine very small amounts reduce both 
forms of activity. Whatever may be the explanation 
of this, it seems that work on morphine-atropine 
antagonism is reviving uncertainty as to the relative 
importance in the genesis of morphine constipation of 
the intestinal muscle on the one hand and the nerve- 
supply of the bowel on the other. The researcher in 
this sphere is indeed compassed about with a multi- 
tude of exasperating difficulties, more particularly if 
he confines himself to observations on animals. 
There is much to be said for following the example of 
PLANT and MILLER who supplemented their laboratory 
findings with observations on patients in the surgical 
wards. 


7. Kanan, M. A. Proc. Soc. erp. Biol., N.Y. 1937, 36, 506. 

8. Gruber, C. M., Greene, W. W., Drayer, C. S. and Crawford, 
W. M. J. Pharmacol. 1930, 38, 389. 

9. Adler, H. F. and Ivy, A. C. 2bid, 1940, 70, 454. 

LO. Sollnann, T. Manual of Pharmacology, 1936, Philadelphia, 
p. 335. 
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RESEARCH IN GENERAL PRACTICE 

In a story which gave many of us a thrill forty years 
ago, “‘Ships that pass in the Night,’ BEATRICE 
HARRADEN wrote a charming parable. It concerned 
a man who from childhood had dreamed of finding the 
temple of the ideal which he thought was placed on the 
summit of an almost inaccessible mountain. After 
years of effort he at last scaled the mountain to learn 
that this was not the place; the temple was in the 
valley he had eft. The practitioner who “ has no 
opportunity for research ” might consider this tale. 
On another page two general practitioners and an 
obstetric surgeon have drawn some useful lessons from 
the analysis of their cases of breech labour. Their 
numbers are small, but they show clearly that although 
this faulty presentation in no way affects the chances 
of the mother it is a catastrophe for the child, and 
they make out a good case for their conclusion that if 
version fails csesarean section is the treatment of 
choice, especially in primigravide or where there is 
some degree of pelvic contraction. Nothing spec- 
tacular about the analysis of such records, none of the 
splendid ritual of white-coated priests inoculating 
guineapigs, not even the mysterious but impressive 
algebra of super-statisticians. Yet it should be 
remembered that the father of medical statistics was 
a city tradesman who knew no algebra at all, that in 
the enlightened 19th century it was not a highly 
trained “scientist ’’ but a licentiate of the Society of 
Apothecaries who left general practice to create the 
best system of medical statistics in the world, and that 
the most original contribution to epidemiology of 
recent years was made by a general practitioner in 
Wensleydale. It is tempting to emulate Bishop 
BERKELEY’S “-Querist ” and submit some interroga- 
tories. Do we identify the technically difficult with the 
important ? Do we think that no important truths 
can be discovered by simple methods ? Is it possible 
that if medical neighbours and friends pooled their 
‘experience discoveries might be made which had 
escaped the Ministry of Health and the research units 
of the teaching hospitals ? The times in which we 
live, when we are all thrown back on our own resources, 
and when so much is happening that the “ experts ”’ 
are too busy to record, sharpen the point of these 
questions. . In many ways we are forced to live more 
simply, to do without many things we thought were 
necessary. Intellectual snobbishness, reliance on 
experts, fear of doing simple things, might well be 
added to the list of contraband of war. 

We must not underestimate the difficulties of the 
general practitioner when it comes to preparing his 
records for publication. His patients will not 
appreciate he extra investigations and the thorough 
inquiry needed to make a clinical case complete ; 
again, these things take time, and must be added to a 
daily round which may already be long enough ; 
examination of a stool in general practice is no simple 
matter of “ Please send fecal specimen to bact. lab.” 
on the bed-letter, but a complicated process, from 
obtaining a specimen pot and instructing an amateur 


in its use, to packing and despatching it to the: 


laboratory. When all is done there is the writing up 
in such a form as to catch the critical eye of some 
editor. But our peripatetic correspondent was 
widely wrong when he suggested last week that the 
medical journals look askance at such papers. Alas that 
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there are so few for them to look askance at. Papers 
like that of Mr. GAIRDNER and Dr. and Mrs. Jackson 
are what we are in urgent ‘need of, not only in 
obstetrics but in the whole field of medicine. Many 
doctors in insurance practice, sometimes with the 
encouragement of the regional medical officer, have © 
made records which have proved well worth the time 
expended on them and should be analysed for the 
benefit of the rest of the profession. To get their 
full value, however, some pooling would be necessary, 
and here the R.M.O. (when he returns) could help, as 
well as by initiating special inquiries. For ailments 
outside the insurance sphere the stimulus might come 
from the hospital consultants. One can foresee the 
time when the riddle of cramp, of gastric influenza or of 
neonatal hemorrhageis solved by the Blankshire group. 


Annotations l 


MEDICAL TREATMENT OF FRACTURES 

OPINIONS on the value of biochemical methods in 
accelerating the union of fractures and in the treatment 
of established non-union vary between the enthusiastic 
and the dourly sceptical. Surgeons in this country, who 
tend in the main to be conservatively attached to 
effective and continued immobilisation, will probably be 
a little suspicious of what C. F. and R. C. Nelson? term 
‘“ the medical management of fractures.” They describe 
the use of vitamins and hormones in the treatment of 
1000 cases, the objective being primary ‘healing with a 
minimum of callus. The serum calcium and phosphorus 
were estimated at the outset by a simple technique in 
order to provide the basis for treatment, and it was 
found that the former was low in 85% of all recent cases. 


Measures to raise the calcium content are advocated 


therefore whenever laboratory facilities are not available. 
These measures include the giving of two pints of milk 
daily, the administration of calcium gluconate by mouth 
and subcutaneously, and the injection of parathyroid 
extract at intervals of afew days. It is maintained that 
by these methods the serum calcium can. be raised to the 
desired level, the effect being demonstrable within 10-15 
days. Should the serum phosphorus be low, liver, eggs, 
fish and cheese are included in the diet and vitamin D 
is given in doses up to 3000 units daily. The Nelsons 
point out that in normal cases vitamin D raises the phos- 
phorus level unduly and delays union ; it should never 
be given routinely but only in the 25% of individuals 
with an initially subnormal value. During the period 
of treatment M15-20 of dilute hydrochloric acid is given 
with meals to facilitate the absorption of calcium and 
phosphorus from the bowel, and the urine must be kept 
acid throughout in order to avoid the precipitation of 
calcium in the urinary tract. The object of this regime 
is to establish a serum calcium of 10:5-12 mg: and a 
serum phosphorus of 3-5-4 mg. per 100 c.cm., and to 
maintain this'3: l ratio. For the simple Colles fracture 
and comparable injuries dietary methods only are 
employed, and where late absorption is feared, as in 
fractures of the femoral neck, dietary control is continued _ 
for many months. In suspected acromegaly or myx- 
cedema, or when the basal metabolic rate is low, thyroid 
extract is given, and iodine is administered to thyrotoxic 
cases. The American workers claim not only to have 
prevented non-union in recent cases but to have effected 
sound union in delayed cases even without strict immobi- 
lisation. However, their series lacks controls and no 
reference is made to the mechanical and vascular factors 
in the process of healing. In this country R. T. Stirling? 


- has ci some attention to the biochemical aspects of 


. J. Amer med, Ass. Tn a 1941, p. 184. 
. See Lancet, 1939, 2, 42 
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fractures, and has suggested the prophylactic use of 
vitamin C in the avoidance of excessive weak callus. 
He does not consider, sthough, that hormones are of 
proved value in the ordinary case and attributes the vast 
majority of instances of non-union to imperfect reduction 
and faulty immobilisation. Nevertheless, the paper by 
the Nelsons reminds us that there is a chemical as well 
as a mechanical side to the healing of fractures, and 
suggests the value of more frequent estimations of the 
serum calcium and phosphorus in selected cases. Where 
in the absence of some gross endocrine disturbance a 
significant deficiency is found their regime might be 
worth trying. l 


NUPERCAINE SPINAL ANÆSTHESIA 


ON a total experience of 500 cases Hand and Sise 1 of 
_ the Lahey Clinic in Boston and Rapoport? of New York 
speak highly of Nupercaine for spinal anesthesia, and 
those in England who are familiar with the drug, under 
its name of Percaine, will agree. These American 
workers used only the hypobaric 1: 1500 solution. 
Nupercaine is readily soluble in water and alcohol, and 
has the advantage that it may be boiled repeatedly 
without decomposition. An important practical point 
is that the drug precipitates as a free base in even slightly 
alkaline solution, and this is indicated by cloudiness. 
Syringes and needles to be used for nupercaine should 
therefore be washed out immediately beforehand in 
sterile water acidified with a few drops of acetic acid, 
or in 1 c.cm. ‘of the 1 in 1500 solution itself which has a 
slightly acid reaction. Hand and Sise have used the 
drug in two main groups of cases—for upper abdominal 
operations expected to take a long time, and for opera- 
tions in which for positional reasons hypobaric rather 
than hyperbaric solutions are required. They favour 
fairly heavy premedication, the average adult being 
given gr. 1/3 of Omnopon and gr. 1/150 of scopolamine 
subcutaneously 2 hours before operation and gr. 3 of 
Nembutal by mouth an hour before operation. The 
patient therefore arrives in the operating-theatre very 
sleepy. Just before the spinal anesthetic is introduced 
50 mg. of ephedrine sulphate is given intramuscularly. 
The dose of nupercaine is simply calculated from the 
height and sex of the patient. For upper abdominal 
anesthesia the injection is made in the 2nd lumbar 
interspace ; 5 c.cm. of cerebrospinal fluid is discarded 
and the nupercaine, warmed to or slightly above body 
temperature, is then injected at 0-5 c.cm. per sec. The 
injection is made with the patient lying level and on his 
side and he is then turned face downwards. Nupercaine 
is effective in very dilute solution and its anesthesia 
lasts a long time. For upper abdominal surgery it gives 
excellent muscular relaxation, anesthesia develops 
within 4-12 min. of the injection and lasts for 2—3 hours. 
Supplementary general anxsthesia is valuable in many 
cases apart from those where the operation is prolonged 
beyond the duration of the spinal anesthetic, ‘‘ to lessen 
the technical surgical difficulties and to alleviate mental 
and physical discomfort to the patient.” Hand and Sise 
describe nupercaine as having little or no depressant 
action on the cardiovascular system and note that 
“when the changes in blood-pressure occur they are 
usually sudden and marked, are associated with nausea 
and retching, and appear to be initiated by manipulation 
of and traction on the abdominal contents, chiefly in 
upper abdominal operations.” In their experience the 
early employment of supplementary general anesthesia 
(either cyclopropane or intravenous Pentothal) prevents 
the fall in blood-pressure due to intra-abdominal 
manipulations. A rare complication is sudden uncon- 
sciousness as the patient is placed in the initial prone 
position, presumably due to cerebral anemia; this can 
be rectified by intravenous injection of a cardiovascular 


1. Hand, L. V. and Sise, L. F., Surg. Gynec. Obstet. 1910, 9, 9. 
2. Rapoport, G. Anesth. & Analges, 1940, 19, 154-156. 
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stimulant, for example pitressin and ephedrine. Both 
Rapoport and Hand and Sise use nupercaine spinal anæs- 
thesia largely for ‘“‘ poor risks,” but in this country 
many anesthetists hold that spinal anzsthesia is best 
avoided in shocked and toxic patients. 

The great variety of trade names which may be given 
to the same drug in different countries is a perpetual 
source of perplexity to medical men, and makes it un- 
necessarily difficult to keep abreast with the current 
literature. Here is a case in point on which we have 
already commented.? The confusion of percaine with 
procaine (Novocain) has been known to lead to a fatal 
issue, though both are safe spinal anesthetics when 
given in the correct dose and proper manner. The 
general adoption of the name nupercaine would clearly 
be an advantage, and there is a good case for the adop- 
tion by the various drug supply firms of a single name for 
each individual drug whe.ever it is marketed. 


TRICHINIASIS IN 1922 AND 1941 

THE last outbreak of trichiniasis in England was at 
Milford Haven in 1922, and it is of interest to compare it 
with the one now in progress at Wolverhampton and 
Harpenden. In 1922 there were only 13 cases, com- 
pared with the 500 already estimated by Sheldon to have 
occurred in Wolverhampton.* The diagnosis was made 
at Milford Haven on the eosinophilia and on the discovery, 
in two cases, of Trichinella spiralis parasites in the 
fæces. The examination was carried out on fairly thick 
films which were pressed between photographic plates 
and examined under a very low power. Embryos have 
been isolated from fæces in the present epidemic by 
Prof. R. T. Leiper, but the diagnosis was originally 
established by biopsy of muscle, a method which does 
not seem to have been used in 1922. 

The eosinophilia in the 1922 epidemic ranged from 
15-7 to 39-6% ; at Wolverhampton the eosinophil count 
has been less characteristic, ranging from 1 to 49% in 
seven cases reported by -Lee.’ His figures show that 
the eosinophil count may vary widely at different stages 
of the same case—in one from 3 to 33%, in another from 
49 to 5%. At Harpenden the figures have been steadier, 
ranging, in five cases reported by Garrod and MacLean,‘ 
from 27 to 47%. The clinical features of the 1922 
epidemic were similar to but not identical with the 
present ones. Patients in 1922 showed gastro-intestinal 
disturbance and epigastric pain at the onset, with 
vomiting and diarrhoea ; in the present epidemic gastro- 
intestinal symptoms have been largely absent, and 
constipation is the rule, but vomiting. has occurred in 
about a third of the cases towards the middle of the 
illness. In typical cases of both epidemics, an early 
symptom noted by the patient was swelling of ‘the eyelids 
and headache. Among the 1922 cases the conjunctiva 
was sometimes red and cdematous, and in the present 
epidemic the conjunctiva sometimes protrudes through 
the closed eyelids ‘“‘ as a bulbous watery mass.” Muscle 
pains appear to have been severe in this epidemic, some- 
times amounting to agony (three women claimed to 
prefer labour pains) ; in 1922 patients noted especially the 
pain of changing from one position to another, and one 
man, whose diaphragm was probably affected, complained 
of great pain in the chest. Cough has been a symptom in 
the recent cases, but in 1922 there was no evidence of 
lung involvement; there was, however, dyspnea on 
movement. Signs of damage to the central nervous 
system were common in both epidemics, varying from 
transient paresis-or depression to severe delirium or 
signs of a cerebellar lesion. Some of the present cases 
have simulated meningitis, in others the patients have 
been mentally lethargic and sleepy ; this contrasts with 
insomnia which was a distressing symptom in most of 

3. Lancet, 1939, 2, 944. 
Sheldon, J. H. Lancet, Feb. 15, p. 204. 


4. ` 
5. Leo, J. È. S. Brit. med. J. Feb. 15, p. 237. 
6. Garrod, L. P. and MacLean, D. Ibid, p. 240. 
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the 1922 cases, as were also prostration, anæmia and 
wasting. Hæmorrhage under the nails, noted by Sheldon 
in the present epidemic, was not observed in 1922. In 
1922 the sausage was proved to be the criminal and it is 
likely to be convicted again this time. In pigs the 
muscles chiefiy invaded by the parasite are the diaphragm, 
intercostals and neck muscles, all of which are com- 
monly used to make sausages. In Wolverhampton busy 
women eat sausage meat raw ; in Milford Haven 19 years 
ago thirteen infècted people ate sausages obtained from 
a particular butcher. His pork was raised and slaugh- 
tered locally, but the farmer who had supplied the 
unlucky pig was not identified. At Harpengen the source 
of the infected pork is still uncertain. This week cases 
have been reported in two districts of Cumberland. 

One of the chief features of this disease is muscular 
pain and stiffness, and patients may therefore be 
seeking treatment for ‘‘ rheumatism’’ and may on that 
account be misdiagnosed unless a blood count is done. 
Eosinophilia is hkely to occur towards the end of the first 
week and to persist for about six weeks, and recent cases 
in this outbreak have shown 20-70% of eosinophils. 


THE CONSTITUTIONAL FACTOR IN BEHAVIOUR 
DISTURBANCE 

In assessing the relative importance of environment 
and constitution in the causation of such abnormalities of 
behaviour as are seen in the psychoneuroses, in subjects 
with psychopathic personalities, and even in the 
psychoses, psychologists have been hampered by 
inadequate criteria of constitutional defect. It is true 
that gross somatic signs of degeneration are often present, 
_ particularly in the shape of the face and head, and that 
a detailed family history often gives a clue to causation, 
but even so the question of the hen and the egg arises. 
In most instances environment has played a precipitating 
part, and some people remain normal only through the 
stability of their surroundings and the sympathetic skill 
with which their lives are controlled by others. The 
electroencephalogram has brought to hand a new index 
of abnormafity. Cerebral dysfunction—whether caused 
by gross damage, by such agents as intracranial tumours, 
abscesses or the toxzemias, or by more subtle states, such 
as the changes underlying epilepsy or the genetic 
aberration in the members of an unstable stock—is 
associated with abnormally slow alterations in cerebral 


electrical potential which can be readily recorded and, 


measured. Lindsley and Cutts! have produced further 
convincing evidence of the important part played by 
constitutional defects in the causation of even the milder 
grades of behaviour disorders. They have taken groups 
of normal children and intelligent healthy adults and have 
contrasted their electroencephalograms with those of a 
group of 50 behaviour problem children, and of 30 
children whom they considered to be constitutionally 
inferior. The behaviour problems were sufficiently 
definite for the children to be admitted to a special 
hospital, and included such things as irritability, restless- 
ness, temper tantrams, lying, stealing and obscenity 
leading to unmanageability in the home and delinquency 
in the community. The 30 constitutionally inferior 
children were wards of the state who were found to be 
unplaceable in foster homes, and who had a poor biological 
and social heritage. By studying the characteristics of 
different groups of abnormal waves in the electro- 
encephalogram, Lindsley and Cutts found a great 
preponderance of abnormality both in childrer with 
known behaviour disturbance and in those who were 
constitutionally inferior. For example, while only 3% 
of the normal adults and 30% of normal children showed 
more than 5-8 waves a second, 80-90% of the abnormal 
children gave readings above this level. Thps abnormal 
electroencephalograms were three times a8 common in 
children with abnormal behaviour as in normal children. 


1. Lindsley, D. B.,Cutts, K. K. Arch. Neurol. Psychiat. 1940, 44,1199: 


This suggests a disturbance of cerebral function which 
may be important in preventing the abnormal groups 
from adjusting themselves to their environment, 
particularly if conditions are adverse. Similarly, we 
might expect that the so-called normal children who 
showed evidences of abnormality in the electroence- 
phalogram would be relatively poorer risks in the face of 
persistent environmental difficulties. 


MECHANISM OF THE CARPUS 

THE mechanical anatomy of the carpus has lately been 
worked out by MacConaill.1 The capitate and hamate 
move together, as do the lunate and triquetral, while the 
scaphoid moves sometimes with one row and sometimes 
with the other. The other bones can be excluded from 
the discussion. He regards the capitate as the fixed bone 
in all movements. In dorsal flexion the lunate slides 
round the capitate, and the radius slides round the lunate 
in even greater degree. In the movement from full volar 
flexion to full dorsal flexion the scaphoid moves on the 
capitate until the hand is straight, but after this position 
has been passed these two bones remain fixed while the 
lunate moves on them both. This locking together of 
the scaphoid and capitate is of supreme importance. 
MacConaill says that the proximal articular surfaces of 
the hamate and capitate form a screw surface so that in 
dorsal flexion the scaphoid and lunate are also brought 
more closely together. In fact the bones of the carpus 
are welded together in dorsiflexion and more loosely 
packed in volar flexion. These observations become 
of practical value in relation to dislocation of the lunate. 
The methods of reduction that have been advised in the ‘ 
past, apart from operative reduction, are either simple 
traction or dorsiflexion followed by volar flexion. If 
MacConaill’s concept is correct, reduction should be more 
easily achieved. by volar flexion followed by dorsiflexion, 
and this is the method he recommends. The movement 
of volar flexion draws the carpus over the dislocated 
lunate bone. Slight traction on the hand helps this, 
but only the very gentlest pressure on the lunate is . 
required. One minute only is needed for recent disloca- 
tions. The movement of dorsiflexion then retains the 
bone in its reduced position, and this is the position of 
the subsequent plaster. Late cases will require operative 
treatment, for in them the space that the lunate should 
occupy has been partly filled with fibrous tissue. Nine 
cases, six of which had an associated fracture of the 
scaphoid or triquetral, have been treated by this method 
with excellent results. 


REACTIONS TO T.A.B. VACCINE 
THE case for active immunisation of the civil popula- 

tion against enteric fever has been much discussed in 
recent months, and despite an official caveat that there 
were no strong grounds for widespread immunisation 
many local and hospital authorities have undertaken 
the inoculation of certain classes of the community as ainst 
both enteric fever and tetanus. One of the objections 
raised to T.A.B. vaccine is that the local and constitu- 
tional reactions which follow the injection result in con- 
siderable loss of working time—perhaps more than 
vaccination would save by preventing enteric fever 
among an industrial population. T.A.B. vaccines may 
vary in their toxicity, and clinical comparisons of the 
immunising properties (as measured by agglutinin- 
formation) and toxicity of different commercial pre- 
parations are needed. There is no reliable evidence that 


.the use of detoxicated or oral vaccines’ to avoid reactions 


gives the same degree of protection as a crude vaccine 
of the whole organism, but care should be taken to use 
a mouse-virulent strain of Bacterium typhosum. Bact. 
paratyphosum Cis added to certain vaccines, though 
infections with A and C are extremely rare in this 
country, and this T.A.B.C. vaccine should not be 


1. MacConaill, M. A. J. Anat. January, 1941, p. 166. 
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confused with the typhoid and cholera vaccine, which as 
suggested in our issue of Feb. 15 (p. 234) might be known 
as ‘‘ T.A.B.Chal.”’ vaccine. 

Dr. Maurice Williams, medical officer of health for 
Southampton, was among the first to use T.A.B. vaccine 
on a large scale to protect the civil population, and he 
has now reported an analysis of the reactions and loss 
of working time amongst large groups of male and female 
manual and sedentary workers. Only 30 working days 
were lost among a total of 10,032 persons after a first dose 
of the Lister T.A.B.C. vaccine (0-3 c.cm. for women and 
0-5 c.cm. for men). Among 1872 male manual workers 
there was no time lost, although 27-2% of them had 
combined local and general reactions. It is not stated 
whether or not an effort was made to inoculate mostly 
at the week-end. Combined reactions were most 
frequent among male sedentary workers, 2782 of whom 
lost 15 working days. Female manual and sedentary 
workers were much alike in the proportion of local and 
general reactions and in time lost. It was noted that 
those with severe general reactions usually had mild 
local reactions, but the paucity of reaction in this mass- 
inoculation of an industrial population should help to 
lay one of the bogies of the T.A.B. vaccine. 


THE DISCOVERER OF INSULIN . 

Sir Frederick Banting, F.R.S., lost his life when the 
aeroplane in which he was pursuing his research work 
crashed in Trinity Bay, Newfoundland. So ends nobly 
a meteoric career of great service to suffering humanity. 
The discovery of insulin in 1922 was not an isolated 
brain-wave, but the painstaking push to a successful 
issue of a train of thought started thirty years before by 
Minkowski and Mering when they showed that the 
pancreas must have an internal secretion dealing with 
sugar in the blood as well as an external secretion 
dealing with foodstuffs in the gut. But this internal 
secretion of the islands of Langerhans eluded them as well 
as Schafer who called it insulin without being able to 
isolate it. The dead pancreas continued to guard its secret 
although’ in 1908 Zuelzer and Scott extracted small 
quantities-of an active substance which proved too toxic 
for human use. But Banting was not to be baulked by 
the failure of others from securing so glittering a prize. 
Macleod’s department in Toronto had given him a new 
technique of estimating minute changes in the blood- 
sugar. Best’s skill enabled him to block the external 
secretion in dogs and recover from the still intact islands 
an extract which cured experimentally diabetic dogs. 
Armed with this confidence Banting and Best quickly 
verified the suspicion that the insulin was there in the 
dead pancreas all right and could be extracted with 
alcohol before its destruction by ferments. And finally 
Collip purified the extract from its toxic constituents so 
that it could safely be given to patients. It all seems so 
_ simple now—the relentless pursuit of trath to its logical 
conclusion. Banting deserves his place in the long 
gallery of those who have found a remedy for disease ; 
he is one of that smaller band who found a talisman 
which may open other doors. 


BLEACH CREAM FOR THE MAN IN THE STREET 

THE Minister of Home Security has sent letters to 
local authorities asking them to request the help of all 
pharmacies in Great Britain in a scheme for making 
bleach cream available for members of the public if 
the enemy uses blister gas. The scheme is a simple 
one. The proprietor of each pharmacy, having been 
provided by the local authority with two enamel pails 
and 14 lb. of tropical bleach, is to be asked, as soon 
as gas is used, to mix bleach cream in the pails, and 
if blister-gas is being dropped in the vicinity to place 
the pails of cream on the pavement outside his shop 
with a poster instructing the public how to apply it. 


1. Publ, Hlth, January, 1941, p. 61. 
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It has been agreed with the Pharmaceutical Society, 
whose ready collaboration the Minister of Home Security 
acknowledges, that pharmacists should be asked to 
perform this service without payment, as part of their . 
contribution to the national effort. The Minister’s letter 
says: “Gas has not been used and the scheme is there- 
fore precautionary only. It has been decided to ask 
pharmacists to codperate because they -possess the 
necessary technical skill for making the cream and their 
pharmacies are well spread over all populous areas.” It 
is also stated that anti-gas ointment No 2 (chloramine) 
is now available for commercial sale at controlled 
prices from „manufacturers who have received special 
permission from the Ministry. As supplies become more — 
freely available, it is hoped that pharmacists will stock 
this ointment, but it cannot be expected that more than a 
limited proportion of the public will ever be able to buy 
their own supplies. The scheme for bleach cream is a 
supplementary safeguard. 


ENDEMIC FLUOROSIS 

In a leading article on p. 216 of our issue of Feb. 15 we 
were able to give first-hand information about the dis- 
tribution of fluorine-bearing minerals and how the 
fluorine may find its way into drinking-water or into the 
fumes from kilns and so give rise to signs of fluorosis in 
man and animals. The geological information was 
supplied for publication by Mr. C. N. Bromehead with 
the permission of the director of the Geological Survey, 
and we regret that no acknowledgement of its source 
appeared in the article. The evidence is noteworthy as 
connecting, for the first time so far as is known, the 
incidence of fluorosis with the nature of the subsoil of this 
country. 

A WORKING DAY 


THE gipsy strain in mankind gives little encouragement 
to those who try to regiment us. The eight-hour shift, 
so just and symmetrical on paper, gets anything but a 
warm reception from those who are invited to work it. 
Miss F. Isabel Taylor, senior deputy chief inspector of 
factories, reports! that when workers hed a choice 
between the two eight-hour shift system and long hours 
on a single shift, the single shift was generally chosen. 
One reason for this is that people dislike coming on duty 
at unorthodox times. Eight-hour turns are apt to begin 
at 6 A.M. and 10 P.M. ; workers—anyhow, at the beginning 
of the war—disliked going about the dark and lonely - 
streets at these hours. Again, the eight-hour shifts 
meant a loss of money which would otherwise be earned 
for overtime, and which was welcome in families where 
incomes had been reduced by the recruitment of young 
men. Sometimes, too, there are insufficient workers in 
a district to make up even two—much less three—eight- 
hour shifts, and, even where ordinary labourers were 
plentiful, skilled tool setters and other key men were 
scarce ; so that it was simply not practicable to arrange 
two or three shifts instead of one. Where long overtime 
had to be worked, people preferred some long days and 
some short days rather than an arrangement of hours 
which left no evening free for shopping ora visit to the 
cinema. .They even preferred to spend only 10 or 15 
minutes over tea, and get home a quarter of an hour 
earlier, rather than to take the regulation half hour. 
Perhaps some of them are biologically right in preferring 
variety and dash to ordered regularity. The factory 
hand is probably in greater danger from the effects of 
monotony than is any other kind of worker, and if he 
knows a way to make his life satisfying and various he 
ought to be able to take it, 


We regret to announce the death on Feb. 19, after an 
accident, of Mr. Tuomas HELMER, L.D.S., deputy dental 
secretary of the British Dental Association, at the age of 34. 

News also reaches us from Amesica of the death in ' 
Holland on Dec. 16 of Eucen Dusois of Leyden. In 
the early nineties Professor Dubois discovered pithe-. 
canthropus, the famous ‘‘ missing link,” in Java. 


1. Annual Report of the Chicf Inspector of Factories for the year 
A 1939. London: H.M. Stationery Office, 18., p. 37. | 
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THE EMERGENCY MEDICAL SERVICE 
AND THE FUTURE * 


By Jonn B. Hunter, M.C., M.Chir. Camb., F.R.C.S. 


SURGEON TO KING’S COLLEGE HOSPITAL AND THE ROYAL CHEST 
HOSPITAL, LONDON; GROUP OFFICER, E.M.8. 


EARLY in 1939 representatives of the staff of the 
London teaching hospitals met under the title of the 
Hospitals War Committee, and decided to ask the 


Voluntary Hospitals Committee to combine with them . 


THE EMERGENCY MEDICAL SERVICE AND THE FUTURE 


and meet the Ministry of Health to hear what arrange- 


ments were being made in connexion with the medical 
services if war should break out. The Ministry there- 
upon put forward their sector scheme whereby twelve 
members, one from each of the teaching hospitals, should 
be selected to advise the ministry on hospital arrange- 
ments in the London area and link the teaching hospitals 
to its casualty scheme. England.had been divided into 
independent regions, each with its own commissioner 
superintending all services and a hospital officer to 
deal with the medical problems. London presented 
a special problem on account of its size and vulner- 
ability, and the fact that it had so many hospital beds 
in proportion to those in the home counties. A rough 
census of the beds available and buildings suitable for 
use as hospitals outside London had been made. 


EARLY PLANS 


The Ministry of Health were relying on their hospital 
officers to coérdinate the arrangements in each region, 
making use of the county medical officers of health as 
their agents. The introduction of the sector system in 
the London region complicated the picture, and naturally 
the medical officers of health must have questioned the 
appearance of those strange creatures, the group officers, 
in their pond; but their goodwill overcame many 
difficulties. The buildings outside London earmarked 
for use as hospitals were then carrying on their peace- 
time function, so that new theatres, X-ray depart- 
ments and nursing-staff accommodation remained paper 
schemes, and with few exceptions were not started before 
war broke out. In September, 1939, when these hos- 


pitals were required, staff quarters were short or uncom- | 


fortable, and essential services were inadequate. It is 
difficult to know how this could have been altered, unless 
the hospitals had been put on a war footing six months 
or more before war broke out. It was soon clear that the 
number of beds provided would be inadequate if the 
figure of casualties given by experts was taken as a guide. 
Those figures, we know now, were too high, but we had 
to legislate for them. Existing beds in provisional 
hospitals were inadequate, and the Ministry decided to 
put up hutted hospitals, using in most places the ad- 
ministrative services of existing hospitals or institutions. 
This work was put in hand at once. The huts were not 
ready until after war had broken out, and a second 
expansion of hutted hospitals was delayed by difficulties 
in obtaining material. Groups of beds, or individual 
buildings, were also earmarked as special centres or 
hospitals. 
EQUIPMENT, STAFF AND TRANSPORT 


Lists of surgical instruments for a casualty service 
were prepared; no attempt was made to provide 
elaborate surgical equipment. For years past surgeons 
had been using nothing but hand-forged instruments, 
and the surgical instrument makers of the country were 
unable to supply suddenly large quantities of mass- 
produced instruments and to meet at the same time 
the requirements of an expeditionary force. 

X-ray apparatus, too, fell short of requirements for 
the expanded number of beds. It was decided that most 
hospitals would have to be served with portable machines 
because it was thought to be impossible to move fixed 
machines out of London in time. Later, plans had to 
be made to house fixed sets, obtained not only from 
manufacturers in this country but also in America. By 


* Based on a presidential address to the section of surgery of the 
Royal Society of Medicine given on Feb. 5, 1941. 
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the generosity of the voluntary hospitals, especially 
those of London, large amounts of equipment were made 
available. Transport was already planned, not only 
to take casualties from the scene of the incident, but also 
for inter-hospital evacuation, and these plans are in 
operation today. ; 

Lay staff of the emergency hospitals included expert 
staff (such as theatre porters and technicians), and 
domestic staff and porters. Expert staff had to be pro- 
vided from the voluntary hospitals, domestic staff and 
porters -by the local authorities owning the hospitals. 
It was clear that nursing staff for the ‘increased 
number of beds could not be provided on a peace-time 
basis, and that even on a reduced scale there would be . 
shortage —as has proved to be the case. Sector matrons 


: were appointed, and a pool of nurses from the various 


hospitals was made, including the London County 
Council hospitals. These were allocated to the emergency 
hospitals, together with members of the Civil Nursing 
Reserve, a new body enrolled as a war-time measure. 
Outside London the arrangements for nursing were in 
the hands of the regional hospital officers and the 
county medical officers of health. 

In appointing medical, staff a rule-of-thumb method 
could be employed for house-officers, but not for more 
senior grades. From time to time the group officers 
pressed for the medical staff to be embodied in the terri- 
torial service, but these recommendations were not 
favourably received. The group officers in the London 
sectors considered that as the question of remuneration 
for medical staff affected the whole country, it should 
be determined by a committee set up by the ministry, 
in consultation with the advisory committee. For many 
months the question caused much uneasiness and 
discussion. 


THE PROOF OF THE PUDDING 


All the experience of the Ministry of Health had been 
associated with peace-time health problems, and their 
only contact with hospital affairs had been through 
the county medical officers. In starting this new service 
they harnessed it to existing civil practice, including 
the voluntary hospital system. But there was bound 
to .be some rigidity—a bureaucratic tendency to pro- 
crastination that to many people appeared unforgivable. 

When the service came into being, the upgrading in 
the hospitals was at once begun, and medical and nursing 
staff reported to their hospitals. The staffs of the London 
ee had uprooted themselves, and they found 
therhselves in strange surroundings. Their clinical work | 
had disappeared, and the theatres and wards among 
which they found themselves appeared rudimentary, 
with almost complete absence of those efficient arrange- 
ments which were part of their life. But they started 
with goodwill to reproduce in these new- hospitals a 
replica of the old, and their criticism was chiefly 
constructive. 

No civilian casualties appeared ; there was a lull, and 
the civilian sick returned to the outpatient departments 
of the hospitals, and arrangements had to be made for 
their treatment. The ministry decided to transfer cases 
requiring treatment into the sector hospitals. These 
hospitals were not equipped for such work and the jnflux 
of civilian sick led to further improvement in the equip- 
ment of all departments; and this process still goes on. 

Certain hospitals were earmarked as convoy hospitals, 
and to these the Army sick were brought from France ; 
but it was not until the Germans invaded the Low Coun- 
tries that any wounded were received, and not until the 
retreat did the service have to deal with large numbers 
of wounded. The work was well done but some medical 
officers were not aware of the facilities of the service ; 
they had the feeling that if a case came into their hospital 
it was up to them to treat it, and see it through, rather 
than to have it transported to another hospital further 
afield where there was less crowding and perhaps better 
facilities for special cases. | 

In August and September civilian casualties had to 
be treated, so that the purpose for which the service 
was created was at last fulfilled. Despite the fact that 
large numbers of hospital bed were put out of action by 
bombs, no undue strain was put on the numbers remain- 
ing; the’emergency hospitals were even able to go on 
treating the civilian sick. 
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Some have seen the Emergency Medical Service as 
the beginning of a state medical service. I do not think 
that this is true. Nevertheless it soon became clear that 
a new conception in medical service had come into being. 
The idea of decentralising the treatment of the urban 
sick was not new. It had been advocated for many 
years—whenever one of the large London hospitals was 
due for rebuilding. The reasons against removal in- 
cluded the difficulty of getting patients to consent to go 
out, because their relatives might not be able to visit. 
them, and possible difficulty in connexion with'the con- 
sulting staffs. These have not proved insurmountable ; 
the patients in the sector hospitals are still visited by 
their friends, and the consulting staffs have found that 
travelling to and from the sector hospitals has not been“. 
so difficult to arrange as was anticipated. It seems that 
the principle of keeping a small hospital in town, with 
an adequate outpatient department, and transferring 
the sick to a hospital in a green belt outside is feasible. 


The Minister of Health, from the work of the Nuffield 


Trust, has already seen the possibilities opened up by 
the regional system. -In the country districts enlight- 
ened counties have taken advantage of the Hospital 
Act which permitted them to set up an adequate hospital 
service; others have not been so forward and these 
have had to depend on small voluntary and cottage 


hospitals with insufficient accommodation. The regions 


include several counties and borough councils, so that 
a new method of control will have to be evolved, the 


-county control disappearing. But it would be unthink- 


able not to use the enormous experience of the county 
medical officers and their staffs in any such scheme. 


THE FUTURE 


The’ fallacy of all policies connected with medical 
services is the position, in the social scheme, of the 
doctor. We have trained the lay public and ourselves 
to regard our position in the economic structure as that 
of a consultant. We are there to give advice, and if 
they.don’t like it—whether it takes the form of plans 
for an operating-theatre or a bottle of medicine—they 
are at liberty to throw it down the sink. Some change 
in this outlook will have to come. Medical men will 
have to be given some kind of executive authority, and 
the medical profession will have to be ready and willing 
to assume that authority, so that medical measures for 
the improved health of the nation are not left to county 
committecs. | 

Let us sketch an outline of what such a regional 
scheme might look like. There would be small hos- 
pitals with full outpatient departments in the urban 
districts, and, outside these districts, in a green belt, 
large central hospitals providing accommodation and 
facilities for all specialties, and dealing only with acute 
sick in the same way as the existing voluntary hospitals 
do. Further afield, depending on geographical circum- 
stances, there would be satellite hospitals dealing with 
tuberculosis, mental cases and those cases known as the 
chronic sick, and in each region there would be con- 
valescent homes for children and adults. Let us see how 
the hospital patient of today would fit into such a scheme. 
A case of gall-stones or cancer would seek advice at an 
outpatient department and be seen by the appropriate 
consultant who would advise hospital treatment. The 


case would be admitted centrally and transferred to the 


large acute hospital to one of the consultant’s beds in 
that hospital. After investigation and appropriate 
treatment the patient would be sent for convalescence, 
or if the condition was inoperable to his own home or to 
the satellite hospital for the chronic sick. With another, 
a patient with tuberculosis, the same procedure would 
be adopted; he would be sent for investigation and 
treatment to the larger hospital or direct to the satellite 
sanatorium. The acute case would be dealt with at the 


-urban hospital, but the patient would be transferred to 


the periphery as soon as he was fit to travel. 

At this point undoubtedly someone will say this is a 
state medical service; and at once sinister thoughts 
creep in about the curtailment of that liberty for which 
we are supposed to be fighting. I would agree that this 
would be a state service—a proper state service—but 
it would be no more than what the emergency medical 
service is attempting to be today with a free medical 
profession. Such a scheme has to be harnessed to 
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finance, and it is here that the profession become nervous, 
believing that money means not so much control as 
interference. This need not necessarily be so. In the 
past the medical schools have been given large grants of 
money through their universities, but there has been no 
interference with the way individual schools have carried 
on their affairs. That the money granted has been 
expended in a proper manner is all the control that has 
been asked. These grants merely ensure that a broad 
general plan is followed. In the regional scheme out- 
lined some similar system of linking finance might well 
obtain. Ithasalready been suggested that the voluntary 
hospitals might have their resources pooled under a 
hospitals corporation, on similar lines to the B.B.C. 
Such a suggestion might go further by pooling all money 
that today goes to the hospital services, under a national 
medical corporation, or some such body. 

In such a scheme surgery would play a large part and 
the surgeons of today should be asking themselves how 
they can improve the surgery of the future in any recon- 
struction that takes place. What constitutes a surgeon ? 
Is he a man who goes out into a country district and calls 
himself a surgeon, or is he a man who takes a higher 
qualification in surgery ? Broadly speaking, neither. 
The first may fail from lack. of knowledge, the second 
from lack of judgment. He should be a man who in the 
opinion of his teachers has enough knowledge and 


experience to undertake surgery, who has served an 


apprenticeship in surgery. The carpenter and the 
cabinet-maker work, in the same medium, yet the one 
requires a different apprenticeship from the other, and 
we expect a more finished class of work from the latter. 
We must ask ourselves, then, if these surgeons of the 
future should not have more experience under recognised 
teachers, after their final surgical examination, and 
before going out into the country under such a scheme. 


We are seeing almost daily men and women with wounds 


that seem as though they must cripple the patient for 
life, who yet recover almost full function. As surgeons 
we have also to inflict wounds in patients. We should 
see to it that we do not take advantage of this astonishing 
phenomenon of human recovery, but recognise it humbly 
as an aid to our art, and that we teach our assistants 
to treat it in the same way, so that when they leave us 
they go out with judgment and gentleness as good , 
surgeons. For our part we must see that, whatever 
reconstruction takes place when peace comes, the indi- 
vidual character of British surgery—which is one of its 
greatest possessions—is maintained. 


FURTHER AMENDMENTS TO THE B.P. 


FURTHER alterations and amendments to the British 


-Pharmacopeeia have been effected by notice in the 


London, Edinburgh, Belfast and Dublin Gazettes. The 
items concerned are acetum, oxymel and tinctura 
scillz, scilla, cataplasma kaolini, sodii lactas, tinctura 
valerianze ammoniata, urginea, valeriana and valeriana 
indica. Hitherto the squill of the Pharmacopoeia has 
been restricted to the bulb of Urginea scilla, the main 
source of supply of which was Sicily, and as that source 
has been closed Indian squill, the bulb of Urginea indica, is 
the subject of a new monograph and the monograph on 
squill has been amplified by the addition of the words 
“ when squill is prescribed or demanded Indian squill 
may be dispensed or supplied.” Facilities have been 
given to the importation of Indian squill which is now 
quoted in the London drug market. This variety of the 
drug is stated in the B.P.C. to be used in India and the 
Eastern Colonies in place of squill, and by amending the 
monographs on vinegar, oxymel and tincture of squill 
so as to permit the use of Indian squill in their prepara- 
tion the Pharmacopeeia is brought into line with Indian 
practice. The effect of the alteration in the monograph 
on kaolin poultice is to sanction the use of sodium lactate 
in place of glycerin in its manufacture, the object being 
to assist in the conservation of glycerin supplies. The 
monograph on valerian has been amended by the addition 
of the words ‘‘ when valerian is prescribed or demanded, 
Indian valerian may be dispensed or supplied.” As in 
the case of Indian squill, facilities have been given for the 
importation of Indian valerian, and in the preparation of 
ammoniated tincture of valerian. Indian valerian (Vale- 
riana wallichii), which is indigenous to the Himalayas, is 
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admitted in place of Valeriana officinalis which can be 
collected in England from both wild and cultivated 
plants, but was formerly obtained in large quantities 
from Belgium and Holland. The opportunity has been 
taken to make a correction in the official dose of mepa- 
crine hydrochloride; this should read: metric 0-05 to 
0-1 gramme ; imperial } to 1} grains. 

While it is gratifying that India is able to supply this 
country with vegetable drugs which were formerly 
obtained mainly from countries which are temporarily 
closed to our trade, it seems curious that we should have 
to bring a commodity like valerian such a long distance 
overseas when all our domestic needs could be supplied 
in our own country if production, collection and distribu- 
tion were carefully organised. It may be that by next 
autumn when the rhizomes of the plant cultivated in 
Derbyshire, Oxfordshire, West Suffolk and elsewhere in 
England are ready to be dug up there will be less need to 
use cargo space for a drug which grows under our-very 
noses. Incidentally belladonna and dandelion root are 
also being imported from India in order to make up for 
the loss of imports from central Europe ; what has been 
said about the home production of valerian applies 
almost equally to these. - 


THE STRETCHER PATIENT SECURED 


A.R.P. workers sometimes need to lower a patient on 
a stretcher feet first by means of a rope fastened to the 
head of the stretcher and a guide rope pulling the foot 
end out from the wall; or to lower him by sliding the 
stretcher down a ladder; or to lower him horizontally 
from an improvised crane, with the chance that the 
stretcher will hit projections on the building and be tipped 
on one side or up at one end. Mr. H. F. Hodges, staff 
officer for stretcher parties, and Dr. E. B. Grogono, 
medical officer for civil defence, at Wanstead and Wood- 
ford, have devised a method of securing the patient to 
the stretcher by means of seven triangular bandages, and 
this is said to ensure that, whatever the position of the 
stretcher, the patient will not move more than 2 in. in 
any direction and that he will even remain in contact 
with the stretcher when face downwards. 

The patient is blanketed (the Wanstead and Woodford 
method, officially approved,' is preferable), placed on the 
stretcher, and the bandages are then applied as shown 
in figs. 1 and 2. They are secured not by reef knots, 
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Fie. 2—Detail of foot bandages. 


is turned on its side and also take a little weight if the 
head is downwards. They can be fairly firmly applied and 
scarcely restrict breathing. The head bandage immo- 
bilises the skull comfortably and does not normally take - 
much weight ; it is especially useful if the patient has a 
head injury. Alternative methods have been devised 
for special injuries. For example, with leg injuries, two 


e 


Standing | 
Part Free 
End 
i 


2nd Turn 


Fie. 3—Knot. 
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Fic. 4—Arm slings. 


bandage slings are placed under the arms from the top 
bar of the stretcher (fig. 4); the pelvic bandage is used, 
buf the weight-bearing ankle bandages are omitted or 
modified, and the legs are steadied on the stretcher by 
such means as the injuries allow. These methods have 
been approved by rescue personnel and are now being 
practised. With custom, the bandages can be applied 


which for this purpose are useless and dangerous, but» very quickly. 


2 o 


AP 


X 


ae 


by two round turns on the 
stretcher bar and two half 
hitches (fig. 3); this has the 
advantage of taking nearly 
all the strain off the knot 
itself. It does not matter 
whether the knots are tied as 
a clove-hitch or in opposite 
directions. Whether the 
head or the foot of the 
stretcher is raised nearly all 
the patient’s weight is taken 
by the ankle bandages. The 
knee bandage prevents 
! flexion at the knee, which 
would allow the patient to 
sag downwards, and the hip 
bandage steadies the pelvis. 
The crossed chest bandages 
give support if the stretcher 


Fie. 1 — The séven triangular 
bandages applied. Numbers 


indicate order of moves. 1. See Brit. med. J. 1940, 2, 638. 


Fic. 5—Neil Robertson stretcher; used for hoisting patients from the holds of ships. 


A 
A ready-made stretcher intended to serve the same 
purposes, (the Neil Robertson hammock stretcher) 
is shown in fig. 5. It has proved valuable in the N avy 
for removing wounded men from turrets or storeholds, 
or even from ship to ship. The bands which enfold the 
patient are made of canvas, reinforced with bamboos or 
laths, and fasten with adjustable straps ; the stretcher 
is thus compact, light and flexible. The patient can be 
carried by the hand grips at the sides, or slung from 
ropes at the head and feet. 
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INDEX TO THE LANCET | 
VOL. II, 1940 


The Index and title-page to Vol. II, 1940, which was 
completed with the issue of Dec. 28, is now ready. A copy 
will be sent gratis to subscribers on receipt of a post card 
addressed to the Manager of THE LANCET, 7, Adam 
Street, Adelphi, W.C.2. Subscribers who have not already 
indicated their desire to receive indexes regularly as 
published should do so now. 
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In England Now 


A Running Commentary by Peripatetic Correspondents 


I’VE just read General Wavell’s articles in the Times 
on the art of generalship. ° It struck me that the 
application of the principles which he enunciated was 
far wider than he claimed, in fact that they held good 
for leadership in all walks of life. To make it clearer in 
my own mind I sat down with pencil and paper and 
wrote out his ‘‘ qualities necessary for a general,” 
arranged roughly in order of importance. The result 
was like this :— 

1. Toughness.—Robustness, even solidity; ability to 
stand up to shocks; mental toughness more important than 
physical. DEE - 

2. Courage.—Determination, energy, the fighting spirit, the 
will to win; the spirit of adventure: “a touch of the 
gambler.” ' 

3. Common sense, —An ability to see what is and what is 
_ not practical or possible. . ` 

4. Administrative ability.—An ability to devolve responsi- 
bility, and to suit instructions to the capacity of one’s sub- 
ordinate. E 

5. Natural qualities of leadership.—Interest in, and know- 
ledge of, humanity ; the capacity to inspire the confidence, 
respect and appreciation of one’s men, rather than their 
affection ; firmness combined with justice ; a position which 
is remote but not aloof; appreciation of humour, but little 
demonstration of it. 

6. Clarity af purpose. 

7. Imagination.—Adaptability, craftiness. 

8. Observation. 


With this as a basis, I constructed what ought to be 


called ‘‘ the Wavell Psycho-biogram.” You take any 


person you like and mark him or her from 0 to 3 under. 


each of these headings: 0 means complete ‘‘ absence of 
the quality ’”; 1 means “ quality present but not up to 
general standard ”; 2 means ‘‘ present up to general 
standard ’?; and 3 means ‘‘ maximal amount present ”’ 
(Ceesar or Napoleon class). Maximal marks are 24 ; pass 


marks for a general or other leader position are ]6;: 


below that, ‘‘ ploughed.” Before I marked my subjects, 
. I classified them as leaders or non-leaders, so as to test 
out whether theory and practice went hand in hand. 
Here is my table :— 


Subject No.: I II IIT Iv v VI 


Vir | VII 
Leader : Yes Yes Yes | No | No Yes No | Yes 
Quality : 
1 2 1 2 1 2 3 2 2 
2 2 2 2 3 2 2 1 2 
3 3 2 2 1 2 2 2 2 
4 2 3 3 1 2 2 1 2 
5 2 3 2 1 1 3 1 3 
6 2 2 3 2 1 1 1 3 
7 2 2 2 2 1 2 2 1 
8 2 2 2 2 3 3 2 2 
Total : 17 17 18 13 14 18 12 17 


——_—_--- i 


So it seems to work all right. All my subjects were 
outstanding people in their own line. I was a physiolo- 
gist, 11 a schoolmaster, m1 a doctor, Iv a social scientist, 
v an artist, VI an administrator, VIZ an engineer, and 
VIII a matron; IV, VI, and VII were women. One 
day Wavell psycho-biograms may form an integral part 
of the work of army selection boards. Until we reach 
that enlightened age, however, I can strongly recommend 
them as a fire-side game for whiling away the blackout. 

ae * k 

When I was a boy some aunt or other well-meaning 
person gave my brother for Xmas a little book called 
‘“ Parables from Nature.” I don’t think any of us ever 
read it, it was considered the very essence of slop, and 
it became a family joke to secrete it among one of. the 
others’ luggage, especially when going back to school. 
Later when any of us went abroad it invariably found its 
way into his or her belongings, and I have been rendered 
suddenly, poignantly and hilariously homesick in mid- 
Pacific and in the Indian Ocean by coming across that little 
cream-coloured volume of Mrs. Gatty’s, skilfully hidden in 
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‘* Parables from Nature ” must be one of the 
Yet, when some 
weeks ago, Jan. 12 to be exact, I found glowing under a 
cowl of snow the radiant blossom of a winter aconite, and 
another one coming up, breech presentation, beside it, 
I felt impelled to write a parable from nature myself. 
For how does this little gem manage to extract nourish- 
ment and energy out of the frozen ground ? The answer 
is, of course, it doesn’t; it did all that last spring and 
summer, and stored it up in its nobbly corm. Thus and 
no otherwise should all those on whom the warring 


my whites. 


‘nation counts store up for themselves energy and health 


during the coming spring, summer and autumn. Cabinet 
ministers should don the shortest of shorts and run and 
bask on the Terrace, the majority of the Services will get 
plenty of sun and exercise in following their avocations, 
but munition workers, especially those youngsters who 
are just going into industry, should, if in any way 
possible, have their summer camp, or at any rate a 
series of week-end camps. Last year my own camp 
which normally takes about 600 boys each season did 
not have one; 600 fortnights of health storing lost, and 
that was going on all over the country. It will be 
unscientific folly of the worst kind if hiking and biking 
and camping are given up. They should be encouraged, 
even to the edge of compulsion. For consider the 
aconite, and remember that next winter may be the 
testing time of staying power. 

Some weeks ago the upheaval of war brought a con- 
temporary student at my old hospital and me together 
for a fortnight of close contact. During the 5 years we 
had been fellow students, as far as we could remember, 
we had never spoken to each other; in my mind was a 
dim memory of a slim figure with books under his arm, 
knowledgeable beyond the dreams of decency, who 


- because he did not play games hardly intruded within 


my myopic range; his memory was of a rather noisy 
individual, definitely of the unintelligentsia. Of the 
25 years since then he has been a psycho-analyst for 12, 
and for 4 years before that he was ysed himself, 
while for most of that time I have been scudding about 
the earth’s surface more or less on my lawful occasions. 
We swopped yarns. I told him of my mild adventures 
in the Pacific, of that sorceress of cities, Istanbul, of 
treks in Australia, of China seas, only touching up the 
truth when it seemed irrelevant or disappointing. He 
beat me every time, he’d been much further afield. He 
told of a strange land where someone called Id held 


, sway, where people went about seeking incestuous 


connexion with their parents or alternatively longing to 
murder them; of a strange sect that fell down and 
worshipped an old god, Fundament ; of another country 
insecurely held by a supercilious dictator called Super- 
ego; of complex plots and stratagems, conducted in a 
weird and cabbalistic language ; of horrid doings when 
this ruler slept; of taboos and castrations. .... In 
the last fortnight we have made up a good deal for our 
5 years silence, especially at meals, but I think the 
consumption of salt on both sides has been abnormal. 


* x * 


Motives for joining the services, I have learnt, vary 
from unalloyed patriotism to frank self-interest. 
Orphaned by the last war and Irish by birth I abound 
in neither military virtues nor in patriotic sentiment for 
an English government, but the break through in France 
with Dunkirk and the first threat of invasion provided 
a sufficient stimulus for me to enter my name when I 
reached the end of a house-physician’s appointment in 


* London, and within a few weeks I was commissioned in 


the R.A.F.V.R. July found me attending the ten-days’ 
course which converts civilian practitioners into service 
medical officers. During this time I listened with 
amusement to the squadron-leader detailed to instruct 
us in “ service customs ” and marvelled at the punctilio 
with which, judging from their supplementary questions, 
some of my companions proposed to conform ; I listened 
at first with boredom but later with infectious enthusiasm 
to the officer who instructed us in the ways of making 
latrines so that no fly could get in, or, if it did, neither 
it nor its burrowing progeny could possibly find a wa 

out; I listened with satisfaction to a discourse whic 

reduced the prevention and treatment of venereal disease 
to the simplest proportions; I tried to sleep through 
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several periods allotted to a regular sergeant to instruct 
us in the use of service forms, but his barrack-square 
voice prevented me; and lastly, I listened first with 
wonder and then with admiration that my favourite 
subject—psychological medicine—should be dealt with 
in two periods described on the time-table as neurolo 
and should yet be handled in a manner which left the 
impression of first-rate specialist knowledge combined 
with a practical, human point of view that I had not 
associated with service medicine. There was a glamour 
too about living in an officers’ mess housed in an ex- 
Rothschild palace with a chandelier of a hundred lights 
hanging from the high roof of the hall. Solid gilt 
covered the richly moulded ceiling of the writing-room 
and food of magnificence and plenty undreamt of by 
any houseman was served in a panelled but still gilded 
dining-hall. 

There were, of course, the difficulties and anxieties 
which I find inseparable from life among a large number 
of complete strangers, and there was the bogy of saluting. 
Whom to salute and when ? And how, when confronted 
by a long column of men ‘“‘ eyes-lefting ” you? All that 
seems funny now but at the time it seemed complicated 
and important. Few of the new officers there could refrain 
from comparing their feelings with those they had 
experienced as new boys at school. With age and 
experience we learn to control and conceal even from 
ourselves most of our childish reactions, but when, I 
wonder, if ever, do we really abandon them? From 
this training centre I went by ballot to a large recruiting 
depot. Recruits arrived there at the rate of 200-300 a 
day. They spent three days in the camp queueing ; they 
queued up at different places all over the camp for clothes 
and forms and photographs and food and medical 
inspections and inoculations. These last fell to my lot. 
Every man on arrival at and departure from a station 
has to be “ F.F.I.-ed ” by an M.O. ; that is, he is certified 
‘ free from infection.” In large camps the procedure is 
highly organised ; at this one the men were formed up, 
stripped to the waist, in a long queue. I sat on a chair 
two paces from the head of it, a corporal gave the order 
“ Drop your slacks to your knees and put your hands 
upon your heads as you come up to the medical officer.” 
An orderly stood where he could see each man’s back 
while I ran my eyes alternately up and down their 
bodies—this sort of work teaches you economy of move- 
ment—noting with interest those of exceptional physique 
and wishing for the sake of tidiness to group them into 
their physical types. But how much more difficult it 
will become to treat people as individuals when civilisa- 
tion reaches that degree of specialisation which requires 
only the appropriate physical type to be employed on 
each job: uni 
individuals in a group less easy, but we do at least still 
have the tall and thin mixed up with the round and rosy. 

Being ignorant of skins I usually had to learn from 
the airman the name and treatment of any of the unusual 
skin diseases I saw, but there were, I noticed, an un- 
_ fortunately large number of men with, or severely scarred 
by, acne. Occasionally a man had to be kept till the 
end for more careful scrutiny of a possible scabies and I 
was disturbed by the thought that I might miss what, 
until a few weeks ago I had never seen—a case of 
pediculosis. 

I have not yet been able to overcome the feeling that 
I owe an apology to these young airmen for lending to 
an examination of this sort the title ‘‘-medical.’”’? The 
custom, I suppose, survives from the days when all 
common soldiers were presumed to be lousy until the 
contrary was proved, but, needless to say, among the 
self-respecting and intelligent young men recruited into 
the Air Force today any untreated skin disease is ex- 
tremely rare. If one of these examinations made on 
changing stations should reveal unreported skin disease, 
it would be, I think, indicative of lack of confidence by 
the airmen in the medical service of the station concerned 
rather than neglect on their part. 

- The technique of mass inoculations was still more 
highly organised. As the most recently joined M.O. of a 
team of three I began by vaccinating while another gave 
the T.A.B. and the third the A.T.T. The men again 
filed through; this time as each passed the first orderly 
checked his name off a list, a second orderly cleaned his 
arm, and a third passed a sterile needle for each man to 


uniforms already render the recognition of . 


the M.O. who gave the first injection. The man, with 
the needle still hanging in his arm to save a double 
puncture, walked on to the second M.O. served by a 
fourth orderly who ‘filled the syringes and returned the 
used needles to the steriliser. A fifth orderly flamed my 
vaccination needles and passed them to me with the end 
dipping in a phial of vaccine lymph, and as each man 
stepped up I had only to make one scratch ‘‘ not exceeding 
łin.” and p my needle mounted on its cork into a 
basin. The man passed on to a sixth orderly who applied 
a dressing to hisarm. After the first parade my fingers 
and wrist ached, but I was proud of the speed and effi- 
ciency with which we had performed our task. I forget 
now the exact figure, but I think we had got through the 
whole parade at the rate of one man per 7 seconds 
whereas the “‘ record ” was only 5 seconds per man. It 
was not long, however, before my interest in whole men 
rather than their arms asserted itself ; at first it was only 
an outstanding arm, one of magnificent girth or colour 
(for this was a summer of fine tanning), or, occasionally, 
of match-stick proportions which compelled metolook and 
see what manner of man it belonged to, but with even a 
single glance I fell behind with my work and before long 
I revolted at the system. These mechanised contacts 
between doctor and patient are bad for both, tending 
to weaken the bond of personal confidence which is 
needed if one is to see disease early and treat it effectively. 
The whole business reminded me of a modern factory I 
was once shown over in Denmark where the sides of 
bacon passed on an endless chain before a team of white- 
coated inspectors each of whom nonchalantly applied to 
its rind his appropriate stamp. 


* * * 


Correspondence on war neuroses had not prepared me 
for Mr. H. F. Buxton’s story of his blasted horse, Idol, 
who seems to have behaved like an old-fashioned shell- 
shocker. After the bang, which just makes fourteen of 
his mates frightened and restless, Idol and another horse 
lie unconscious. The other recovers in two hours, but — 
Idol is dead to the world till a humane killer is brought 
along, when he suddenly shivers and gets up, returning 
with some difficulty to light duty at the end of a week. 
Three months later comes another bombing, more severe 
this time, and Idol relapses in typical fashion ; now he 
cannot back as a well-disciplined dray-horse ought, and 
finds difficulty in turning—interferences with voluntary 
movement which, in the human hysteric, would demand 
a search for purposive or symbolic elements in the: 
depths of the unconscious, or, according to another 
school, would be dealt with by firmer methods. But 
Idol cannot free associate for the psycho-analyst, nor 
does he present pants that can be kicked ; so more time- 
honoured, if temporising, methods are used and he is 
promised a nice holiday in the country as soon as the 
fine weather comes. Have human communications 
so corrupted his good manners that Idol seeks the 
secondary gain from illness and perpetuates symptoms 
that should be evanescent, or after all were the older 
pathologies true that rested on separated synapses and 
punctiform hemorrhages as causes of apparently hysteri- 
cal symptoms ? How, too, should the humble clinician 
classify Mr. Buxton’s blasted cows, whose dreamy 
placidity and anorexia doomed them to slaughter ? 
It is all very confusing. 


* * * 


All morning I was behind schedule. Various foreigners 
(by which we mean ali those unfortunates who have not 
lived in this neighbourhood for at least 10 years) strolled 
late into the surgery for long consultations explaining 
cheerfully that they thought surgery hour was from 
9.30 to 10.30 instead of from 9 to 10. The result was 
that I started late on my long morning round knowing 
that I had to be back at all costs for a series of appoint- 
ments starting punctually at 2.30 p.m. On these occa- 
sions I refuse to look at my watch, for if I do I get fussed, 
but I am not above taking a sidelong glance at the clocks 
in patients’ houses, always fondly hoping that they may 
be fast. Still with several visits to do and wondering 
just how late I was I reached a house about 6 miles from 
home. There was no clock on view as I proceeded up- 
stairs to my patient’s bedroom. Downstairs, six “ pips ” 
sounded. The one o’clock time signal. No lunch today, 
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I thought, and groaned inwardly. Outwardly dissem- 
bling, however, as best I might, I listened to my patient’s 
troubles and began to examine hi Downstairs 
another six “pips ”?” went off. H’m, rather surprising. 
You don’t usually get two time-signals at a few minutes’ 
interval like that. Odd. What was odder was that 
neither time-signal had been followed by the low, 
muttering delirium of the announcer reading the news. 
I finished my consultation, took leave of my patient and 
- turned to godownstairs. Curiouser and curiouser—another 
time-signal. Could the BBC have gone off its respectable 
rocker or the Narzees be monkeying about with our 
sacred G.M.T.? I could make nothing of it. Stepping 
into the drawing-room to discuss the patient’s case with 
his wife I noted to my relief that it was only 12.15 
by the clock which, I was assured, was right. Incident- 
ally the mystery of the time-signals was solved. People 
ought not to keep parrots in places where they can hear 
` the wireless. : 
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MEDICINE AND THE LAW 


Unjustifiable Deduction by Insurance Committee 


THE success of Dr. H. Tudor Edmunds of Slough in 
suing the Bucks Insurance Committee raises a point of 
general interest to the profession. He had formerly 
treated a patient who is the manager of a firm trading as 
Scott and Bowne. The firm had been *‘ evacuated ” to a 
place about 34 miles from the doctor’s own home and 
outside the district in which he usually practised. A year 
ago the manager, aware of his skill, asked him by tele- 
phone to come and see two women employees of the firm 
who were ill. He attended them and, two days later, 
also attended another woman employed there. Dr. 
Tudor Edmunds entered the attendances in his day-book 
as one item debited to Messrs. Scott and Bowne. Noth- 
ing was said at the time about their being insured persons. 
He made the visits at the request of the manager. He 
sent in his account to the firm for £4 0s. 6d. ; when asked 
to give particulars of the amount charged in respect of 
each of the three patients, inasmuch as two of them were 
insured persons, he did so. The case of the two insured 
patients was afterwards taken up by the firm with the 
insurance committee. Dr. Edmunds is himself on the 
list of insurance practitioners for the county of Bucks 
and has some 900 panel patients. The insurance 
committee, without hearing his side of the matter, 
deducted £3 13s. (in respect of his charges for the two 
insured patients) from the money otherwise admittedly 
due to him. Having in effect been fined £3 13s., he 
ae this sum in the Windsor County Court on 

eb. 4. 


His Honour Judge Cotes-Preedy had no doubt that the | 


manager of Messrs. Scott and Bowne had asked Dr. 
Tudor Edmunds to go and exercise his medical skill ; he 
exercised it, and nothing was said about any patient 
_ being on the panel until some weeks later. The contract 

was not between the doctor and the insurance committee 
but between the doctor and the patients’ firm. The 
insured persons did not pay the fee ; the insured persons, 
therefore, could not recover the money or ask the 
insurance committee to refund it. The deduction could 
not be made under the regulations. The court gave 
judgment for the plaintiff with costs on the highest scale, 
the case being considered as one of importance to the 
medical profession and to insurance bodies. 

Dr. Edmunds, whose claim was undertaken by the 
Medical Defence Union, has vindicated a point of 
principle. He visited the firm’s employees as a private 
doctor, not as a panel doctor. Had he known that they 
were panel patients, he would doubtless have given them 
the name of another practitioner in that district. 
Doctors are often called in by firms to deal with 
employees in similar circumstances because it is found 
more convenient to have the services of one practitioner 
than a dozen. The Bucks insurance committee con- 
tended at one point. that, as it was a semi-judicial body, 
the judge had no jurisdiction in the case, the matter 
being covered by the medical benefit regulations. His 
Honour drily observed that, if the defendant committee 
set itself up to be a judicial body, its conduct was 
singularly unjudicial. Audi alteram partem, indeed, is a 
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fundamental rule of natural justice. Recent examina- 
tions of the functions of administrative tribunals have 
repeatedly emphasised that a man must not be con- 
demned unheard. This is an ancient principle. As a 
judge quaintly remarked in a bygone century, God did 
not even expel Adam from Eden without first calling 
upon him for an explanation. 


Appeal of Pharmacist against Erasure 


The first appeal from a decision of the statutory 
committee of the Pharmaceutical Society in accordance 
with the provision of the Pharmacy and Poisons Act, 
1933, was heard on Feb. 13 and 14 by a King’s Bench 
divisional court consisting of the Lord Chief Justice 
(Viscount Caldecote), and Mr. Justice Humphreys. The 
appeal was brought by Mr. Barry Lawson, whose name 
the statutory committee had directed should be removed 
from the register of pharmacists (THE LANCET, May 11, 
1940, p. 907) on the grounds that he had been guilty 
of misconduct in distributing to the public by post and 
without invitation or request a printed pamphlet of an 
objectionable or indecent: nature.. The pamphlet 
advertised drugs which were described as ‘‘ Hormonal 
treatment for impotence and nervous debility in men and 
frigidity and apathy in women.” The court decided to 
dismiss the appeal, the Lord Chief Justice observing that 
there were some parts of the pamphlet that appeared to 
go so far beyond a mere medical or scientific advertise- 
ment that it was not surprising that somebody thought it 
should be made the subject of a complaint to the 
Pharmaceutical Society. Mr. Justice Humphreys 
observed that the pamphlet ‘“‘ has not the remotest claim 
to be considered a medical advertisement. It is a mere 
catch-penny document designed to induce unwary 
persons to pay most preposterous prices for the drugs 
which are there advertised.” The decision of the High 
Court is interesting in that the action of the statutory 
committee which it upheld was the first occasion on 
which disciplinary action had been taken against a 
pharmacist contravening the provisions in the ‘ State- 
ment upon matters of prof ssional conduct ’’ which was 
issued by the council of the Pharmaceutical Society in 
April, 1939. The statement was issued for the guidance 
of pharmacists and corporate bodies carrying on business 
under the Pharmacy Acts and one of its recommenda- 
tions was that advertisements of medicines should not be 
issued to the public referring to sexual weakness. The 
Pharmacy and Poisons Act, 1933, provides that the 
names of persons whose appeal to the High Court has 
been dismissed may not be restored to the register by the 
statutory committee except with the approval of the 
Privy Council. 


—— ES 


SUPPLEMENT TO THE U.S. DISPENSATORY 


For the first time in its 107 years’ history the United 
States Dispensatory possesses a supplement, and a very 
useful one it is. The supplement to the 22nd edition 
(London: J. B. Lippincott Company. Pp. 76. 5s.) 
supplies notes on all the new drugs and preparations 
included in the two supplements to the U.S.P.XI and 
the First Addendum fo the British Pharmacopoeia, 1932. 
There are monographs on ascorbic, mandelic and 
nicotinic acids; adrenergic drugs, including epinine, 
amphetamine (benzedrine) and veritol; azochloriamide, 
heparin, magnesium trisilicate, mecholyl, stilboestrol. 
soluble pentobarbital, pentothal and vitamins E, K, and 
P. Riboflavin (B,) and adermin (B,) are discussed in 
addition to thiamine hydrochloride (B,), but aneurine 
hydrochloride, the name used in the Third Addendum 
to the B.P. 1932, is unfortunately omitted from the list 
of synonyms for vitamin B,. Sulphanilamide and its 
congeners, sulphapyridine and sulphathiazole, receive 
attention, and thesupplementsaysthatsulphapyridine “‘is 
generally regarded as inferior to sulphanilamide in strepto- 
coccus and meningococcus infections, but it is the uni- 
versal consensus among those who have employed it 
that it is superior in the treatment of pneumonia.’’ 
How many practitioners in this country realise this and 
in how many cases could sulphanilamide be prescribed 
instead of the more costly sulphapyridine? Too many 
think that sulphapyridine is more effective than sulph- 
anilamide in the treatment of all infections. 


eo 


“noted very quickly in the patient. 
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TREATMENT OF HYPERTOXIC DIPHTHERIA 


SIR, —I read with much interest the papers by 
O’Meara and McSweeney and your leading article of 
Feb. 15. The belief of the Dublin workers that the 
diphtheria bacillus in the body produces two factors, 
A and B, and that the ordinary commercial serum, while 
effective against A, is relatively unsuccessful against B, 
encourages me to give my experience in the treatment of 
hypertoxic cases of diphtheria with commercial serum 
plus a blood-transfusion from a suitable adult donor. 
The treatment is based on the theory that the average 
adult is immune to the type of diphtheria prevalent in 
his district. The adult’s blood contains antibodies 
which are specific for the disease and not just for one 
factor of it. Certain antibodies are present which are 
only available in very small quantities in commercial 
antitoxin. A combination of commercial antitoxin plus 
the antibodies present in a suitable local adult’s blood 
should contain all the antibodies required for treatment 
of a local patient. A transfusion from such an adult 
would also benefit the patient by adding healthy blood 
to his own and di‘uting the circulating toxin. The very 
severe cases are given 60,000 units of commercial anti- 
toxin intramuscularly and a similar quantity intra- 
venously. The blood for the transfusion is preferably 
taken from the pooled blood of many donors rather than 
one. This blood can be got by arrangement from a local 
blood bank. It is advisable to dissect down on the vein 
and tie in a cannula. The blood is not heated and is 
given by the drip method. The average quantity 
injected is a pint, but this depends on age and so on. 
The results are very satisfactory and an improvement is 
The cases so far 
treated have shown none of the complications usually 
associated with the hypertoxic type of diphtheria. I 
suggest that, since the serum mentioned in O’Meara’s 
and McSweeney’s articles is not yet available commerci- 
ally, ordinary commercial antitoxin and a transfusion of 
whole blood be used instead. 

Public Health Dept., Gorseinon, Swansea. 


POST-WAR HOSPITAL POLICY 


Sir,—Mr. Somerville Hastings writes with much 
devoted experience and sincerity ; but attention should 
be drawn to the concluding paragraph of his letter where 
he says: ‘‘It is the people of this country who use 
the hospitals. It is the people who must control them, 
through their national and local representatives.” Does 
he mean local authorities, elected often on a 30 per cent. 
poll for many qualities and policies, mostly far removed 
from hospital experience ? Or does he mean Parliament, 
elected on a party vote, which has little or nothing to 
do with hospitals? My own experience, as a county 
M.O.H. for 16 years and as M.P. for 21, urges me to 
submit that such a suggestion means hospital management 
by a bureaucracy, however able and honest, but little 
representative of the people; and that what the people 
want is hospitals and staff that have their confidence, 
usually as a result of long tradition and self-sacrificing 
work of those who run them and support them. 

This is the hospital problem before us, not to be met 
by any cut-and-dried system of mere municipalism or 
voluntaryism, but by a wise combination of the best 
qualities of both systems. 

Hatfield. 


TREATMENT OF WAR NEUROSIS 


Srr,—It seems to me that the revival of the old con- 
troversy left over from the last war between the “ get- 
them-fit-quick ’’ and the ‘‘ slow-but-sure ’’ schools, may 
be left to settle itself in practice, since it all depends on 
the type of personality, the type of neurotic reaction, 
and the time at which the case receives efficient treat- 
ment, not to mention the kind of therapist. 

Dr. Slater and his colleagues stressed the importance 
of facing the problem of ‘‘ boarding category ’’ as soon 
as possible, and of re-adapting the neurotic soldier for 
re-entry into a useful civilian life. My experience has 
been mainly with soldiers discharged from army life 
for neurosis, after having had, or more often not had, 
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suitable treatment. . They are certainly not re-adapted, 
and have managed to come in the way of further psycho- 
logical treatment more by luck than good management. 
Surely, here is a question that should be tackled at once, 
before we have an army of civilian neurotics clamouring 
for pensions. Is there any reason (except the spurious 
one of saving money) why these men should not be kept - 
on at E.M.S. hospitals, as civilians, until as much as is 
possible has been done for them, instead of being hustled 
out into a difficult world soon after being boarded ? 

There is a golden qpportunity, not only now but after 
the war, to procure for cases of neurosis suitable resi- 
dential treatment, which has never before been possible. 
It will only be by lack of vision that this will be lost, 
and we shall once more be left with recrimination and 
muddle. 

Birmingham. CHARLES BURNS. 


CHEMOTHERAPY OF CEREBROSPINAL FEVER 


Sık, —Dr. P. H. Willcox and Dr. G. Cutts criticise 
(Lancet, Feb. 8, p. 194) my dosage of 9 g. daily of the 
sulphonamide drugs in cerebrospinal fever during the 
initial period of 2-3 days. They have apparently had 
complete success with 6 g. daily of sulphapyridine in the 
few cases which they have treated. This I can believe, 
but suggest that a larger experience of this dosage will 
occasionally lead to disappointment. They state that 
I “ consider that two days’ treatment with sulphapyridine 
should be enough to eradicate the disease.” They will 
find no such assertion in my paper, explicit or implied. 
Perhaps they refer to my statement that meningo- 
cocci were never found in the cerebrospinal fluid after 
24 days of sulphathiazole in standard dosage (9 g. daily 
for an adult). From my earlier papers they will see 
that in 1938-39 29 out of 30 bacteriologically verified 
cases treated with this dosage of sulphanilamide had the 
cerebrospinal fluid free from organisms within 48 hours, 
and the same was true of 33 out of 34 cases treated with 
sulphapyridine. In the epidemic period of 1940, out of 
120 cases (80% bacteriologically verified) apparent 
sterilisation of the fluid was delayed beyond 48 hours 
in only 1%. But no-one should infer that the disease has 
at that stage been eradicated, or limit the duration of 
chemotherapy in this disease to two days. It is obvious 
that the more rapidly the C.S.F. is sterilised the less will 
be the liability to relapses and sequele, and the more 
certain the cure. I have seen several cases in which 
the lower dosage did not render the C.S.F. free from 
organisms so rapidly, and indeed, with sulphanilamide, 
led to apparent drug fastness of the organism. In 
infants I have seen and been informed of a considerable , 
number of avoidable deaths where a low initial dosage 
of sulphapyridine (1 g. daily) was used. Why take the 
risk with the lower dosage when the higher has been 
proved to be not only effective but safe ? l 

In view of the low case-fatality which I recorded in 
my series, Dr. J. M. Kennedy (Lancet, Feb. 15, p. 231) 
asks for an explanation of the Registrar-General’s weekly 
returns for London which, in 1940, showed 868 notifica- 
tions and 158 deaths (fatality 18%). In contrast with 
this I had 234 verified cases treated during 1940 with 14 
verified deaths (fatality 6%). If my cases are excluded. 
from the London figures, the apparent fatality for the 
rest of London would appear to be considerably higher 
than 18%. I raised the same point in connexion with 
the statistics for the first quarter at a meeting of the 
Royal Society of Medicine in May, 1940. I was informed 
that these notifications and deaths did not necessarily 
refer to the same people, since, for example, cases might 
be treated in London hospitals which were notified else- 
where, and further that the figures were subject to 
correction in respect of altered diagnosis. It would 
probably be fallacious to consider the Registrar-General’s 
weekly returns in the London district as anything more 
than a rough guide to the true fatality-rate of cerebro- 
spinal fever. In this connexion I was puzzled by Dr. 
Kennedy’s statement that the weekly returns showed 
235 notifications for Sheffield (with 46 deaths) and that 
he treated 235 Sheffield cases in his hospital. Does this 
mean that in no case was the diagnosis altered after 
admission to hospital ? In 1940, 17% of cases certified 
as cerebrospinal fever on admission to this hospital had 
the diagnosis corrected ; and a much smaller proportion 
admitted as pneumonia, enteritis, &c. were found to be 
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suffering from cerebrospinal fever. In contrast with 
the discrepancy between the fatality in my hospital cases 
and the apparent fatality shown in weekly returns for 
London, Dr. Kennedy shows a similarity between the 
fatality in his hospital cases (22% in 314 cases) and 
the apparent fatality in the weekly returns for Sheffield 
(19:6% in 235 cases). He suggests that, as some of my 
cases were first seen at, or admitted to, L.C.C. general 
haspitals they form a selected group not containing the 
fulmina ting type of case, and asks how many of my 
cases were sent on from general hospitals. The answer 
is 144 or 61%; more than two-thirds of these were 
transferred from the receiving room of the general 
hospital without being admitted to the wards, and 
nearly all the remainder were transferred on the 
morning after admission. inating cases were 
found to be readily transferable. I have classified as 
severe, or very severe, 89 or 38% of the whole series. 
Dr. Kennedy mentions that 35 of his 70 deaths occurred 
within 24 hours of admission ; but, similarly, in my 
series 6 of the 14 deaths occurred within 24 hours of 
ission, and 7 were from g‘neral hospitals and 7 from 
home. Dr. Kennedy also asks the number of deaths 
which took place at the other London hospitals before 
patients could be transferred. This information is 
unobtainable at short notice but I have ascertained that 
the distribution of 157 registered deaths in Londor 
during 1940 were: L.C.C. fever hospitals, 64; L.C.C. 
general hospitals, 50; other hospitals, 38; private 
addresses 5. I do not yet know the distribution of the 
50 deaths among the L.C.C. general hospitals, nor what 
proportion of them represent fulminating cases, nor the 
total number of cases admitted to the general hospitals. 
It is possible, however, that some of them might have 
raised the mortality in my series had they been admitted 
direct to Park Hospital. l 
. As far as I can judge, there are other factors concerned 
in my low fatality-rates. One is the verification of all 
deaths post mortem by a pathologist. No less than 16 
deaths in cases admitted as cerebrospinal fever were due 
to tuberculous or Pfeiffer meningitis, cerebral abscess, 
tumour, hæmorrhage or ulcerative endocarditis. Diag- 
nosis altered in the P.M. room does not always appear 
in the death certificate. In this way, probably 16 
deaths instead of the true figure of 14 appeared in the 
Registrar-General’s returns in respect of my series. 
Apart from the question of dosage, the following 
factors are, in my opinion, important in treatment and 
should be applied immediately on admission, since delay 
may be fatal: intravenous sulphapyridine or sulpha- 
thiazole in every severe acute'case; tube-feeding in 
comatose cases night and day in the first 48 hours if 
necessary ; parenteral fluid if there is much vomiting 
or dehydration ; the general use of sulphathiazole in 
preference to sulphapyridine because it -rarely causes 
vomiting and dehydration, and may, besides, be a more 
potent drug. All this means that experienced medical 
and nursing assistance must be available for every case 
admitted even at such awkward times as the middle 
of the night, Saturday afternoons, Sundays and bank 
holidays. That is why, in my opinion, the treatment 
of cerebrospinal fever in an organised unit for each 
district is likely to yield the best results. 
-= Park Hospital. H. STANLEY BANES. 


Sır, —I was glad to see the letter of Dr. Willcox and 
Dr. Cutts in your issue of Feb. 8 dealing with Dr. Banks’s 
remarks on the dosage of sulphapyridine in cerebro- 
spinal fever. Indeed, before I read it I had a letter 
prepared for you pointing out the false deduction as to 
the cause of the relapse in Dr. Banks’s case 1. May it 
not be that the improvement in his cases after transfer 


to the Park Hospital was due to factors other than. 


increased dosage ? We have had similar experiences 
with the lower dosage. Adequate fluid intake, for 
example, is one of the most important factors in success- 
ful treatment and this is probably achieved most success- 
fully in a good infectious-diseases hospital. The numbers 
in Hastings have been small, but have included some 
very severe cases, and,.although we have noted the 
unsatisfactory results of low dosage, we have had reason 
to be satisfied with the ‘‘ pneumonia dosage ”’ of sulpha- 
pyridine, supplemented in a few cases by 1 g. of the 
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sodium salt intramuscularly on the first day. Since the 


introduction of sulphapyridine, 22 cases have been 
treated with no fatality or permanent complication 
except a doubtful cardiac lesion in an airman who, 
however, was later passed for full flying duties. We are 
therefore disinclined to increase our dosage without 


.good reason and would welcome further discussion of 


the subject. Dr. Kennedy’s letter of Feb. 15, quoting 
a mortality of 22% in 235 Sheffield cases, treated by 
dosage even higher than that recommended by Dr. 
Banks, gives further ground for reviewing this subject. 
In connexion with Dr. Kennedy’s final point, I would 
add that the 22 cases referred to in this letter include 


all the cases (18) notified within the borough; 4 cases. 


were admitted from surrounding areas. 
Health Department, Hastings. 


HIGH BLOOD-PRESSURE 


Sir,—I have just read three articles on high blood- 
pressure which doubtless summarise the latest knowledge 
we possess. In 1912—qulte frankly, to my surprise—l 
was fortunate enough to be awarded the medal of the 
Hunterian Society for my essay on this subject. After 
having read these articles I looked up the original essay ; 
I had forgotten much of what it coitained. To my 
surprise I found that the articles contained practically 
nothing more than I had written 30 years ago. Regarding 
etiology, management of a case, apparatus and treatment 
I found nothing new except mention of the xanthine 
derivatives. In a limited—a very limited—sphere these 
preparations have been ‘‘ useful’; I think this is about 
all one can say of them. A few other drugs and forms of 
treatment, not known in 1912, are mentioned in the 
articles and are almost all turned down as having given 
‘“ disappointing results,” which is perfectly true. It is, 
to me, a sad reflection that a subject so important as this 
should have been at a standstill for so many years, and 
this in spite of the enormous amount of literature 
surrounding it. 

Upper Harley Strect, N.W.1. 


SUPPORT FROM THE U.S.A. 


SmrR,—The subjoined extract is taken from a letter 
written by a surgeon in the U.S.A. on Jan. 7, when the 
Lease-and-Lend Bill was in its infancy. It indicates 
how widespread at that time was the desire to help 
Britain to the utmost. 


“ You—I mean England—are having enough trouble. 
We are going to do everything to see that England does not 
fall. To you it may seem slow. A’ few months more will 
make a difference that even you will not believe. You will 
read of opposition but it is a small minority—but vociferous.” 


London, W.1. ARNOLD LAWSON. 


CRAMP AND THE ILIO-TIBIAL BAND 


SIR, —After reading your annotation of Dec. 28 (p. 816) 
I thought the following record might be of interest. 


A middle-aged lady, who had been severely injured in a 
motor accident, was advised to seek my advice for very severe 
so-called sciatica. Examination showed that the ilio-tibial 
band was so sore and inflamed that, with her doctor’s consent, 
I told the patient that I thought the only thing to do was to 
divide it, following Ober’s technique. . The patient inquired 
what it would involve, and I replied a week in bed and then 
gradually getting up during the next week, that is a fortnight 


K. J. GRANT. 


A. GRAHAM-STEWART. 


in the home all told. We were samewhat disconcerted when 


the patient said that she considered the proposal quite im- 
possible, because, far from being able to stay in bed for a week, 
she had never been able to do so for as much as two hours 
for the last eighteen months on account of cramp. Still I 
had nothing else to suggest and reluctantly the patient con- 
sented. From the moment the band was divided the cramp 
entirely disappeared, and I am thankful to say it has not 
recurred since. The operation was performed over two 
years ago. 

Of course, nothing can be claimed from a single case, 
and it is not the general practice to refer patients with 
cramp as the main symptom to the physical-therapy 
department. Knowing, however, the technique for 
examining the elasticity of the band, and knowing also 
the widespread symptoms that can be attributed solely 
to the loss of elasticity in it, it seems that this might be 
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a fruitful field for investigation. Fortunately we 
seldom fail to restore adequate elasticity without having 
to resort to operation, though often enough it means hard 
work and always involves the coöperation of the patient. 


Regent’s Park, N.W.1. JAMES MENNELL. 


POLYRADICULITIS 


SR,—l was much interested in Dr. H. S. Barber’s 
account (Lancet, Nov. 2, 1940, p. 548) of seven cases of 
acute polyradiculoneuritis seen by him in East Anglia 
during the winter 1939-40. Similar cases had been 
observed by me in Sunderland at about the same period 
and are still occurring; all have been sent in either as 
diphtheria or as throats requiring hospital treatment. 
The symptoms observed by me fit in with the typical 
syndrome discussed by Dr. Barber and I have no doubt 
that such cases were widespread. For the last two 
years or so there have been many cases admitted to 
hospital as diphtheria which were not diphtheria and 
this had made me wonder whether diphtheria is as 
prevalent as the notifications suggest. Many of my cases 
are of tonsillitis, of mixed infection, and of course they 
cannot be avoided by immunisation against diphtheria. 
Corrected figures from the larger hospitals might be 
revealing. ‘The increase of throat affections is to my 
mind due in great part to the blackout and congregation 


in shelters. EUSTACE THORP. 
Hospital for Infectious Discases, Sunderland. 


PREVENTION OF DIABETES 


SIR, —For several weeks a discussion on this subject 
has been going on in your columns and I can no longer 
refrain from a few candid remarks. After all, carbo- 
hydrate metabolism is such a complicated subject that 
disagreements are inevitable and a desirable sign of 
health and progress in ideas. The main point under 
discussion is whether high carbohydrate diets place a 
strain on the pancreas (Best et al. and Young) or prevent 
diabetes (Himsworth). Experimental work shows that 
in partially pancreatectomised animals (Allen) and in 
pituitary-diabetic animals (Young; Best and others) 
carbohydrate food ‘‘ strains the islets’’ and produces 
diabetes, and I am certain that continuous hypergly- 
cemia usually makes human diabetes worse. Himsworth 
believes that high carbohydrate diet in normal animals and 
men not only does not strain the pancreas but prevents 
the onset of diabetes; but normals have such an insulin 
reserve that hyperglycemia is never produced and I do 
not see how their reactions are directly pertinent to an 
argument on diabetes. As far as I know, a fundamental 
experiment has not been carried out. I should like to see 
normal dogs transfused for 1-2 weeks with sufficient 
glucose to maintain a constant hyperglycemia. Whether 
this per se does or does not reduce pancreatic insulin 
and produce f-cell changes is an experiment which 
would clarify the problem under discussion. 

Professor Himsworth admits in his letter of Feb. 1 
“that in diabetic animals whose disease is not con- 


trolled by insulin .... excessive amounts of carbohydrate 
probably exhaust the remaining insulin-producing 
tissue’? (the word ‘ excessive,” to mean anything 


tangible, requires definition). Now I personally have 
rarely been able with insulin to ‘‘ control” human 

diabetes in the full sense of making the metabolism and 
= blood-sugar normal, and so think that most of my cases 
(and probably his) can be made worse by excess of 
carbohydrate. For this and other reasons I have seldom 
used really high carbohydrate diets, except in total 
diabetics who cannot be made worse. I feel that Professor 
Himsworth’s advocacy of high carbohydrate diets 
(which I think has had a most beneficial effect on the 
treatment of absolute diabetics in this country) is no 
longer on such clear theoretical grounds as before and 
requires clarification; so too does his position on 
“insulin kinase ” from the liver. This is still mentioned, 
and discussed, and, if he no longer believes in it, a 
definite statement would be welcome. 

Professor Best and his colleagues (New Engl. J. Med. 
1940, 225, 611) make the tentative suggestion that 
children suspected as likely to develop diabetes from their 
heredity, and presumably also from showing slight 
hyperglycemia, should be subjected to preventive treats 
ment consisting of low C. diets and small prophylactic 


doses of insulin. Professor Himsworth objects to this 
as likely (low C. diets) to produce diabetes but I 
protest on other grounds. In the first place I think the 
hereditary theory they quote (Pincus and White, Amer. 
J. med. Sci. 1933, 186, 1) quite unproven. In the second 
place the life of the children under such experimental 
observation would be really appalling—a distressingly 
abnormal diet and the certainty of hypoglycemia from 


- the smallest doses of insulin. The hypothetical preven- 


tion (and there is no possible control in such an experi- 
ment) would be worse than having diabetes itself, where, 
in children, a reasonably normal diet is always prescribed 
as a necessity. I hardly feel the suggestion can be taken 
seriously and do not think ‘the goal justifies the 
endeavour.” Dogs, yes: children, no. 
| R. D. LAWRENCE. 
Diabetic Clinic, King’s College Hospital. 


Parliament 


Making the best of our Rations : | 


From the medical point of view the House of Lords 
has been the chief centre of interest during the past week. 


_ Viscount BLEDISLOE, an authority on agriculture, asked 


the Government if they were satisfied that during the 
current year there would be enough essential foods to 
provide for our civilian population, our fighting forces, 
and our (indispensable) farm animals; and whether 
there were any particular foodstuffs increased production 
of which in this country was both desirable and practic- 
able. The country, said Lord Bledisloe, ought to be told 
what foods were essential for health and nutrition, and to 
what extent enemy action would prevent supplies of 
them coming from overseas.—Lord DAWSON of PENN 
reminded their lordships that this was the first totali- 
tarian war, and as civilians were contributing a larger 
measure to the fighting than on previous occasions a 
nearer equation was necessary between food granted to 
the forces and to those in civil life. In the light of the 
evidence, which he regarded as overwhelming, that 
surplus food in the Army was being wasted he pleaded 
for a review of army rations. Viewing the matter 
broadly, however, he thought that the nation had 
suffered precious little dislocation of its life under the - 
system of rationing. Up till now there was nothing to 
show that malnutrition had resulted ; on the contrary, 
the young, who mattered most, were in gdod health and 
colour and just as alive with energy and laughter as 
in times of peace. On the other hand, certain sections 
of the adult population had suffered a reduction of 
weight. While Lord Dawson felt that this was not a 
matter of immediate moment, he emphasised the need 
for keeping a constant watch on national nutrition from 
every angle, particularly since we had to set the course 
to prepare for another winter. Notwithstanding the 
strong habit of meat-eating which has been inherited 
by the British people Lord Dawson asserted that the 
nation would suffer no harm from the curtailment of its 
meat supplies so long as it had access to certain essential 
foods. Meat, it was true, was a valuable article of food, 
because it was a source of first-class protein and because 
it was appetising, stimulating and satisfying. - But the 
general public were gradually realising that they could 
keep healthy while eating much less meat than formerly. 
Evidence of this was the fact that in the last 25 
years we had come to buy 50% more milk, 64% more 
vegetables and 88% more fruit. Lord Dawson went so 
far as to say that the present rationing would benefit 
the habits of our people after the war was over. Among 
the essential foods to which the population should have 
access were wholemeal bread, milk, cheese, potatoes, 
carrots, leaf vegetables and fruit. The basic nutritional 
value was impossible without an adequate supply of 
vitamins. It was known from the records in this 
country of rickets, beriberi and scurvy that the risk of 
these diseases had been removed by small quantities 
of vitamins. That was one of the reasons why milk 
must be given pride of place. It was the complete food, 
for it contained not only fats, protein: and carbohydrate 
in assimilable quantities but also vitamins and equally 
essential minerals like iron, calcium and / phosphorus. 
Experiments in England with the Oslo breakfast had 
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demonstrated what a large part the ingredients of that 
breakfast—wholemeal bread, milk, butter or vitaminised 
margarine, cheese, salad and fruit—played in our diet ; 
if we could have those kinds of food we might say. 
all other things would be added unto us. Lord Dawson 
urged the Ministry of Agriculture to take every step 
possible to secure greater milk production. But milk 
was needed immediately, and to augment the liquid 
supply Lord Dawson advocated the importation of 
powdered whole milk and powdered skim milk to our 
full capacity. He also suggested the importation of 
vegetable protein in the form of powder. Cheese was 
an invaluable food and undoubtedly its present absence 
from our dietary was a serious loss. If it could possibly 
be avoided he thought that our people should not be 
deprived both of meat and cheese at the same time. He 
congratulated the Government on the approaching 
accouchement of the standard wholemeal loaf. ‘* Let 
our people have bread and milk and potatoes, and a 
moderate amount of protein food,” he said in conclusion, 
‘* and I am sure that all will go well.” 

Lord WOOLTON, Minister of Food, made no attempt to 
hide the probability of still further food restrictions. 
It was impossible, he said, for us, or any nation, to wage 
war and live to the standard to which we had grown 
accustomed. We would have to go back to the days of 
simpler living. The bread supplies of the country were 
ample and cheap, and the price was substantially un- 
changed from the pre-war price. He had been fortified 
in his bread policy by much scientific advice. Our 
greatest weakness was in the animal protein group— 
bacon, eggs, cheese and meat. He expressed great concern 
about the shortage of some of those commodities, par- 
ticularly cheese. So long as the Mediterranean campaign 


went on he saw no possibility of increasing the meat | 


ration from its present figure. He had been greatly 
encouraged by the views on meat which Lord Dawson 
had given to the House. Meat was not indispensable 
and we had potatoes and vegetables and oils. We also 
had milk and with these things surely we could get all the 
energy and health that we needed. So far as supplies 
of animal feeding stuffs were available he intended to 
see that they were used for the maintenance first and 
foremost of our dairy herds. He was trying to work out 
a plan to secure that the available supplies of cheese 
went to the people who needed it in their work. Months 
ago he had arranged for the importation of all the pow- 
dered and skimmed milk which we could get from over- 
seas. We were holding in this country powdered milk 
so that in an emergency milk would still be available for 
the public, particularly for children and those in the 
hospitals. He hoped that it would not be long before 
something was done to reduce the demand made by the 
armed forces on our food-supplies. 


State Subsidised Food 


Another debate in the House of Lords. affecting national 
health was raised last week by Viscount ASTOR, who asked 
the Government whether they intended to develop the 
policy of subsidising meals, especially for pregnant 
women and for children, in order to improve the physique, 
health and mental development of the rising generation 
and to economise foodstuffs. He pointed to the decline 
in the ¢onsumption of milk under the cheap milk in 
schools scheme from 24 million gallons in October, 1938, 
to 14 million gallons in October, 1939, and said that this 
serious state of affairs was likely to prejudice the welfare 
of a considerable number of children. In about half of 
the local education authority areas in England and Wales 
no provision was made for free meals for necessitous 
under-nourished children and in many areas where such 
provision was made it was insufficient. While making 
due allowances for the difficulties which now faced local 
authorities Lord Astor contended that many of them 
have not done as much as they could in this important 
matter. He admitted that under the circular which 
came into operation last July an enormous contribution 
had been made to the physical welfare of children at an 
age when their feeding was of primary importance. But 
he urged that the benefits of this milk scheme (by which 
any child up to the age of five years where the family 
income does not exceed 40s. a week is entitled to a pint of 
milk a day) should be extended to include children over 
the age of five. He also hoped that the principle which 
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had been adopted by this milk scheme would be continued 
after the war was over. : 

Lord, WooLTON said he had spent a great deal of his 
time and energy in establishing clinics and trying to 
persuade education authorities to provide meals and milk 
for necessitous slum children in Liverpool. It was true, 
as Lord Astor had said, that the consumption of milk in 
schools had dropped by a million gallons, but the total 
increase in the consumption of milk by the population 
as a whole had increased by five million gallons a mouth. 
Most important of all, the consumption of milk by people 
who were recognised as having prior necessity had risen 
to ten million gallons a month. We were now drinking, 
and were likely to continue to drink, all the milk that 
Indeed, he was 
fearful lest the industry might be unable to provide all 
the milk which the people were being taught to drink. 
The number of local authorities who were now makin 
this provision had increased from 200 to over -250 but 
the President of the Board of Education was pressing on 
still further. The Government fully recognised that 
now that women were being drawn into factories there 
would be more need for meals in schools. For that and 
other reasons he had taken active steps to secure that 
there should be communal feeding centres throughout 
the country. - 


QUESTION TIME 


R.A.M.C. Training 


Lord Davies asked the Government whether they would 
consider the desirability of providing units of the R.A.M.C. 
now stationed in country districts with facilities for practical 
training by arranging for them to be drafted in suitable 
instances to urban areas which had suffered or were likely to 
suffer heavy casualties as a result of enemy action in order 
that they might assist the first-aid and hospital services in 
their district—Lord Crorr, under secretary of state for war, 
replied that the Government were willing to provide facilities 
for the training of the R.A.M.C. units in urban areas or to 
assist hospital services in that district where this did not 
interfere with unit training in military formations and the 
military commanders agreed that the units could be detached 
for the assistance of civil authorities. : 


Allocation of Doctors 


Sir FRANCIS FREMANTLE asked the Minister of Health what 
steps he proposed to take to decide the respective priority of 


«needs of medical practitioners between those of the civil 


population, of local authorities and of the fighting services.— 
Mr. E. Brown replied: The questions of priority referred to 
by my hon. friend have already been considered by the 
committee on the allocation of medical man-power and action 
is being taken on their recommendations. I am considering 
with the other ministers concerned what organisation should 
be set up to deal with similar questions that may arise in 
future. 

Dr. H.'B. Morcan asked the Minister whether he was 
aware that disquiet existed by reason of many doctors under 
45 years of age being appointed to reception areas at the 
instance of local medical war committees or the Central 
Medical War Committee; and would he investigate the 
position having regard to the needs of the armed forces for 
doctors and to the fact that many doctors, either with greater 
domestic responsibilities or more advanced in years, were 
available for professional work in reception areas.—Mr. 
Brown replied: I am informed that most of the doctors 
transferred from vulnerable areas to reception areas at tho 
instance of the C.M.W.C. or its local committees are over 45 
years of age. In any case all doctors of military age come up 
for consideration with a view to selection for service with the 
Forces. The C.M.W.C. would be glad to have particulars of 
the doctors referred to in the last part of the question as being 
available for professional work in reception areas. 


Registration of Alien Doctors 


Sir Henry Mornris-Jones asked the Minister in connexion 
with the recent regulation permitting the temporary registra- 
tion of alien doctors in this country for the purpose of medical 
work in the war effort, how many alien doctors had so far 
been granted this recognition, stating the number in the 
category of nationality, and how many were in the services ; 
and whether the present machinery for facilitating this regis- 
tration was working satisfactorily in view of the present urgent 
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demand for trained medical personnel.—Mr. Brown replied : 
I am informed that 18 alien doctors, all of whom are citizens 
of the U.S.A., have so far been registered under an order of 
September, 1940, which applies only to such citizens and to 

Canadians. I am not aware that any of this group of doctors 
are in the fighting services. Under a more comprehensive 
order of January, 1941, the cases of some hundreds of alien 
doctors, who are of allied nationality or refugees from enemy 
countries, are being investigated as speedily as possible, but 
none have yet been registered. 


Mr. R. W. SoRENSEN: Why are Spanish refugee doctors 
not given the same opportunity as other refugee doctors in 
being permitted temporarily to practise in this country ; and 
will the Minister take steps to remedy this.—Mr. Brown : 
The object of the order is to facilitate the enrolment of 
suitable foreign doctors in such services as the armed forces 
of their own countries present in the United Kingdom and the 
hospital service of this country. So far as I am aware these 


services would not benefit to any appreciable extent by 


addition to the list of territories specified in the order. 


Exchange of Medical Officers 


Mr. T. E. Groves asked the Minister whether a scheme had 
been prepared for the exchange of medical officers of hospitals 
in bombed areas’ with those in less active areas; and, if so, 
what was the procedure.—Mr. Brown replied: No arrange- 
ments for such exchanges have yet been found necessary, but 
the matter is being kept under review. | 


Medical Grading of Emergency Reserve Officers 


Sir REGINALD BLAIR asked the Secretary of. State for War 
if members of the Army Officers Emergency Reserve rejected 
on medical grounds were in all cases given information as to 
_ their medical grading; and, if not so informed in all cases, 
would he see that the practice was now changed.—Captain 
H. D. R. Marcesson replied: It is the practice to inform all 
members of the Army Officers Emergency Reserve in which 
medical category they have been placed, except in amputation 
cases for which no grading exists. In the latter cases, mem- 
‘bers are told whether or not they are fit for employment. 


Attendance of Recruits for Medical Examination 


Mr. G. Murr asked the Minister of Labour whether he was 
aware that persons had refused to attend for medical examina- 
tion after proper registration for military service ;. and could 
he state the policy of the Government in such cases.—Mr. 
ERNEST BEVIN replied: Proceedings are taken when appro- 
priate in order to secure attendance before a medical board. 
Some difficulty has arisen in certain cases where men have 
refused to submit to a proper medical examination and I am 
considering whether the law needs strengthening in this 
connexion. 


Rehabilitation of Injured Workers 


Dr. MorGan asked the Minister of Health what steps were 
being taken to secure modern and adequate fracture treatment 
of industrial injured workers; whether the organisation of 
such treatment would be on the lines recommended by the 
B.M.A. committee and by the Delevingne interdepartmental 
committee in approved fracture clinics in hospitals or other 
centres; whether appropriate steps were being taken or 
intended to be takén to secure the necessary subsequent 
physiotherapy as well as proper rehabilitation and retraining 
after the stage of minimum residual disability had been 
reached ; and whether, having regard to the need for national 
economy and for the provision of similar treatment in cases of 
injuries in other than industrial workers, he would consider, 
in coöperation with the other Government departments 
concerned, the advisability of the immediate establishment of 
a comprehensive national scheme for the future treatment and 
rehabilitation of all injured persons.—Mr. Brown replied : 
In conjunction with the Minister of Labour and Secretary of 
State for Scotland I am considering the better organisation of 
facilities for the fracture treatment, rehabilitation and, where 
necessary, retraining of injured industrial workers, and will 

make a further statement as soon as possjple. 


Sickness Benefit for Fire-watchers 


Mr. G. A.-Isaacs asked the Home Secretary whether 
persons suffering illness caused by the carrying out of duties 
at their place of employment as fire-watchers from exposure to 
the elements or from fatigue arising from long hours without 
adequate rest would, as such risk was not part of the normal 


risk of their employment, be entitled to their wages during 
incapacity, or would they be covered by the provisions of the 
Personal Injuries (Civilian) Scheme ; and what would be their 
position and rights under the National Health Insurance 
Regulations.—Mr. HERBERT MORRISON replied : I am advised 
that a person carrying out duties as a fire-watcher at premises 
which are business premises as defined in regulation 27a 
of the Defence (General) Regulations will be covered by the 
Personal Injuries (Civilians) Scheme in respect of any physical 
injury which is certified to have arisen out of and in the course 
of the performance of his duties. In respect of such an injury 
sickness and disablement benefits under the National Health 
Insurance Acts will not be payable for the first 26 weeks and 
will, for any period after. the first 26 weeks, be subject to the 
adjustments laid down in section 7 of the National. Health 
gre and Contributory Pensions (Emergency Provisions). 
c T 


Advisory E.H.S. Committee - 


Dr. Morean asked the Minister of Health if he would state 
the constitution, personnel and functions of the Advisory 
Emergency Hospital Service Committee ; who was responsible 
for its formation; when it was formed and how were its 
members appointed ; who nominated them; and how often 
and where had this committee met up to date.—Mr. Brown 
replied :- This committee consists of representatives of the 
Royal Colleges of Physicians, Surgeons, and Obstetricians and 
Gynecologists and also of group officers, the Central Medical 
War Committee, the London County Council, the staffs of 
London voluntary hospitals, and the medical profession in 
the provinces, with the secretary and deputy secretary of the 
C.M.W.C. Its function is to advise the Minister of Health 
on the organisation of medical personnel in the Emergency 
Medical Service. The committee was first appointed in 
October, 1939, and subsequently enlarged, by the C.M.W.C., 
and was reappointed by that committee in the present 
month. The members are nominated by the bodies they 
represent or directly appointed by the C.M.W.C., as the case 
may be. The committee has met on nine occasions at the 
offices of the C.M.W.C. ` 


Grants to Universities 


Mr. K. W. M. PICKTHORN asked the Chancellor of the 
Exchequer if he could now make a statement on the Treasury 
grant in aid of the universities and colleges during the coming 
financial year.—Sir KinasLey Woop replied : The House will 
recall that, in view of the vital part played by the universities 
in the life of the community, the importance of maintaining as 
far as possible the standards of university education, and the 
essential contribution which the universities were making in a 
variety of ways towards the national effort, it was decided to 
maintain the provision for the current year at the same level 
as that in 1939—namely, £2,149,000. These considerations 
have lost none of their force and despite the increasing strain 
on the national finances, the Government, after considering a 
report from the University Grants Committee, have reached 
the conclusion that if the universities are to continue their 
present contribution to the national effort, the provision for 
1941 must be maintained at the existing level. They earnestly 
hope that local authorities will take similar action. 


‘Blood Donors | 


In reply to a question Miss F. Horssprucs said that there 
was no general shortage of blood donors, but that in certain 
areas more were needed. Local campaigns were being 
organised in those areas. | 


Distribution of Unrationed Commodities 


Mr. Davip Apams asked the Chancellor of the Exchequer 
whether, in view of the urgent necessity of preventing both 
inflation and malnutrition, he was codperating with the 
Minister of Food in devising a scheme whereby a minimum 
supply of essential foodstuffs should be guaranteed to each 
household in the country.—Sir Kincstey Woop replied : 
The Ministry of Food is giving consideration to, a general 
scheme for improving the distribution of unrationed commo- 
dities. In the course of these considerations the Treasury 
among other departments concerned has been consulted and 
is giving the fullest possible coöperation in trying to solve the 
problem. 


The New Zealand minister of health has announced that 
the free gerieral-practitioner service, provided for in the 
Social Security Act, will come into force today (Saturday). 


7 ~ è 
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Obituary 


JOHN McFADYEAN 
EKT., M.B., B.SC. EDIN., LL.D. ABERD., F.R.C.V.S. 


Sir John McFadyean, who died on Feb. 1 at the age 
of 87, did more than other any man in the past hundred 
years to put veterinary science on a sound footing, and 
it is largely due to his efforts that the standard of 
veterinary training has been raised from a two-year 

. course to a five-year course 
with the same conditions of 
entry as are demanded by a 
university. 

Born and brought up on his 
father’s farm in + Wigtown- 
shire, he had the best possible 
upbringing for a veterinary 
career, and the knowledge he 
then gained of the practical 
management of livestock and 
the land provided the back- 
ground on which he based his 
essentially sound conclusions 
‘on a wide range of subjects. 
After leaving the Ewart Insti- 
tute at which he was educated, 
owing to the uncertainty of 
the outlook for agriculture he 
decided to adopt the veteri- 
nary profession. He studied 
at the Edinburgh Veterinary 
College—now the Royal (Dick) Veterinary College—and 
was admitted a member of the Royal College of Veterinary 
Surgeons in 1876. Shortly after graduation he joined 
the teaching staff of the Edinburgh College as lecturer 
in anatomy. | 

His dissatisfaction with the existing standards of 
teaching led him to study human medicine at Edinburgh 
University, where he graduated M.B. in 1882, taking his 
B.Sc. in the following year. For a short time he carried 
on medical practice in addition to his teaching duties, 
but he did not find it congenial and determined to devote 
himself solely to his duties at the college. He was 
always much drawn to the subjects of bacteriology and 
pathology, and in 1892 he accepted an appointment to 
teach these subjects at the Royal Veterinary College in 
London, later becoming the first holder of the professor- 
ship of comparative pathology there. In 1894 he became 
principal of the college, and he held this appointment 
until his retirement in 1927. He set a high scientific 
standard in all his work and his students will remember 
the clarity with which the principles of bacteriology and 
pathology were placed before them, and the meticulous 
care with which all bacteriological and post-mortem 
examinations were carried out. : 

In 1888, while still in Edinburgh, he had undertaken 
the publication of the Journal of Comparative Pathology 
and Therapeutics, whose acceptance of an article soon 
came to be regarded as the hall-mark of scientific 
accuracy. Possessed of keen analytical powers, his 
criticisms were at times devastating, but on more than 
one occasion they were found to be of the greatest value 
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‘ in enabling scientific bodies to arrive at sound conclusions 


on matters of importance. 

Like many other workers fully occupied in research, 
teaching, and administration, McFadyean found little 
time for writing. His one textbook, ‘‘ The Anatomy of 
the Horse,” has become the standard dissection guide 
for students and he also completed the first part on 
osteology of a projected work on the comparative anatomy 
of the domesticated animals. 

His contribution to veterinary anatomy was notable, 
but it is exceeded by his work on bacteriology, pathology 
and the control of contagious disease. In his evidence 
before the Royal Commission on Tuberculosis, he insisted 
that measures for the control of bovine tuberculosis were 
essential for the protection of the human race, and later 
he played a prominent part in bringing about legislative 
and administrative measures for the proper inspection of 
milk and meat. For these services the Royal College 
of Physicians in 1933 awarded him the Weber-Parkes 
prize and. medal. His work on glanders: and mallein 
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enabled that disease to be. stamped out of this country 
and brought under control in all the more progressive 
countries of the world. Indeed, he was a pioneer in the 
great development of comparative pathology which has 
taken place since the middle of the past century. 

His students will always remember John McFadyean 
as a great personality, distinguished of aspect and rather 
terrifying to the shy, but blessed with a keen sense of 
humour and a natural kindness which, despite the strict 
discipline he maintained, won him affection and respect 
as a teacher and a scientist. . _ . 

In 1883 he married Mara Eleanor, daughter of Thomas 
Walley, principal of the Royal (Dick) Veterinary College, 
Edinburgh. She died in 1929, and they leave three sons 
and two daughters. 


SIR WILLIAM HORROCKS 


THE death of: William Heaton Horrocks recalls to 
many of his friends first of all the story of undulant fever 
so surely stamped out in Malta by his work. The 
A.M.D. report of 1861 contains a treatise on the fevers in 
Malta by assistant surgeon J. A. Marston, M.D., of the 
Royal Artillery, in which he described a type of ‘‘Mediter- 
ranean remittent,”’ or ‘“‘ gastric remittent ’’ fever, to be 
carefully distinguished from typhoid. In 1887 Surgeon- 
Major D. Bruce, A.M.S., discovered the causative organ- 
ism of the disease, isolating it from six consecutive cases 
and giving it the name Micrococcus melitensis. Ten 
years later, Captain M. Louis Hughes (killed in 1899, 
when serving on General Buller’s staff in South Africa), 
in his book ‘‘ Mediterranean, Malta or Undulant Fever,” 
gave a clear account of the symptoms and signs of the 
disease confirming Bruce’s discovery of the causative 
organism. In 1903 when Major Horrocks was trans- 
ferred to the Royal Society commission, the germ had 
then been recognised for sixteen years; every possible 
measure that could be thought of had been taken to get 
rid of it; and yet the disease continued to take its toll 
of life and health unabated. The commission, working 
under Bruce himself, investigated every means by which 
the germ might be spread from man to man. Its 
members (Horrocks, Crawford Kennedy, I. Zammit, 
E. A. Shaw, and others detailed for duty from time to 
time) showed how the micrococcus escaped from the 
human body; showed too that though -it could be 
transferred, though very rarely, to the monkey by the 
bites of infected mosquitoes, ecto-parasitis probably 
played but a small part in its transmission; that 
monkeys were easily infected, either by feeding or 
inoculation. And then, suddenly, Horrocks and Zammit 
reported real progress. They started to examine the 
Maltese goat, proved that it was easily infected by feed- 
ing, and with the help of Captain Kennedy that about 
41% of these animals agglutinated the germ; that 
approximately 10% passed it in their milk, and that 
these very creatures were supplying the hospitals as well 
as the rest of the garrison! We can recall a diagram 
shown to the promotion class by the late Sir William 
Leishman, setting out the incidence of undulant fever 
contracted before and immediately after the stoppage of 
goats’ milk to the garrison of Malta. It was one of the 
most striking examples that could be conceived of the 
elimination of an infection. ? 

This was, perhaps, the most valuable piece of work 
done by Horrocks in preventive medicine, but there 
were many other points on which he threw much light 
and many problems which he helped to solve. While 
assistant professor of hygiene he published his ‘‘ Intro- 
duction to the Bacteriological Examination of Water,” 
for long a standard work on.this subject. Later he 
published papers on varieties of intercepting traps for 
domestic sewage and studies on the liberation of germs 
from the bursting of bubbles and from other sources in 
drains. He demonstrated the passage of anthrax 
bacilli into the milk of a cow suffering from the disease 
and demonstrated the presence of bacilli in the milk of 
a female goat artificially infected. He also called 
attention to the agglutination test as a means of diagnosis 
between Bact. typhosum and the coliform: organisms. 
With Colonel Firth he edited Parkes’s ‘“ Theory and 
Practice of Hygiene,” and the second edition of ‘‘ Notter 
and Firth.” For many years Horrocks was a member of 
the Army Medical Advisory Board, chairman of the 
Army Hygiene Committee,.and chairman of the Anti-gas 
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Committee. As chief sanitary adviser to the Army he 
was responsible for designing the ‘‘ Horrocks box ’’—a 
valuable contrivance for the testing and chlorine steril- 
ization of water. As chairman of the anti-gas committee 
he played an important rôle in the elaboration of measures 
for the defence of our troops against noxious gases. 
He was editor of the R.A.M.C. Journal for thirty-two 
years, and will be grievously missed in this capacity as 
well as in many others by officers of his old corps. 
Horrocks was educated at Owens College, Manchester. 
He graduated in London later, taking his M.A. in 1883. 
For a time he was a resident at the Brompton Hospital, 
and then transferred to the Guildford Hospital. While 
there a chance conversation with a patient made him 
think of the Army, and he joined the Army Medical 
Service, ‘‘ a step,” says his daughter, ‘‘ which he never 
once regretted.” He married while in India, in 1895, 
Minna, daughter of the Rev. J. C. Moore, of Connor, co. 
Antrim, with whom he led a life of unclouded happiness 
until her death in 1921. Of the two children of the 
marriage, one, Brigadier B. G. Horrocks, is at present 
commanding an infantry brigade. His daughter was his 
faithful companion until his death. S. L. ©. 


PROF. K. F. WENCKEBACH 


. Sir Arthur Keith who formed an intimate friendship 
with Professor Wenckebach in the opening years of this 
century writes: Although it was as a cardiologist that 
Karl Wenckebach became known in the world of 
medicine, he is still quoted by embryologists for a 
| research on the development 

of certain fish carried out 

when a student at Utrecht, 
and after he had settled to 

country practice in the Lim- 

burg province of Holland he 

came back from time to time 
to explain to his old professor 
of physiology that the irregu- 
larities of the heart observed 
by the professor in experi- 
mental frogs were also to be 
found among his patients. 
Hence it came about that 
while James Mackenzie in 
Burnley approached the pro- 
blems of the heart through the 
jugular pulse, Wenckebach, 
who was called to the chair 
of medicine at Groningen 
‘in 1901, studied them 
: through the arterial pulse. 

From his youth Wenckebach was drawn towards our 
literature and our British ways of life; he was quick 
to perceive that the physician in Burnley represented a 
new power in British medicine, and a close and intimate 
friendship sprang up between them. Both were big 
men—big in body, in mind and in the intensity of their 
interests and feelings. Both had deep and burning 
convictions—not only concerning the misdemeanours of 
the heart but concerning disease in all its manifestations. 
Mackenzie had much of the fighting Scottish convenanter 
in him, Wenckebach had grown up in touch with the 
best musical, literary and ‘art circles of the Hague; 
several of his relatives had made their reputation as 
artists, his eldest son has become a well-known sculptor. 
Both men—Mackenzie was. Wenckebach’s senior by 
nearly ten years—having active brains -and strong 
tempers as well as warm hearts had reason to complain 
‘of each other from time to time, but their correspondence 
and friendship were never interrupted for long. 

Soon after Í got to know Wenckebach I was investigat- 
ing the relationship of visceroptosis to respiration. I 
found he was making a similar investigation and was 
invited by him to Groningen to see cases in which the 

_ viscera had descended so far that the diaphragm no longer 
could cause descent of the abdominal viscera. After 
days of demonstration he carried me to the coast at 
Harlingen, where the great professor entered into all the 
“ fun of the fair ” like a schoolboy on holiday. He was 
an intensely lovable man—yet proud—a quality which 
helped to shape his strange career. In 1910 the chair of 
medicine in Amsterdam was vacant and he was invited to 


OBITUARY 


[marco 1, 1941 9299 


fill it. He informed the authorities that he would accept 
only if the department was reformed and re-equipped. 
The authorities countered by appointing another 
and Wenckeback retaliated by accepting in 1911 an 
invitation from Germany to fill the chair of medicine in 
Strassburg. In 1914, when war broke out, he was on his 
way to fill the chair of medicine in Vienna, His heart in 
these wanderings remained true to Holland. It was 
characteristic that on resigning his chair in 1929 when he 
reached 65, the age he held to be the limit of effective 
service in a professor, he stated that he was still un- 
certain as to the most effective method of. teaching his 
subject, but he was convinced that ‘‘ intellectual con- 
tagion ”? was a first essential. 

. Wenckebach was representative of that wonderful 
breed of men to be found in the Netherlands which has 
the gift of tongues as well as of intellect. Few men 
born and bred in foreign countries can break through our 
British barrier and make us feel they are fellow country- 
men. Wenckebach could do this and make us laugh, 
too, for he had a keen sense of humour. We of 
English-speaking countries will miss him for many a 
year, for he was a most effective link between the English 
world of medicine and that which lies outside it. 


GEORGE HENRY MASSON 
O.B.E., M.D., D.SC. EDIN., F.R.C.P.E. 


Dr. G. H. Masson, medical officer of health for Port- 
of-Spain, who died recently, had done much to improve 
the public health of the West Indies. He qualified at 
the University of Edinburgh in 1895, and, as befitted a 
student of Sir Robert Philip, as tuberculosis officer he 
early established a dispensary scheme in Port-of-Spain 
which was in advance of some English ones of that time. 
To practical experience he added academic distinction, 
taking his M.D. in 1897 and his D.Sc. in public health in 
1907. He was elected to the fellowship of the Royal 
College of Physicians of Edinburgh and the Royal 
Society of Edinburgh. He studied in Paris, Berlin and 
Vienna and had the gift of tongues. But he wore his 
learning modestly and won affection as well as respect 
from his colleagues. . On the next page our account of 
Dr. Marcano’s report of the health of Port-of-Spain in 
1939 suggests that the problems Masson faced in his work 
differed from our own only in degree. 


CHARLES WILLIAM CHAPMAN 
M.D. DURH., M.R.C.P. 


Dr. C. W. Chapman, who died on Jan. 31, was born in 
London in 1843. He qualified from Guy’s Hospital in 
1868 and, after being physician to the Farringdon 
General Dispensary in 1892 he joined the staff of the 
National Hospital, for Diseases of the Heart. Here he 
gave all his thought and energy in arousing the hospital 
from the lethargy into which it had sunk since its founda- 
tion in 1857. The Adam house in Soho Square was no 
longer suitable for a hospital and in 1912 the hospital was 
rebuilt on the site of Dr. Haweis’s chapel in Westmore- 
land Street, where it stands today. Chapman was 
active in the selection of the site and the supervision of 


the building. Soon after the last war he retired from the ` 


staff of the hospital, but he continued his private practice 
for some years and retained to the end the confidence of 
his patients. He was always greatly interested in children 
and wrote a book on Heart Disease in Childhood and 
Youth. At the age of 83 he also wrote a small hand- 
book for students on The Heart and its Diseases, and for 
several years he contributed annual reviews of the litera- 
ture of cardiology to the Practitioner. 


WESTMINSTER PAST AND PRESENT.—The Editor of 
The Broad Way, the journal of Westminster Hospital, 
writes to say that four etchings of the hospital in 1734, 
1834, 1934, and 1939 will appear as a free supplement 
in his next four issues. The artist is one of the 
present students and the etchings are suitable for 
mounting and framing. The first issue of The Broad 
Way containing one of these etchings will be published 
soon, and if any Westminster man would like to make 
certain of getting a complete set he should communicate 
with the editor. 
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From the Annual Reports 
PORT-OF-SPAIN, TRINIDAD 


For purposes of comparison with the health conditions 
of Britain, Dr. Roderick Marcano’s report of Port-of- 
Spain for 1939 may be taken as giving a typical picture 
of the health conditions in a tropical colony. In 1921 
the population of the city was 61,396 and the density 
34-2 per acre. In 1939 the population was 90,375 and 
density 35:6. Overcrowding, the curse of all cities, is 
greater in the tropics than it is here and its tendency has 
been to become worse. Little progress was made in 
re-housing until quite recently, but in 1939 Port-of-Spain 
made some progress in this direction. The population 
is pure ‘‘ British ’’—that is, it is made up of all races 
under the sun and every conceivable combination 
thereof. The various races which are subject to the 
Crown. gain British citizenship but to a large extent 
retain their national habits and ancient metaphysics. 
The political significance of this is enormous, but from 
the public-health point of view it causes great difficulties. 
Feeding is the most important single problem confront- 
ing the health officer. In Britain, where we all eat 
much the same foods and have much the same feeding 
- habits, the food problem is difficult enough, but in the 
mixed communities of the Empire it is much more com- 


pee Meteorological conditions in the Empire vary - 


etween all extremes of which the earth is capable, but 
though these influence health problems their influence 
is far less than was formally supposed; the general 
_healthiness of a population is little affected by them 
directly, and all deleterious climatic influences are 
capable of suppression. West Africa—the White Man’s 
Grave of our fathers—is now as healthy for Europeans 
as Manchester is. Strictly speaking there are no 
tropical diseases, but some diseases are localised because 
they are spread by living vectors which may have a local 
distribution. Thus, sleeping sickness is limited to parts 
of Africa because it can be spread only by certain flies 
which have a limited distribution. In Trinidad there 
are no. diseases which might not occur in this country, 
but some, such as malaria, ankylostoma and a form of 
dengue, which here are curiosities, are there important. 
But their influence on the health of the people is com- 
paratively slight. Of the 1503 deaths in Port-of-Spain, 
in 1939, the number of those which would not appear 
on our list were 38 malaria, and 4 ankylostomiasis. The 
only one of our diseases which does not appear on their 
list is scarlet fever, which for some unexplained reason is 
not seen, except as a curiosity, in any tropical country. 
The vital statistics for Port-of-Spain for 1921 and 1939 
differ little from those of English towns for 1891 and 
- 1909, in fact, the health conditions of most tropical 
colonies are similar to those of England a generation ago, 
their trend is similar and their problems are similar. 
Except that in temperate climates we do not now have 
to bother much over mosquito-spread diseases, or such 
food diseases as beriberi or endemic dropsy, health 
problems are identical in all parts of the world. Tuber- 
culosis, syphilis, respiratory infections and the diarrheal 
diseases are the main enemies of human health and 
their problems are similar in kind everywhere. We have 
taken Port-of-Spain, but had we taken Singapore on the 
other side of the earth, we should have been able to bring 
out much the same points. 


l OLDHAM 

The vital statistics of Oldham, like those of its sister 
towns, reflect the depression in the cotton county 
boroughs of the inter-war period. The population 
reached its highest point of 148,300 in 1921, since when 
it steadily declined to 123,400 in 1939. Coincidentally, 
the birth-rate fell from 21:3 to 12-4 in 1933, rose to 13-3 
in 1938 and fell again to 12-5 in 1939. The crude death- 
rate increased from an average of 16:4 in 1919-1928 to 
17:4 in 1929-1938 and in 1939 rose further to 18-6. 
Corrected for transferable deaths, this shrinks to 15-7, 
but as the comparability factor is 1-12, the true death- 
rate was 17-6 compared with the rate of 12-1 for England 
and Wales. These statistics might be those of a popula- 
tion losing by emigration of young adults, but the com- 
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parability factor being above unity tells us that this is 
not so and that the loss is mainly due to loss in fertility. - 
The infantile mortality was 60, the lowest recorded in- 


Oldham, but maternal mortality was 7:9, which is 
exceptionally high. Dr. J. T. Chalmers Keddie’s com- 
prehensive report contains a chapter on Oldham Council 
for Mental Health, a voluntary association affiliated to 
the National Council for Mental Welfare, which is of 
great interest, for Oldham council is a pioneer of a move- 
ment which was beginning at the end of the inter-war 
Mental health was outside the province of hygiene 
until quite recently and when it was taken in it was 
found to have three formidable difficulties—it is entirely 
personal ; its work must be secret; and its prosecution 
requires much which practitioners of medicine are not in 
& position to deliver. Its progress must therefore be 
slow, but Oldham has made a successful start and what 
is being done there is helpful. 


Infectious Disease in England and Wales 
WEEK ENDED FEB. 15 | 


Notifications.—The following cases of infectious disease 
were notified during the week: smallpox, 0; scarlet 
fever, 1198 ; whooping-cough, 3425; diphtheria, 1175 ; 
enteric fever, 18; measles (excluding rubella), 16,654 ; 
pneumonia (primary or influenzal), 2106; puerperal 
pyrexia, 200 ; cerebrospinal fever, 378; poliomyelitis, 12; 
polio-encephalitis, 2 ; encephalitis lethargica, 6; dysen- 
tery, 174; ophthalmia neonatorum, 62. No case of 
ee plague or typhus fever was notified during the 
week. 

The number of civilian and service sick in the Infectious Hospitals 


of the London County Council on Feb. 14 was 2086, inclu : 


scarlet fever, 285 ; diphtheria, 322 ; measles, 728 ; whooping-cough, 
190; enteritis, 23 ; chicken-pox, 196; erysipelas, 58 ; mumps, 10 ; 
poliomyelitis, 2; dysentery, 8 ; cerebrospinal fever, 75; puerperal 
sepsis, 8; enteric fevers, 4; german measles, 2; other diseases 
(non-infectious), 82; not yet diagnosed, 93. 

Deaths.—In 126 great towns there was no death from 
smallpox, 2 (0) from enteric fever, 3 (0) from scarlet 
fever, 38 (3) from whooping-cough, 26 (5) from measles, 
46 (1) from diphtheria, 36 (1) from diarrhoea and enteritis 
under 2 years, and 324 (50) from influenza. The figures 
in parentheses are those for London itself. . 

Liverpool and Yarmouth each reported one fatal case of enteric 
fever. Liverpool had 6 deaths from diphtheria and Birmingham 
5. Birmingham also had 5 fatal cases of whooping-cough. Deaths 
from influenza were scattered over ninety-three great towns, 
Liverpool reporting 13, Blackpool 10, Newcastle-on-Tyne, and 
Bristol each 9. 

The number of stillbirths notified during the week was 
213 (corresponding to a rate of 38 per thousand total 
births), including 21 in London. 


INCIDENCE OF INFLUENZA 


In the week ended Feb. 15 324 deaths were ascribed! to 
influenza in the great towns—Feb. 8, 261 (56); Feb. 1, 176 
(45); Jan. 25, 120 (22); Jan. 18, 99 (17); Jan. 11, 69 (9); 
Jan. 4, 53 (8). The ratio of increase is thus appreciably less 
than between the two previous weeks. The age-distribution 
of the deaths continues to be normal. In the County of 
London, the deaths decreased from 56 to 50. Hospital 
admissions in London for influenza, bronchitis and pneu- 
monia decreased from 811 to 526 and the daily records of 
the current week show no sign of increase. 


BRITISH DruG Houses Ltd. have put on the market. 
a jelly containing 2% gentian violet and 0:02% sodium 


ethyl mercuri-thiosalicylate which they recommend for . 


the treatment of second-degree and third-degree burns, 
particularly of the hands, feet and face. Clinical trial 
suggests that 2% rather than the 1% gentian violet 
hitherto in common use may be the optimal concentra- 
tion for burns. Gentian Violet Jelly B.D.H. is available 
in 1$ oz. and 4 oz. tubes. 


Appointments 


BILLIMORIA, B. R., F.R.C.S. : R.S.O. at Frimley Sanatorium. 
CRICHTON, J. P.: L.R.C.P.E., L.D.S., D.P.H. : temp. asst. M.O.H. 
for Stepney. 
MEANE: CAROLINE, M.B. Lond., D.P.H.: temp. asst. M.O.H. for 
epney. 
SAMBROOK, D. K., M.B. Lond.: asst. M.O. at the County Council 
Hospital and hutments annexe, Hereford, 
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Medical News 


University of Oxford 7 

The Rockefeller Foundation have given the university 
5000 dollars for the purchase of equipment and research 
supplies and the provision of the salaries of assistants for 
Prof. H. W. Florey in connexion with researches in general 
biochemistry at the Sir William Dunn school of pathology. 
They have also made a similar grant of £1000 in connexion 
with research on the X-ray analysis of biologically important 
_ large molecules by Mrs. D. M. Hodgkin in the department of 
mineralogy and crystallography. 
University of Cambridge 


At recent examinations the following were successful :— 
D.M.R.E. 


Part I: Manfred Altmann, R. D. Caton, Arthur Elkeles, J. E. 
Glasgow, Grace M. Griffith, Max Halberstacdter, and P. C. Phelps. 


Royal College of Obstetricians and Gynecologists 
The following have been elected to the fellowship of the 
college :— i 
W. 0O. Armstrong, Glasgow; N.. L. Edwards. Derby; A. L. Gunn, 
. London; Joan K. Rose, Edinburgh; W. A. Taylor, Birmingham ; 
and Robert Watson, Northampton. - 


The DENTISTS REGISTER for 1941 just issued contains 15,032 
names, or 22 more than last.year. But the total of new names 
(388) is less by 50 than in the previous year. ` 

At the section of surgery of the Royal Society of Medicine, 
on Wednesday, March 5, at 2.30 p.m., Mr. Julian Taylor and 
Mr. R. Watson-Jones will open a discussion on war injuries of 
the spine, and on March 7 at the section of otology at 10.30 a.m. 
Miss D.J.Collier, Dr. F. S. Cooksey, and Mr. Terence Cawthorne 
will open a discussion on the limitations of operative treatment 
in facial palsy. On the same day at 4.30 p.m. at the section 
of laryngology Mr. E. D. D. Davis will read a paper on chronic 
hyperplasia or focal osteitis of the maxilla. 


At the quarterly meeting of the directors of the Naval 
Medical Compassionate Fund, held on Feb. 21 with Surgeon 
Vice-Admiral Sir Percival Nicholls in the chair, the sum of 
£96 10s. was distributed among the applicants. 

On Friday, March 7, at 1.45 p.m., Major-General H. Willans, 
.director-general of army welfare, will read a paper on that 
subject to the Royal Society of Arts. The meeting will be held 
at the house of the society in John Adam Street, London, W.C.2. 


Today, Friday, Feb. 28, at 4 p.m. at the University of 
Edinburgh Sir Joseph Barcroft, F.R.S., will deliver the 
Sharpey Schafer lecture. He will speak on four phases of birth. 


In a recent casualty list Lieutenant J. Cunningham, M.B., 
R.A.M.C., is reported to have died. 


Messrs. May and Baker have given a million tablets of 
M. & B. 693 to the Lord Mayor’s Greek relief fund. 


Bi rths, Marriages and Deaths 
BIRTHS 


REAVELL.—On Feb. 18, at Gloucester, to the wife of Dr. Denys 
Reavell—a daughter. 

SHACKLETON BAILEY.—On Feb. 22, at Eye, Suffolk, the wife of 
Dr. J. Shackleton Bailey—a son. 


MARRIAGES 


BURNFORD—EVERY.—On Feb. 22, at Uddingston, David Wreyford 
ord, M.R.C.S., surgeon lieutenant R.N.V.R., elder son of 

Dr. Julius Burnford, to Sheila Philip Every. 

CRAN—LEBURN.—On Feb. 19, at Gateside, Ian Rose Cran, M.R.C.S., 
only son of Dr. Hugh Cran, to Joy Leburn. 

TURNER—MEULEN.—On Jan. 4, at Christchurch, Purley, Richard 
W. D. Turner, M.D., M.R.C.P., lieut.-colonel R.A.M.C., to 
Paula Meulen. 

WILLATI—EVERSHED.—On Feb, 18, Tan Duncan Willatt, M.B., to 
Ruth Annette Janie vershed, M.B. 


DEATHS 


BARKER.—On Feb. 21, Ernest Marriott Barker, M.B. Camb., 
White Rock Road, Hastings. i 
BEADLE T D Feb. 23, at Romford, Harold Shatford Beadles, 


CREWDSON THOMAS.—On Fcb. 19, at Bracknell, George Crewdson 
Thomas, M.D. Edin., M.R.C.P.E., of Chester Square, S.W.1. 
HASSARD.—On Feb. 20, at Hindhead, Edward Moresby Hassard, 
oor ar of the Order of Avis, M.R.C.S., colonel R.A.M.C. 
retd.). 
JOHNSON.—On Feb. 4, Licut.-Colonel Reginald Johnson, M.B.E., 
aa M.D. Dubl., licut.-colonel R.A.M.C. á ea 
OBYN.— ebruary, by enemy action, Lesley Maude Campbell 
ay har ag rac e A seis 
HITING.—On Feb. 9, a orquay, Arthur John Whiting, M.D 
Edin., M.R.C.P., aged 75. ae ° 


Notes, Comments and Abstracts 


TREATMENT OF CHILBLAINS 
By G. I. Watson, M.D. Camb., D.T.M. & H. 


LIEUTENANT R.A.M.C. 


PEOPLE who suffer from chilblains can be divided into 
two groups: those who believe-in calcium and those 
who do not. The first of the following case-histories is 
that of a young woman who does not. An observation 
of hers led me to use a treatment which has given her 
and others almost immediate relief from their chilblains. 


_ Case 1.—A woman, aged 23, whose work includes driving. 


and cleaning a motor-car, but is varied both indoors and out. 


Two sisters suffer severely from chilblains ; her mother and 
father have chilblains occasionally. She -has suffered in 
summer from urticaria, and blisters easily in direct sunshine. 
She cannot remember a winter in which she has not had 
severe chilblains on both hands and on one or both feet. She 
has been treated with calcium in large doses, both by mouth 
and by injection, together with vitamin D in various forms ; 
but she has not been freed of chilblains even temporarily by 
such treatment. One winter recently her chilblains were 
abolished when she stung her hand in some nettles. She 
cannot recall whether the effect was only on the one hand or 
on all her chilblains. l 


It is possible that H-substance, which is closely allied 
to histamine, is produced at the site of a sting, whether 
by nettles or bees. I was using histamine experiment- 
ally for other purposes at the time, and was familiar 
with its local effects after subcutaneous. injection. I 
offered, with her active coöperation, to inject one of her 


- chilblains and to watch the result.. 


On Nov. 21, 1939, she was given a test dose of histamine 
(B.D.H.), 0-5 c.cm., subcutaneously in the forearm; she 
developed a large weal with irritation round it, facial flush 
and frontal headache ; no itching of chilblains. On the 24th 
she was given 0-1 c.cm. of histamine, split into two doses, into 
a chilblain on the 3rd finger of her left hand; there was 
immediate itching, but that night all itching in this chilblain 
ceased, Next day I obtained the same result with a chilblain 
on her right hand, and by Dec. 12, after several further 
injections, both hands, though scaly, were free of chilblains. 
Treatment of the right foot was begun on Dec. 2 and a second 
injection was given on Dec. 12. By Dec. 15 new chilblains 
had developed on her hands. She began using bee-toxin 
ointment (A. and H.) first on her hands, and later on her feet, 
alternated with injections of histamine. At first the ointment 
produced itchiness without subsequent relief, but after three 


or four days the itching ceased and the skin became scaly as 


after injection. Results seemed to be better if the ointment 
was applied after bathing in hot water, especially soft water. 
The last injection of histamine was given on Jan. 19, and on 
Feb. 2 the calcium was stopped. By Feb. 9 she only experi- 
enced slight pricking in the hands and her feet were quite 
comfortable. She continued to use the ointment locally. 


While these experiments were proceeding, two other 
patients presented themselves. 

, CASE 2.—Male, 29, motor driver, suffering from moderately 
severe chilblains on both feet. On Dec. 30, 1939, histamine, 
0-3 c.cm. split into five doses, was injected into or near many ` 
scattered chilblains on both feet. Immediate itching in all 
affected chilblains, not severe. On Jan. 5, 1940, he reported 
that his chilblains had itched for about half an hour and there- 
after had been completely comfortable. 

Case 3.—A woman of 27 who often suffered from severe 
chilblains, especially on her feet. On Jan. 2, 1940, began 
taking calcium lactate tablets gr. 15 t.d.s. On Jan. 18 she 
was not much better. Histamine, 0:35 c.cm. split into seven 
doses, was injected into or near the chilblains of both feet. 
Feet cold; no immediateitching. On the 20thshereported that . 
itching had begun within a quarter of an hour of injection 
and had continued for about two hours. Thereafter she had 
been free of any discomfort in either foot. On Feb. 15 she 
reported that her feet had remained comfortable. 

After these tests with injections of histamine, I wanted 
to find a way of getting histamine into the skin without 
injecting it. While I considered making a histamine 
ointment, or one which would liberate histamine in the 
skin, Dr. Max Davison suggested the use of bee-venom 
ointment as an alternative. Such anr ointment was used 
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in case 1, as I have mentioned, and the effect appeared 
valuable. It was later used in three other cases. . 


Cass 4.—A woman of 55 whose feet always felt cold. She 
suffered during most winters from chilblains on her toes. 
On Feb. 5, 1940, she began putting both her feet into hot water 
at night; then she rubbed the left foot (the worse side) with 
bee-toxin ointment and the right with Vaseline. By Feb. 10 
the chilblaihs had. disappeared from the left foot, which was 
comfortable ; but those on the right foot remained itchy. 
She reported that the chilblains of the left foot had felt warm 
for two or three nights after she began rubbing them with 
bee-toxin ointment. But after the first few days no local 
itchiness or warmth was felt when the ointment was used. 
On Feb. 12 she began using bee-toxin ointment on the right 
foot. On the 20th she reported that the chilblains of the right 


foot had become comfortable but not quite so quickly asb 


those of the left. Neither foot now itched when it got warm 
at night. , 

Case 5.—A man of 30 complained that this year for the 
first time he had chilblains on the lobes of both ears, worse 
- on the right ear. He drives a car nearly all day, and the wind 
blows past the side of his head. On Feb. 10-11 he used 
bee-toxin ointment for two consecutive nights on the chil- 
blains of his right ear, and reported them comfortable while 
those on his untreated left ear remained itchy. Local warmth 
was felt for about half an hour after using the ointment. On 
Feb. 15 he treated .the chilblains on his left ear with ointment 
one night and on the following morning they were better. 

Case 6.—A woman of 25 had chilblains on each index 
finger during the cold weather of this winter. She has chil- 
blains only occasionally. On Feb. 8 she began rubbing bee- 
toxin ointment on the chilblains of the right index finger 
(the worse side) after washing her hands at night. On the 
9th she reported slight local itching and no- improvement. 
On the 11th the chilblains of the right index finger had ceased 
to itch while those on the left finger were unchanged. In 
sueayent warmer weather these experiments came to an 
end. ; 

DISCUSSION 


A small subcutaneous injection of histamine into or 
near a chilblain will cause the lesion to itch acutely for 
a short time. After this itching ceases, the chilblain 
will remain comfortable for some days in hot or cold 
atmospheres. Changes in the colour and texture of the 
skin are observed and the chilblain may disappear com- 
pletely, but other chilblains can develop close to the 
injected one. This effect does not depend on the taking 
of extra calcium, since only one patient (case 1) out of 
three so treated was taking calcium. The action of 
calcium may be complementary to.the action of histamine, 
because it has a direct action on capillary tone, and 
because it antagonises the enzyme histaminase, which 
destroys histamine. 

An ointment such as bee-toxin ointment applied daily 
to a chilblain has the same ultimate effect as an injection 
ef histamine. The effect of bee-toxin is slower and more 
prolonged and therefore can be used to prevent as well 
as to cure chilblains. After its use the skin over the 
chilblain may scale for some days, but without causing 
discomfort. The injection treatment has an advantage 
if rapid temporary relief from severe chilblains is 
required. Bee-toxin ointment, however, being simple 
toapply will in general be more useful. 


THE FOSTER-CHILD'S LOT 
A BLIND-SPOT in our legislation exposes the foster-child 
to physical and emotional experiences which other 
children escape. Dr. G. F. Buchan! gives examples of 
children bandied from home to home, sometimes four 


times in a fortnight, because their mothers failed to. 


make payment regularly. Others, gravely ill, have 
lacked the care of a doctor because the foster-parents, 
already out of pocket, have been unwilling to spend more 
money which they had no hope of recovering. 

The law relating to child protection places obligations 
on the foster-mother to notify when she receives a child 
or lets him leave her care, but requires nothing of the 
mother. Ifa child is returned to his mother the welfare 
authority has no further responsibility, even though the 
mother is unsuitable, or unable to take the child in. She 
can pass him on to anyone she likes, without notifying 


1. Med, Offr, Jan. 25, 1941, p. 29. 
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the authorities ; yet if the child in foster care dies or 
the foster-parents change their address the law does not 
require that the mother be informed. Thus in one sense 


she is treated as the only guardian of the child who needs 


no supervision, and in another sense is ignored as though 
she had no responsibility for him at all. Though the 
usual reason for a change of foster home is failure in 
payment, some children are so difficult, ill or unattractive 


that no foster-mother will keep them; sometimes, too, 


the real mother makes the foster-mother’s house a home 
from home, spending all her free time there and expecting 
to be given meals. The fees paid for these children are 
small, ranging in Willesden from 5s. to £1 a week, but 
seldom exceeding 12s. 6d.; this leaves no margin for 
hospitality to the mother. : 

Most of the children are illegitimate. The mother may 
work up to within a month of confinement; during the 
last month she must keep herself and make provision 
for the child. At the end of ten days or a fortnight in 
hospital she is discharged, usually having nowhere -to. go 
and needing to get work at once. She does not know 
how to set about finding a foster-parent; usually she 
persuades someone to take the child on a promise of 
payment out of her first earnings. If she cannot find 
work immediately the foster-mother brings the child 
back to her. Dr. Buchan recounts the story of a woman 
who applied at the municipal ee centre for the names 
of foster-mothers. Her child was three weeks old. She 
had left it with a foster-parent and sought work; two 
days before she was due to Start in a post the foster- 
mother brought the child back. She owed a week’s rent 
for her room, and had no money to buy food for herself 
or the child. She was sent to the relieving officer who 
was able to arrange things for her, though somewhat late 
in the day. 

The difficulties of the foster-parent are almost as 
serious as those of the mother. If payment fails she can 
return the child to the mother, get the public assistance 
department to take him, or keep him for nothing. The 
mother has often disappeared, and the public assistance 
authorities will only accept responsibility if the fullest. 
inquiries have been made for her. . Meanwhile the foster- 
mother must go on feeding and clothing the child as best 
she can. Quite often she decides to keep the child for 
nothing and bring him up as her own; some foster- 
parents legally adopt children left with them, and from 
the child’s point of view this is probably the best thing 
that could happen; it is proof at all events that he is 
welcome, and it gives him security. Children who are 
less attractive fare worse; often they have no clothes 
except those spared by a succession of foster-mothers, 
and they may lead completely uncertain lives until the 
public assistance authorities place them in an institution. 
Dr. Buchan tells of one child found dead in bed after 
a fall into a bath; although he had seemed very ill the 
foster-mother had only got as far as deciding to call the 
doctor in the morning if he wasn’t better. 

The defects in the law could be remedied, Dr. Buchan 
thinks, if welfare authorities were given better control 
over foster-parents, mothers, and the children them- 
selves ; and if payment was made directly to the foster- 
parents by the authorities, who would then be responsible 
for recovering it from the parents. The mothers, he 
suggests, should be required to apply to the authority 
when they wished to place the child in foster care; and 
the authority should provide some kind of home or 
clearing-house where children could be placed on coming 
out of hospital, or in other emergencies. Finally he lays 
emphasis on the need for pensions for mothers: family 
allowances which will include the illegitimate no less 
than the legitimate child. 


Painters METALIX (London) have put on the market 
their Photalix shockproof diagnostic tube which they 
claim has all the advantages of oil insulation without the 
drawbacks associated with an oil-immersed tube. It 
weighs 15} Ib. and is adaptable to any tube-stand. It 
can be supplied with vertical or horizontal cable inlets. 


SILVER NITRATE SticKks.—Owing to difficulty in 
obtaining the wooden holders for their caustic points 
Messrs. Johnson and Sons of Hendon have designed a 
neat bakelite holder with a screw cap which should be 
equally satisfactory. A 
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_ that others will give it a trial. 
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DISSECTION LOBECTOMY 
By Rosin S. Pricuer, M.S. Lond., F.R.C.S. 


PROFESSOR OF SURGERY IN THE UNIVERSITY OF LONDON : DIRECTOR 
OF THE. SURGICAL UNIT, UNIVERSITY COLLEGE HOSPITAL, LONDON ; 
SURGEON, E.M.8.; AND 
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ANÆSTHETIST TO THE SURGICAL UNIT AND TO THE E.M.S. 


THE removal of a septic lung lobe by the tourniquet 
method although giving results that show progressive 
improvement falls far short of perfection as an operation, 
being ‘incomplete, dirty and uncertain. The removal of 
whole lungs by the dissection method suggested to us 
that a similar technique could be devised for lobectomy 
with a view to securing radical removal of the disease, 
safer closure of the hilar structures, and less risk of 
empyema and delayed re-expansion of remaining lobes. 
Our first experience of dissection lobectomy having been 


“encouraging we are reporting the cases, not as any proof 


of the superiority of the technique over the tourniquet 
method but to demonstrate its practicability in the hope 
Three cases have been 
completed, two with a good result, the third being a 
modified success. A fourth case in which the operation 
was intended ended fatally, the child dying in an early 
stage of operation during separation of adhesions. This 
fatality must be ascribed to an error of judgment in the 
choice of case rather than in the type of operation. The 
patient was known to be a poor risk and a staged opera- 
tion was intended. 


Blades and Kent ! have recently reported a series of 
dissection lobectomies and in the discussion of their 
paper other surgeons reported favourable experiences. 
These surgeons point out certain anatomical difficulties 
of the method, notably the possibility of narrowing the 
bronchi of remaining lobes by ligature of the bronchus 
to be removed. As Janes remarked in the discussion, 
however, this accident can occur in the tourniquet method 
and he suggested it as a cause of failure of expansion of 
remaining lobes. Our experience in case 2 has a bearing 
on this point. Preoperative bronchoscopy is advised 
by Blades and Kent to determine the length of bronchus 
available for ligature. 

Our three cases were all children with lower-lobe 
bronchiectasis of long standing; two of them had been 
under observation for some years, one having been pre- 
viously rejected as unsuitable for operation. They were 
investigated by bronchoscopy and bronchography and 
prepared for operation by a course of postural drainage 
and breathing exercises. The condition of the nasal 
sinuses had been examined and in one,case bilateral 
antral drainage had been done. | 


TECHNIQUE AND MANAGEMENT 


The technique of the operation will not be described in 
full but important details about which opinions differ 
merit discussion. 

Anesthetic.—Premedication with paraldehyde (4 
drachm per stone) by rectum was given to each patient 
45 min. before operation. With a continuous-flow 
Boyle’s gas-oxygen apparatus anesthesia was induced 
with nitrous oxide, oxygen and ether, and a MacGill’s 
endotracheal tube was passed through the nose without 
preliminary spraying of the nose and throat. The 
trachea was kept free of secretion by suction through 
the endotracheal tube. After each period of suction the 
expiratory valve was closed and the patient allowed to 
rebreathe to compensate for the deflation. No attempt 
was made to occlude the bronchus on the affected side. 


. Preparations were made for bronchoscopic aspiration 


but in none of the cases was this necessary. In the 
second and third cases early closure of the bronchus 
relieved us of anxiety about spill-over of secretion. 
Before closure of the pleura the upper lobe was expanded 


1. Blades, B. and Kent, E. M. J. Thorac. Surg. 1940, 10, 84. 
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-silk ligature, applied early ‘in the second and third 
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with a mixture of nitrous oxide 80%, oxygen 15% and 
carbon dioxide 5%, for it was found that oxygen alone 
was too rapidly absorbed. Carbon dioxide was added 
to enhance the inflation by increasing the depth’ of 
respiration. It may be objected that inflation of the 


lung may drive secretion into the bronchi and cause 


atelectasis, but we do not think this objection is valid 
if the inflation is gradual and the pressure low. It is 
important to know that the bronchus to the upper lobe 
is not constricted and it might be worth while to inflate 
immediately after the bronchial ligature to settle this 
point. In our second case inflation failed and broncho- 
scopy was performed to find the cause. In this case re- 
expansion was delayed and was probably due to an error 
in technique. 

Exposure and general procedure.—The lateral position 
was used and the chest opened without any preoperative 
preparation of the pleura by‘a long intercostal incision. 
A wide exposure facilitates the hilar dissection. Com- 
plete hemostasis in the chest wound was secured before 
the pleura was opened. In the first case the lobe was 
freed of adhesions before the hilar dissection was started, 
but in the other two the bronchus was rapidly found on 
the back of the hilum and closed with a stout silk ligature. 
This we believe to be an important point as it eliminates 
the danger of spill-over of secretion during the manipula- 
tion of the lobe to divide adhesions and define the hilum. 
We do not know whether this early bronchial closure 
would always be possible and the ligature must not be 
applied until the bronchus is clearly defined, but in the 
two cases this presented no difficulty. ‘As already 
mentioned, preoperative bronchoscopy can provide useful 
knowledge of the arrangement of the bronchi. 

Hilar: dissection and bronchial closure.—In each case 
the interlobar fissure was well defined although lightly 


‘ adherent and was deepened to the hilum without diffi- 


culty. This and the isolation of the hilar structures 
was done mainly by blunt dissection with small gauze 
balls although occasionally sharp dissection was used. 
The main vessels were divided between thread ligatures. 
Small vessels crossing the depth of the fissure and those 
supplying the enlarged hilar glands were closed with 
Cushing’s silver clips which have proved very useful and 
time-saving. It has been our aim to keep the dissection 


dry and these small vessels cannot be neglected. The ` 


bronchus has been closed i in each case with a single aes 
n 
the first case no further closure was made but in the 
other two the cut edges beyond the ligature were approxi- 
mated with fine silk sutures. The cut edges were bleed- 
ing and it seemed probable that branches of the bronchial 
artery had ‘escaped the main ligature. In each case a 
complete pleural covering of the stump was obtained but 
in the second case the suture was under tension, partly 
because of large hilar glands which were not removed. 

Closure of chest.—After a test inflation of the upper 
lobe the chest was closed without drainage. Great care 
was taken to obtain heemostasis in the chest and to make 
a clean section of the bronchus so that drainage could 
be omitted. The merits of this step cannot be judged 
on three cases but none developed empyema. Some 


might attribute this to good fortune, others to the post- 


operative chemotherapy. The wound was closed in 
layers with interrupted silk sutures, care being taken to 
make air-tight closure of the pleura. No catgut was 
used in any of the operations. 

Transfusion.—The operations were performed with 
little regard for time, and steps were taken to make good 
fluid loss by setting up an intravenous drip before the 
start of operation. Blood was available in case of 
troublesome hemorrhage, but was not needed, small 
amounts of saline only being given. 

Postoperative care.—The child was placed in an oxygen 
tent in the Trendelenburg position after operation. The 
tent was used for a few days and the foot of the cot 
lowered on the day after operation, after which changes 
of posture were encouraged. In each case prophylactic 
sulphapyridine was given for a few days after operation. 
In the first and third cases the postoperative course gave 
no anxiety and expansion of the upper lobe was rapid. 
In the second expansion was delayed and improvement 


K 
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followed bronchoscopic treatment. Aspirations of the 
pleura were carried out in each case and in two a small’ 
bloody effusion was found. | 


| | -~ CASE-RECORDS — i 

CasE 1.—Boy, aged 11. ` Left lower-lobe bronchiectasis. 
Fair physique, slightly under size but little evidente of 
toxemia. . | 

Operation on Aug. 6, 1940. The child’s colour was good 
and the respiration unembarrassed, with paraldehyde narcosis. 
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10 MIN. INTERVALS 
Fig. 1—Operation chart of case 1. 


After induction and passage of the endotracheal tube the air- 
way remained clear and the colour good. The chest was 
. opened in the seventh left intercostal space. The lower lobe | 
was partly collapsed and was attached to the chest wall and 
diaphragm by many adhesions which were lax and long. The 
adhesions were divided and the lower lobe freed up to the 
hilum, the interlobar fissure being easily defined in spite of 
adhesions. The hilum was dissected and its components 
-ligated individually, the larger vessels with thread.and the 
bronchus with a single stout silk ligature, small vessels being 
closed with silver clips. The ligature slipped off the inferior 
pulmonary vein but bleeding was easily controlled. Apart 
from this accident hemostasis was satisfactory. The pleura 
was sutured over the stump with fine silk. The pleural cavity 
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was washed out with saline and sucked dry. The first attempt ° 


at inflation of the upper lobe failed, but a second attempt after 
aspiration of muco-pus through the endotracheal tube was 
successful. The chest was closed in layers without drainage. 
The operation occupied 115 min., pulse and blood-pressure 
showing little change (fig. 1). Only a small amount of saline 
was given intravenously and no blood. Except for the incident 
mentioned there was no trouble with bronchial secretion and 
ventilation was satisfactory throughout the operation. 

The postoperative course is shown in the chart (fig. 2) 
and radiogram. The wound healed by first intention. At 
the time of discharge, 21 days after operation, the chest 
showed no abnormality except some limitation of movement 
on the operated side. l 

Case 2.—Girl, aged 12. Left lower-lobe bronchiectasis. 
Poor physique and signs of toxemia. Right bronchogram 


CASE I 
SULPHAPYRIDINE 


MLL LULL 
i] 


ASP. NIL 
ASP. ic.cm 


OPERATION 


` OXYGEN TENT 


/ NN AIN 
DAYS 2 3 4 § 6 7 8 
Fia. 2—Postoperative chart of case 1. . 


showed suspicion of early bronchiectasis in right lower lobe 
also. - ee: > 
Operation on Aug. 8, 1940. Under paraldehyde narcosis 
the child’s colour was good but respiration was rapid and 
slightly obstructed. After induction and passage of the 
endotracheal tube the trachea was cleared of pus and mucus 
by aspiration, but: the respirations were persistently rapid 
throughout the operation. Aspiration was performed 
repeatedly until the bronchus was ligatured, after which the 
airway remained clear. The chest was opened in the seventh 
left intercostal space. The lower lobe was collapsed and blue, 
with adhesions to the chest wall and diaphragm. The inter- 
lobar fissure was well defined and the hilar glands were much 
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10 MIN. INTERVALS 
Fic. 3—Operation chart of case 2. 


enlarged. The posterior aspect of the hilum was rapidly 
exposed, and the lower-lobe bronchus defined and closed with 
a stout silk ligature. The adhesions and broad ligament were 
divided and the hilar dissection completed, large vessels being 
ligatured with thread and small ones closed with silver clips. 
This dissection was made more difficult by many enlarged 
hilar glands. The bronchus was divided last between the 
ligature and a clamp. Cut edges of bronchus which were 

bleeding were coapted with fine silk 
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suture would cut out and release the 


THE LANCET] 


POSTOPERATIVE RADIOGRAMS 


Case 1 on twelfth day. e 


tension. The operation lasted 100 min. Saline 150 c.cm. was 
given intravenously but no blood. Ventilation was satisfactory 
from the time of bronchial closure. Pulse and blood-pressure 
varied little (fig. 3). The post-operative course is shown in the 
chart (fig. 4) and radiograms. Radiography on the fourth day 
showed no expansion of the upper lobe. 

Aug. 15. Bronchoscopy. Pus aspirated from left bron- 
chus. Upper lobe opening still narrowed. Pus aspirated 
from upper-lobe brénchus and mucosa swabbed with adrena- 
line. Postural drainage and breathing exercises were resumed 


to assist re-expansion, which occurred in five days. The. 


wound was superficially infected at posterior end, but. healing 
was complete on discharge 38 days after operation. At that 
time there was good air entry over left side of chest and no 
moist sounds on either side. — 

CasE 3.—Boy, aged 13. Left lower-lobe bronchiectasis. 
Well-developed boy with little evidence of toxzmia. 

Operation on Aug. 22, 1940. The patient’s condition and 
colour were good under paraldehyde narcosis and remained 
so after passage of the endotracheal tube. As diathermy was 
used for this operation no ether was given after the induction, 
the nitrous oxide and oxygen being supplemented by chloro- 
form when necessary. The airway became blocked with 
secretion just before ligation of the bronchus but was easily 
cleared by suction through the endotracheal tube. After this 
the airway remained clear throughout the rest of the opera- 


tion. The chest was opened in the seventh left intercostal 
space. The lower lobe was collapsed, blue and nodular, with- 
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Fia. 5—Operation chart of case 3. 
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Case 3 on fourth day. 


out abnormal adhesions. There were many enlarged hilar 


glands. The posterior aspect of the hilum was rapidly exposed 
and the lower lobe bronchus was cleared and closed with a 
ligature of stout silk. One large vessel was divided during 
exposure of bronchus. The broad ligament was divided and 
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Fic. 6—Postoperative chart of case 3. 
e 


the hilum was then dissected, large vessels being ligatured 
with thread and the small ones closed with silver clips. This 
was a very easy hilar dissection. The bronchus was divided 


~ between the ligature and a clamp and the cut edges coapted 
Pleura was sutured over the stump, . 


with fine silk sutures. 
good covering being obtained without tension. The upper 
lobe expanded without difficulty when inflated. The ahest 
was closed in layers without drainage. Operation lasted 95 
min., pulse and blood-pressure showing little change (fig. 5). 
Saline 60 c.cm. was given intravenously and no blood. 
Except for obstruction just before bronchial ligature ventila- 
tion was satisfactory during operation. 

The postoperative course is shown in the chart (fig. 6) and 
radiogram. The wound healed by first intention. At the 


time of discharge, 14 days after. operation, the chest showed 


slight impairment of percussion note and diminished move- 
ment at left base. 
COMMENT 


Of these three patients, cases 1 and 3 were regarded 
as good risks, case 2 as a poor one. The operations were 


‘all long, on account of the novelty of the procedure and 


the care given to detail, especially hemostasis and 
asepsis. The operation, although not as easy as the 
tourniquet method, presented no great difficulty and was 
well tolerated by the patients. The complete removal 
of the diseased lobe with precise ligature of the hilar 
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POSTOPERATIVE RADIOGRAMS 
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Case 2 on fourth day. 


structures and pleural covering of the stump gives condi- 
tions which should be more favourable for healing than 
those present after the tourniquet operation. We expect 
to find the operation much more difficult in some cases, 
for instance, if there has been an empyema, but often 
after this complication, however adherent the periphery, 
the hilum is relatively free and its pleura healthy. | We 
believe closure without drainage to be desirable, but the 
safety of this step cannot be judged on three cases. 


Case 2 on thirtieth day. ee 


SUMMARY. | 

Lobectomy by dissection has been performed success- 
fully in three cases of bronchiectasis. 

For bronchial closure a single stout silk ligature was 
used, the stump being covered with pleura. l 

The chest was closed without drainage and none of the 
cases developed empyema or burst bronchus. ; 

In one case there was delayed re-expansion of the 
upper lobe apparently due to narrowing of its bronchus. 


è ACUTE NERVOUS ILLNESS IN ACTIVE 
WARFARE 


By W. H. bE B. HUBERT, B.A. Camb., M.R.C.P. 


MAJOR, R.A.M.C. 5; SPECIALIST IN PSYCHOLOGICAL MEDICINE AT A 
MILITARY HOSPITAL; ASSISTANT PHYSICIAN IN THE DEPARTMENT 
OF PSYCHOLOGICAL MEDICINE, ST. THOMAS'S HOSPITAL 


‘Tue findings at a psychiatric centre in France were 
` strikingly different in the passive and the active phases of 
the campaign there. In the passive phase they differed 
very little from those found at any psychiatric outpatient 
department in peace-time. After’ the invasion of 
Holland there was a steadily increasing amount of acute 
illness, until, by the end of June, admissions consisted 
almost entirely of conditions directly precipitated by 
.bombing, shelling and the other violent stresses of modern 
warfare. This paper is confined to the latter group. 
i MATERIAL 
It was found useful to classify cases as follows: (1) 
those in- which anxiety was the prominent symptom ; 
(2) those showing conspicuous hysterical factors; (3) 
those characterised by stupor ; and (4) a mixed group in 
which acute psychotic illnesses had been suddenly 
precipitated by factors similar to those operative in the 
other groups. In all these groups there were conspicuous 
differences from cases of a comparable kind seen in the 
more quiescent stage of the war; and these differences 
were directly related to the acuteness and severity of the 
precipitating cause. The form of the illness was often 
much more protean. For example, cases seen almost 
immediately after onset were commonly semi-stuporose, 
tremulous, obviously extremely terrified, and unable or 
unwilling to speak, move or respond in any way to their 
immediate environment. After some hours or perhaps 
days had elapsed a definite anxiety state might appear, 
or alternatively, a classical hysterical illness or other 


- above in general behaviour. 


syndrome, but éven then the clinical picture would be 
much more mixed than those ordinarily seen. Descrip- 
tion and comment, however, are clarified by discussing 
these conditions in the groups mentioned above. The 
groups do not include those cases which were not directly 
resultant from acute war stress. 

(1) Anxiety states.—Most of these patients had a short 
history of previous anxiety symptoms; particularly of 
occasional anxiety attacks. Often the condition had 
been coming on over a period of weeks and came to-a 
climax after a more than usually severe bombing, shelling 
or terrifying ordeal. Nearly all described some sort of 


© collapse, usually characterised by screaming, crying, 


bolting or other manifestation of uncontrolled emotion. 
When seen soon after the inception ofthis acute stage, 
their condition was one of apparent paralysis by fear 
corresponding to the semi-stuporose state described 
This usually lasted only 
some hours. After a few days they began to show an 
increasing tendency to dissociate fear and attacks of 
anxiety from real happenings. Attacks would occur 
throughout the day or night, sometimes coinciding with 
the sound of an aeroplane, or sudden noise, but with 
increasing frequency taking place without any such 
stimuli. It seemed probable that such cases would settle 
down into subacute anxiety states with a prognosis and 
course depending on their constitution, previous history 
and the subsequent treatment they received. Methods 
employed to modify this course for the better are 
described later. | | 


(2) Hysterical states—From most of these patients no 
history of previous illness was obtained, though some 
were certainly of hysterical personality. More frequently 
than in the anxiety types the onset of the acute condition 
had been sudden without any prodromal symptoms. 
They, too, often described a sudden collapse. This 
usually occurred at a time of intense stress—bombing or 
general strafing. Unlike the anxiety group, however, this 
collapse was often a sudden, dramatic cessation of 
activity, the patient lying motionless until carried 
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<‘ unconscious’ on a stretcher to the nearest field 
ambulance. When first seen, a few hours to two days 
after this, these patients showed an interesting period of 
transition from a negative semistuporose condition to a 
Pp eal hysterical picture of one sort or another. The 
final state reached would presumably be dependent on 
factors ranging in depth from those that operate in 
earliest years to those as superficial as the behaviour of 
the patient in the next bed. - Often, from a general 
lack of all volitional activity, function would return 
save in one field—speech or vision, for example. In 
‘some, two or three symptoms only would be conspicuous, 
‘gross tremor being commonly one of them ; in others a 
more complete form of hysteria would appear. The 
-cases with an hysterical amnesia showed an unexpected 
‘feature. When first seen, many could furnish a complete 
history of their ordeal, but when the patient as it were 
came out into life again the memory became lost, presum- 
ably owing to a later-acting protective mechanism. 
When this amnesia pon rsisted in spite. of treatment and 
recovery in other fields, there was often some good reason 
‘in addition to the unpleasantness of the ordeal—a 
history of dn exhibition of cowardice, treachery to a 
-comrade, and like forms of behaviour incompatible with 
‘the ordinary psyche of the individual. 
- (3) Peychogenic stupor.—Many of the milder stupors 
could be described as the first stage of the former two 
-groups ;' others proved later to be ordinary catatonic 
-stupors, reactive stupors in mental defectives and so on. 
Nevertheless, there was a sufficient number of eases that 
-could not be included in these categories to make worth 
while their consideration under a separate heading. 
‘Comparable cases are probably extremely rare in civil 
life and are also usually characterised by having as a 
precipitating factor some disaster (or event of extreme 
emotional importance), by a short course and by a good 
prognosis. The cases seen in France followed stresses 
‘similar to those which precipitated illness in groups 1 
and 2. When this could be obtained, the previous history 
rey Hae eared uneventful and Army records available 
icated that during their period of service they had 
been satisfactory personalities. They were found on 
-examination to be motionless, mute and insensitive to 
-ordinary environmental stimuli and mild degrees of 
.somatic stimulation, while to severe stimuli they 
responded but momentarily and to a disproportionally 
small degree. There was no evidence of organic injury 
-to the C.N.S., or anything to suggest an ordinary 
concussive or postconcussive state. The more severe 
cases were incontinent of urine and feces. The least 
severe would take portions of food set beside them, 
without at the time appearing to show any other contact 
with what was going on around them. There were no 
‘features ordinarily characteristic of catatonic stupor, 
gave . occasionally the temporary appearance of a 
mannerism; particularly grimacing. The striking 
feature of these cases was their rapid recovery from this 
-condition to one of comparative health, without any 
neurotic or gross psychotic residual symptom. They 
would become, apparently, perfectly well, except for 
features not uncommon after a severe psychotic illness, 
: such as pallor, poor appetite and sleep and a mental state 
difficult to describe, but compounded of timidity and 
bewilderment. 
(4) Mixed group.—It was somewhat surprising to find 
that acute psychotic reaction not uncommonly followed 
‘the same sort of traumata as those which were respon- 
-Sible for the psychoneurotic states already described. 
Patients with, as far as could be discovered, no previous 
mental illnesses and with satisfactory personalities, under 
‘the strain of active warfare broke ‘down into psychotic 
illnesses, with syndromes of the ordinary kinds. In 
some of these patients alcohol was a second factor; the 
importance of the combination of chronic intoxication 
and severe emotional stress in producing an alcoholic 
psychosis is, of course, well known. Most of them, 
however, had no history of alcoholism. The commonest 
picture was that of an acute paranoid state without 
. auditory hallucinosis. A man, for example, would be in 
-considerable fear, saying that all the patients in the ward 
were disguised Germans, that his food was poisoned and 
that he was to be murdered in the night ; a man would 
-state that he had suddenly realised in the heat of the 
‘battle that the whole war was being fought around him 
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and would produce in confirmatory evidence of this the 
gestures, chance remarks and attitude of those around 
him in hospital. In some of. these cases acts of violence 
towards superiors or comrades had been threatened or 
had actually taken place. Typical catatonic schizo- 
phrenic stupors also occurred under these conditions, 
and there were also examples of acute depressive states, 
with delusions of unworthiness and depressive persecutory 
ideas. Although this group was very small in comparison 
with the others | it is interesting from the point of view of 
the genesis, prognosis and treatment of these states, even 
when occurring in more ordinary situations. 


TREATMENT 


In nearly all cases, including even those of psychogenic 
stupor, the first requirement seemed to be the isolation 
of the patient from his environment by the use of 
hypnotic drugs; the more a patient could be removed 
from any hint.of the environmental stresses which had 
led to his collapse, the quicker did he seem to come out of 
this first stage of the illness. As a routine, therefore, 


sedative drugs to produce effects up to full continuous © 


narcosis were used in the great majority of cases. This 
was carried on, depending on the type of reaction and 
its severity, from forty-eight hours to three or four days. 
The necessity for rapid results did not allow a further 
extension of the period. | 

As soon as possible psychotherapeutic methods, based 
p y on a knowledge of the syndromes: involved 
rather than on investigation of variations in the individual, 
were carried out, in combination with the strong 
suggestive influences of a rained staff and the practical 
atmosphere of a war-time hospital. Thus in anxiety 
states efforts were made to concentrate the patient’s 
attention on the fact that the illness was directly related 
to normal fear in a sensitive individual, and to distract 
his attention from the other aspect of his case—that he 
had a constitutional or early acquired tendency to 
anxiety reactions in the absence of adequate precipitat- 
ing causes. In hysterics, as far as possible, during the 
period before the illness had become crystallised, and, 
particularly, before a well-defined amnesia could set in, 
any immediate conflicts about his behaviour during the 
time of crisis and his present situation were discussed, 
while his tendencies towards melodrama and dramatisa- 
tion of himself were turned as far as possible away from 
the sphere of illness and back to the situation to which 


‘he should return and deal with without further break- 


down. In the stupors, on the other hand, it was often 
found best to allow the patient the benefit of the 
mechanism which had blotted out for him the period of 
unendurable strain and its immediate sequel; thus 
following the generally accepted practice in ordinary 
psychotic illnesses of refraining from discussing any 
strongly emotional contributing factor that may be 
present, either altogether, or at any rate until comparative - 
health has been reached. That this procedure was 


' justified was suggested by the absence in cases thus 


treated of any hysterical sequele. 

Various schemes of physical treatment were employed. 
Some cases, particularly those showing conspicuous 
changes of affect responded well to treatment based on 
the probable synergic action of the barbiturates and ` 
benzedrine. The two drugs were given alternately for 
twelve-hour periods in comparatively large doses—for 
example, up to gr. 15 of barbitone soluble and 20 mg. of 
benzedrine sulphate in the twelve hours. Group 
therapy was found useful; different types of patient 
were put in the same wards and by means of direction, ` 
suggestion and interpretation helped to react beneficially 
on other groups. was especially successful with 
patients who.had previously been useful members of a 
community, in this instance the Army. That some 
patients do very well with this form of treatment was 
shown by their behaviour in subsequent severe stresses at 
times in which their reactions could be observed. 
Throughout, it was considered important to keep in the 
wards an atmosphere of expectation of quick recovery 
and return to duty and to segregate at once those cases 
whose improvement was likely to be delayed or who 
showed early symptoms of chronicity. It was also found 
useful to stress as far as possible, in the treatment and 
management of these patients, their points of likeness to 
other battle casualties rather than their dissimilarities. 
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There seemed to be sufficient evidence to conclude 
that most of them could usefully remain in the Army, 
some in front-line service, and some temporarily, others 
permanently, in more sheltered spheres. 
remembered that bombing alone,: which of course may 
occur anywhere, does not cause the same mental stress 
as it does when combined with actual proximity to the 
enemy, and, particularly, with the confusion and 
bewilderment to which modern mechanised warfare can 
so easily lead. From this it follows that since extremely 
severe stress is involved, a group of acute psychoneurotic 
cases will probably contain a high proportion of men 
‘likely to respond at once to treatment conducted on the 
lines described. 

It is not possible to generalise about the treatment of 
the psychotic group because the conditions included 
there are so different. In many forms of psychoses 
treatment consists merely of .palliative measures until 
the patient can receive care ina mental hospital. On 
the whole, however, most of the psychoses in this series 
either proved or appeared likely to run a much shorter 
~- course with treatment than those occurring under 
ordinary conditions. For some cases, particularly those 
showing the milder depressions and short-lived paranoid 
episoden, £ return to light duty seemed advisable. 


SUMMARY. 


Cases of acute nervous illness occurring in men 
exposed to the stress of modern war are divided into 
those characterised by anxiety, by hysterical symptoms 
or by stupor, and a mixed group of psychotic illnesses. 

Patients likely to recover should be segregated as soon 
as possible from those likely to become chronic, and the 
importance of an early return to duty should be 
emphasised. 

Treatment in the early stages was by sedation, later 
by psychotherapy based on knowledge of the syndromes 
involved rather than on investigations of individual 
variations. The trained staff and the atmosphere of a 
war-time hospital exerted suggestion on the patients, 
and group therapy depending on the influence of patients 
on one another was also used. 


The evidence suggested that most of these psycho- 


neurotic cases could usefully remain either in the front 
. line or in more sheltered posts in the Army. 


I would like to thank Colonel Henry ene wee then 


consultant to the B.E.F., for his help. 
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In 1927, Gunn, reviewing the action of expectorants, 
referred to them as ‘‘ the one department of therapeutics 
in which little forward movement has been registered, 
not only in a decade, but hardly any even in the last 
half century.” Misgeld (1934) rightly rejects experi- 
mental methods on animals as unsatisfactory and pleads 
for the measurement of sputum in man. I have already 
published an investigation (Alstead 1939) of the value of 
ro iodide and ipecacuanha on these lines. 


DOSAGE 


The eet of the clinical research recorded here was 
to assess the value of ammonium chloride and ammonium 
carbonate as expectorants. Observations were made on 
31 consecutive cases of chronic bronchitis treated in two 
adjacent wards at Stobhill Hospital during the winter 
1939-40. The physical signs in the chest were typical 
of chronic bronchitis. The clinical material and the 
method were similar to those used in my previous 
investigation. On this occasion, however, the output of 
sputum was recorded in grammes. AS a control period, 
about seven days was allowed to elapse without treat- 
ment with drugs. Thereafter, for similar periods, 
ammonium chloride and: ammonium carbonate were 
administered consecutively. Thus in three consecutive 
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-6 P.M., and 10 P.M. In 


_ [Maron 8, 1941 
periods of approximately 
seven days the patient’s 
treatment was: (1) no > 
(2) ammonium 
chloride; and (3) 
ammonium carbonate. 
Alternatively the follow-. 
ing order was observed : 
(1) no drugs; (2). 


AMMONIUM 


CHLORIDE 


oO es) 
O (=) 


ammonium carbonate ; 

and. (3) ammonium 40 
chloride. Substantial 
doses were employed: 20 


gr. 20 of ammonium 
chloride was given four 
times daily dissolved in 0 


$ we of water; the dose > DAYS 20 25 
of ammonium carbonate 

was gr. 10 in }0z. of water Fic. 1—Qutput of sputum before 
four times daily. The ammoni chloride, showing 


considerable fluctuations and 
therefore need for O PREEVANORD: 
period. 


drugs were given after 
meals at 10 A.M., 2 P.M., 


this method of investigation, which is specially applicable 
to chronic diseases, each patient acts as his own control. 
‘It may be objected that'the natural tendency to im- 
provement, accompanied by diminution of expectoration, 
introduces a factor which interferes with the coniparison.. 
This point is discussed below, and suitable precautions 
have been taken to ensure fair comparison between 
control and succeeding. periods. Although such a 
tendency is undoubtedly present in most of the patients, 
it is seen in the control period as well as in periods of 
treatment. Further, the drugs in question are supposed 


_ to increase the expectoration, and if they are able to do 


this their action should be apparent despite a naturally 
diminishing output of sputum. 


RESULTS 


Output of sputum.—Fluctuations in the output of 
sputum during the control period were often considerable; 
this has to be borne in mind in trying to determine the 
significance of similar fluctuations following the admin- 
istration of the drugs investigated. The need for 
observation during a control period of adequate duration 
is illustrated in fig.1. Fluctuations of smaller amplitude 
were invariably present when expectoration persisted 
for a sufficiently long period (fig. 2) and were absent 
when there was an obvious tendency to spontaneous 
recovery accompanied by a rapid fall in the output of 
sputum (fig. 3).. The most likely explanation of the 
variations seen in the cases represented by fig. 2 is that 
these patients were suffering from minor grades of 
bronchiectasis, and that the fluctuations in output were 
due to the alternate filling up and evacuation of the 
slightly dilated bronchi. 

An apparent relationship between the giving of a drug 

and an increase in the output of sputum is well illustrated 
in fig. 4. By itself it is certainly impressive, but it must 
be considered alongside fig. 5, in which the opposite 
effect is shown. If the orthodox explanations of the 
pharmacology of nauseating expectorants is correct, it is 
reasonable to assume that the amount of sputum should 
increase immediately after administration of the drug, 
and that the increased output should continue for several 
days. In the present series, if we accept as clinically 
significant only those cases in which expectoration 
increased within twenty-four hours of-:starting the drug 
and continued for not less than three days, we find that 
of 31 patients who received ammonium chloride only 2 
responded to the drug; of 15 patients treated with 
ammonium carbonate an immediate and sustained 
response took place in 4. 
. Comparisons were made between the average daily 
output of secretion in the control period and during 
treatment. When a patient received both drugs, the 
average oùtput while under treatment with the first was 
compared with the average output during the preceding 
control period. If the expectoration was unaffected 
while the patient was receiving the first drug, this period 
of observation was used as the control against the second 
drug. On the other hand, if the average output in- 
creased during the administration of the first drug, the 
initial control period was used for the second drug also. 


THE LAD NcwT] ` 


_ It- cannot therefore be argued that some of the ‘‘ failures ” 
with the second drug are due to the effect of a control 
period'which has a high average output produced by using 
the first drug. When the increase or decrease of 


-expectoration did not exceed 10% of the value obtained 
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Fic. 2—Output of sputum, Fic.3—Output of sputum, show- 
sho fluctuations ing spontaneous diminution 
before and after administra- before and after tra- 


tion of ammonium chloride. tion of ammonium chloride. | 


in the control period, the result was classified as 
“ unchanged.’’ | = 

The findings for the series of 31 patients treated with 
ammonium chloride may be summarised as follows: the 
average output of sputum increased in 8 patients, 
decreased in 13, and was unchanged in the remaining 10. 
After the administration of ammonium carbonate to 15 
patients, the average output increased in 5, decreased in 
5 and was unchanged in 5. l 

The findings for the series of cases were also examined 
statistically. For the 31 patients treated with ammonium 
chloride it was found that, compared with the control 
period, there was a fall in the output of sputum, and that 
the average decrease was 6:7 g. But this difference is 
not significant ; the probability of getting the same value 
by pure chance is approximately 1 to 4; for significance, 
the probability of getting this average decrease by chance 
would have to be 1 in 20'or less. Similarly, for 15 
patients treated with ammonium carbonate the average 
decrease was 0:6 g..compared with the output in the 
control period, and this decrease is not significant. 
From the statistical analysis it is clear that there is no 
occasion to discuss increased output of sputum. The 
fact that the average decreases are not significant does 
not support the view, sometimes expressed, that 
expectorants exert some beneficial action on the bronchial 


mucosa, thus hastening recovery. As already pointed. 
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out, there is.a natural tendency in some patients towards 
& rapid decrease of expectoration, as shown by individual 
curves (figs. 3 and 5). It might be argued that the 
effect of the drug was to retard this natural decrease, and 
that the average output under the influence of the drug 
would be higher than if no drug had been given. How- 
ever, some of the patients whose graphs of expectoration: 
showed no fluctuation during the control period show the 
same exponential curve persisting during the time that 
the drug was being given. This indicates that the drug 
did not retard the rate of diminution of output of sputum. 

Value as emetics.—Although the patients irivariably 
remarked .that the solutions of ammonium chloride and 
ammonium carbonate were unpleasant to take, only 1 
patient vomited, and none of the others. contplained of 
nausea. In view of fhese findings it was thought worth 
while to determine the value of ammonium carbonate as 
an emetic or nauseating substance. Accordingly a dose 


‘of ammonium carbonate gr. 30 dissolved in 2 oz. of water 


was given to 20 patients about an hour after food: 18 
were unaffected (no nausea and no vomiting); 1 patient 
suffering from chronic cholecystitis vomited within a 
few minutes of receiving the drug, but he also vomited 
any other drug that was given, including liquid paraffin ; 
the other patient, suffering from an anxiety neurosis 
with gastric symptoms, said that half an hour after 
taking the drug he experienced’ nausea for about ten 
minutes but did not vomit; 12 of the patients were 
known to have normal gastric juice or hyperchlorhydria ; 
the remaining 8 were chosen for the test because they 
had no free hydrochloric acid as shown by fractional 
test-meal. It is clear, therefore, that the failure of the 
drug to act as a nauseating agent is not explained by the 
presence or absence of gastric hydrochloricacid. Finally, 
3 patients (1 with hyperchlorhydria and the others with 
achlorhydria) were each given ammonium carbonate 
gr. 60 ; none of them suffered from nausea. 

Fate of the carbonate.—The fate of ammonium carbonate 
and ammonium chloride in the stomach is of interest 
in connexion with their supposed expectorant action. 
When there is free hydrochloric acid in the gastric juice, 
the carbonate is converted to the chloride within half a 
minute. Owing to the presence of buffering substances, 
including large quantities of mucus, neutralisation is not _ 
instantaneous, but it is certainly rapid. This has been 
confirmed in the course of this investigation by tests on 
the gastric juice in vitro and in vivo (fig. 6). It is 
therefore reasonable to conclude that any sustained . 
action exerted by ammonium carbonate as a reflex 
expectorant must take place despite its rapid conversion 

ammonium chloride. This being so, the series of 
cases was reviewed to ascertain whether 
: the, patients who had shown an apparent 


29 AONT UM increase in the output of sputum on 
AMMONIUM CHLORIDE ae one ammonium salt responded in the 
„A pa 180 same way when the other was admini- 
200} stered. It was found that of the 5 
160 patients who had shown increased expec- 
180 toration on ammonium carbonate 3 did 
not respond in the same way when 
140 treated with ammonium chloride. 
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showing apparent relation- 
ship between increase of 
sputum and administration 2 
of ammonium chloride. 
Compare- opposite effect in I 
fig. 5. effect in fig. 4. 


Fic. 


of sputum and 


5—Output of sputum, 
apparent relationship between decrease 
administration of 
ammonium chloride. Compare opposite 


ammonium chloride. ; 
Dotted line, routine fractional 
test-meal. 

Continuous line, fractional test- 
meal later (ammonium carbonate 
gr. 30 given at A). 


showing 


K2 
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Alteration of sputwn.—Changes in the naked-eye 
appearance of the sputum were uncommon. In 3 cases 
the sputum, which was mucopurulent at the beginning, 
became more mucoid, but these alterations did not 
coincide with changes in drug treatment. In the patient 
whose graph is shown in fig. 4 the pronounced increase 
in expectoration was not accompanied by any qualitative 
change in sputum, which remained thick and purulent 
throughout the period of observation. 


\ CONCLUSION 


Doses of ammonium carbonate six times greater than 
the maximal official dose rarely cause nausea. There is 
no evidence that either ammonium carbonate or 
ammonium chloride has any effect on expectoration in 
bronchitis. In chronic bronchitis and bronchiectasis 
with profuse secretion of sputum ammonium carbonate 
and ammonium chloride are not contra-indicated as is 
usually supposed ; but, on the other hand, the results of 
this ‘investigation do not justify the oe that they are 
of any value in these diseases. 


' I am indebted to Prof. Noah Morris for his interest in this 


work and to Sister J. E. Rennie and Sister F. Robbie for their 
codperation. Dr. Richard A. Robb of the mathematics 
department in the University of Glasgow kindly undertook 
a statistical examination of the results. 
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SUGAR disappears slowly from shed blood, and sugar 
analyses must therefore be made promptly after taking the 
blood samples, especially during the summer when higher 
room temperatures are encountered. Destruction is 
brought about by the glucolytic enzymes of the blood or 
by bacterial action. This destruction may be inhibited 
by the addition of oxalate, fluoride, formaldehyde or 
thymol. These substances vary in their efficiency, the 
most effective agent being a mixture of 10 parts sodium 
fluoride with 1 part of thymol. A serious objection to the 
use of this mixture is that inferior grades of thymol, or 
solutions of thymol which have stood for a long time, may 
reduce the sugar reagent, thus giving erroneously high 
' sugar values. 

Copper is an efficient anti-glucolytic agent. It is also 
used, together with tungstate (Somogyi 1931), as a 
deproteinising agent, and has proved to be one of the 
most effective means of removing non-sugar-reducing 
substances from the blood. It therefore seemed probable 
that the addition of the copper sulphate to the blood at 
the time of its taking, instead of at the time of deprotein- 
isation, might constitute a convenient means of pre- 
serving the specimen for sugar analysis. That it proved 
extremely effective in so doing is shown by the results 
in the table. 


REAGENTS 


1. Isotonic sodium sulphate solution ; 
10H,0O in water. 

2. Copper sulphate solution ; ; 
water. 

3. Copper sulphate in isotonic sodium sulphate solution ; 
30 ml. of the copper sulphate solution are mixed with 320 ml. 
of isotonic sodium sulphate. These are the proportions in 
which isotonic sodium sulphate and copper sulphate were used 
in our previously described method of blood-sugar analysis 
(King et al. 1937). f 

4, Sodium tungstate ; ; 10% w/v in water. 


3% wiv NaSO, 
7% w/v CuSO;.5H,O in 
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PRESERVATION OF BLOOD-SUGAR BY COPPER SULPHATE 


Blood- -sagar (mg. 
per 100 ml. amg 


: Time of 
: Tem- as diluting fi 
Specimen cuba- 
. a (hr.) perature 
o ' ORT. 
1. Heparinised venous : 37°C 
blood 3 ? 
25 R.T 
0 37°C 
2. Ditto pi 72 = 
145 a 
0 R.T 
3. Ditto p | 72 55 
Y 145 ie 
0 99 
4. Heparinised ` venous A 2» 
blood + glucose © a Et | 
l 48 of. sy. 
21- ss 
5. Capillary blood cH n 
93 i" 
116 oe 
6. Ditto aa js 37°C 
* 929 
7. Capillary blood $ “| RT 
glucose 4 ms 
22 ji 
8. Heparinised diabetic S: ” o 52 
blood E a 20 a BA | 43 
colar 26 9 52 | 


R.T. = room temperature. 
METHOD . | 

Previous procedure.—O-2 ml. of blood was collected in 
3:2 ml. of isotonic sodium sulphate. This was depro-: 
teinised with 0:3 ml. of sodium tungstate solution and 
0:3 ml. of copper sulphate solutions. The mixture y was 
shaken, and filtered or centrifuged. | 

Present procedure.—Centrifuge tubes, or, more con- 
veniently, screw-capped sample tubes ($ x 4 in.) are 
charged with 3-5 ml. of copper sulphate in isotonic 
sodium sulphate solution, and 0:2 ml. specimens of 
capillary blood are rinsed into the contents of these tubes. 
The tubes are closed and left at room temperature until 
it is desired to complete the analysis. The blood-sugar 
appears to be stable for many hours and to increase 
slightly (rather than decrease) after several days. 

When it is desired to complete the analysis 0:3 ml. of 
sodium tungstate is added to each tube. The tubes are 
shaken and centrifuged or filtered. The supernatant 
fluids or filtrates obtained are quite clear and free of 
protein and non-sugar-reducing substances. For the 
analysis, 2 ml. (= 0-1 ml. of blood) is used with 2 ml. of 
alkaline copper sugar reagent. 

Some blood specimens—e.g., no. 6 in table—preserved 
in this way for more than three days at room temperature, 
or more than twelve hours at 37° C., elaborated a non- 
fermentable reducing substance not removed by the 
copper tunstate. Such specimens therefore gave a raised 
“ blood-sugar ” value. This phenomenon was encountered 
only occasionally, and only if specimens were kept for 
more than 72 hours at room temperature. It did not 
constitute a serious objection to the method, but is 
being investigated further. 


SUMMARY 


Specimens for blood-sugar estimation may be preserved 
up to 72 hours at room temperature without alteration 
in the sugar content by collecting the blood in a mixture 
of sodium sulphate and copper SW phate solutions. 
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STAPHYLOCOCCAL SEPTICÆMIA 


TREATED WITH SULPHATHIAZOLE 


By JAcK HESELSON, M.B. Cape Town, F.R.C.S. 
SURGEON, E.M.8. 


SULPHATHIAZOLE appears to be the most efficient of 
the drugs of the sulphanilamide group against the 
staphy.ococcus; but in view of the relatively few reported 
recoveries from staphylococcal septicemia treated with 
these drugs I thought it worth while to report a 
successful case. 

CASE-HISTORY 


A girl aged 8 was admitted to the Western Hospital as 
a case of meningitis on Nov. 18, 1940. The illness had 
begun four days previously when the child complained of 
pain and tenderness in the right heel and would not walk. 
During the next few days she became obviously more ill 
with feverishness, loss of appetite and repeated shivering 
bouts. On the morning of admission she appeared 
drowsy, and swelling of the right index finger was noticed. 
That night she was much worse with increased drowsi- 
ness and irritability, difficulty in swallowing with 
regurgitation of fluids through the nose and aphasia. 
Lumbar puncture shortly after admission revealed clear 
fluid, apparently under pressure, on which the patho- 
logical report was: protein 25 mg. per 100 ml. ; globulin 
no increase; chlorides, reckoned as sodium chloride, 
q p mg. per 100 ml. ; cells 1 per c.cm. Sulphapyridine, 

g., was given intramuscularly and 0-75 g. four hourly 
by mouth, for four doses, most of which was regurgitated 
or vomited. 

The child was referred to me on the evening of the 
19th, when she was extremely ill, temperature 103° F., 
drowsy aud apparently aphasic. There was slight neck 
stiffness but no definite Kernig’s sign, bilateral facial and 
palatal palsies. The right heel was red,. tender and 
slightly swollen, and there was a spindle-shaped fluctuant 
swelling of the proximal phalanx of the right index 
finger. Osteomyelitis of the calcaneus with septicemia 
and pyeemic involvement of the finger was diagnosed. 
At operation pus was found beneath the periosteum of 
the os calcis, which was guttered, and of the phalanx. 
Blood was taken for culture prior to operation and an 
intravenous drip containing 15 g. of sulphathiazole 
(M. & B. 760) in a pint of saline was begun. This was 
given over a period of 24 hours, and subsequently the 
child was. placed on sulphathiazole by mouth and given 
the very large amount-of 64 g. during the next nine days, 
in diminishing doses. On the day after operation the 
patient was seen by Dr. J. St.C. Elkington who thought 
the nervous ‘symptoms due to meningismus or possible 
early basal meningitis. Her general condition though 
still poor was much improved; her speech which had 
returned to some extent, and speech difficulty was.now 
considered to be a severe dysarthria due to a combination 
of dyspnea, dry mouth, palatal and facial weakness. 
A second lumbar puncture performed this day yielded a 
clear fluid still under pressure (200 mm. of water) with 
protein 25 mg. per 100 ml.; globulin not increased ; 
chlorides 710 mg. per 100 ml. ; cells 38 per c.cm.: a few 
lymphocytes mostly polymorphs. Staphylococcus aureus 
was grown from the pus of the heel and the finger ; and 
reports on blood-cultures were as follows: Nov. 19, 
Staph. aureus, coagulase test positive: Nov. 21 (two 
days after operation and beginning of intensive sulpha- 
thiazole therapy) cultures sterile; Nov. 28, cultures 
sterile. 

The nervous phenomena cleared up along with the 
general condition in the next few days. On the 20th the 
child complained of pain at the lower end of the left 
femur, and the next day aspiration of an obvious sub- 
periosteal abscess here yielded pus from which coagulase- 
positive Staph. aureus was grown. This aspiration was 
repeated two days later and after that the lesion com- 
pletely subsided. On the 30th a generalised erythe- 
matous maculo-papular rash was noted, and a few days 
later blood, g fair number of leucocytes, epithelial cells 
and albumin appeared in the urine. Urinary cultures 
yielded one colony of Bacillus coli, and the blood-urea 
was raised to 63 mg. per 100 ml. These were regarded 
as being probably toxic manifestations of the drug, but 
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the hematuria may in fact ‘have denoted: a nephritis. 
Blood-counts were done frequently without any evidence 
of a leucopenia. When last seen the hematuria and 

buminuria, as well as the infection in the left femur and 
finger, had completely cleared up, and the child’s general 
condition was excellent ; but there was a discharge from 
the back of the left heel and radiography revealed a few 
flake sequestra and a small localised area of low-grade 
osteomyelitis at the lower end of the left tibia. 

I wish to thank Dr. H. Kelleher, medical superintendent of 
the Western Hospital, and Dr. Alen Daley, chief medical 
officer to the L.C.C., for permission to n Pupa this case. `’ 
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rona on the amount of vitamin A and espéci- 
ally of vitamin D in animal fats other than butter is very 
scanty. The Ministry of Food was particularly desirous 
of finding out what are the likely vitamin contents: of 
drippings sold in the poorer parts of the large towns. 
Tests were therefore carried out at the suggestion’ of 
Prof. J. C. Drummond, scientific adviser to the ministry, 
on several samples of beef dripping bought at small shops 
in cero localities during July, 1940. . 


VITAMIN-A TESTS 
BY T. W. GOODWIN AND R. A. MORTON 


Vitamin A was determined spectroscopically using 
the 617 mp absorption maximum in the blue solution 
obtained with SbCl, i in chloroform. Since the concentra- 
tion of vitamin A in dripping is low it is necessary- to 
carry out the colour test on the non-saponifiable fraction 
(cf. Morton 1936, Edisbury 1940). Nine samples in all 
were received. Four of them were the remainder of 
specimens used for the estimation of vitamin D. The 
five others had been purchased in Newcastle-on-Tyne, | 
Leeds, Portsmouth, Nottingham and. Kingsto saat | 
Thames. 

From the Nottingham sample 50 g. was. ‘saponified. and. tho 


Cio 


non-saponifiable residue dissolved in 1 ml. of chloroform. : , Nọ 


absorption bands were.seen when this was treated with the 
SbCl, reagent and it was certain that the amounts of vitamin 
A and carotene were exceedingly small. After this several 
drippings were bulked and 200 g. of mixed material saponified. 

The non-saponifiable matter (yield 0- 12%) contained a fair 
proportion of cholesterol. Most of it was eliminated by 
freezing a methyl-alcohol solution. The soluble part. was 
taken to dryness in a stream of nitrogen and the residue 
dissolved in 2 ml, CHC],. Vitamin A was definitely detected 
by the 617 mu maximum obtained with the SbCl, reagent 
but the potency of the dripping could not have been much 
greater than 0-2 i.u. per gramme. 

A pooled sample weighing 133 g. of the other four drippings 
yielded 0:14% of non-saponifiable matter. Tested with. the 
SbCl, reagent it yielded two bands with AA max. 617 mp 
and 580 my. In this case the potency came out as < 0-2 > 
0:5 i.u./g. 


Even allowing for manipulative difficulties at these 
very low levels the vitamin-A potency of the drippings 
examined is certainly less than 1 i.u./g. Carotene was 
not observed although looked for. In biological tests on 
English drippings, Coward (private conunumication) 
found only negligible quantities of vitamin A. 


VITAMIN-D TESTS 
BY K. M. HENRY AND S. K. KON 


Biological assays were carried out on four samples of 
dripping: (1) a half-and-half mixture of samples bought 
in Durham and Whitehaven; (2) a half-and-half mixture 
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of samples: bought in: two different neighbourhoods in 
Worcester; (3) wrapped dripping bought in Reading ; 
and (4) dripping from a pan bought in a different shop in 
‘Reading. 

It was anticipated that the vitamin-D content of the 
drippings would be low. To facilitate feeding and to 
avoid the antirachitic effect of fat (Henry and Kon 1940) 
the drippings were saponified and the non-saponifiable 
residue was fed dissolved in olive oil, as described for 
butter by Kon and Booth (1933). Prophylactic tests 
(Kon and Henry 1935) on litter-mate rats were carried 
out, groups of 12 being used. All drippings were given 
at the rate of the equivalent of 1 gramme daily six times 
a week. The international. standard for vitamin D 
(V.D.20) was given at levels of 0-025 and 0-05 i.u. dail 
except Sundays. ğ 

Table 1, in which the mean ash content of the rat bones 
is given, shows that the drippings contained more 
vitamin D than was expected and that a calculation of 
their potency based on the levels of standard fed would 
involve unjustified extrapolation. Two higher levels of 
standard, 0-1 and 0-2 i.u. daily, were fed simultaneously 
to another group of rats. The bones of the negative 
control animals belonging to that group had almost the 
same mean ash content as those of the negative controls 
in the present experiment (32:2% as against 32:3%). The 
. two groups of rats were from. the same stock but not 
litter-mates. An analysis of variance done by Dr. K. H. 
Coward showed, however, that in this instance the vari- 
ance due to differences between litters in each group was 
not significantly different from the variance due to 
randomisation. We thought it therefore permissible to 
calculate results of the tests on drippings using the 
response to the higher standard levels obtained in the 
other tests. A logarithmic relation between effect and 
dose was assumed.. The results are given in table II. 
They show, with the reservation just mentioned, that 
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TABLE I—MEAN ASH CONTENT (%) OF THE DRIED DE-FATTED 
FEMORA AND HUMERI IN GROUPS OF 6 MALE AND 6 FEMALE 


RATS 
. Standard | Nega- Standard Nega- 
Dr. 1|Dr. 2 | Dr. 3| Dr. 40.025 | 0-05 | con: | 0-1 | 0-2 | con. 
i.u. i.u. trol i.u. i.u. trol 


47:8 | 46-9 | 50-1 | 50-4 | 35:2 | 37:8 | 32-2 | 420 | 46-0 


Dr. = dripping. 


drippings contain an appreciable quantity of vitamin D. 
As values obtained on the non-saponifiable residue are 
minimal and not complicated by the fat effect we may 
. take it that drippings purchased in this country in 
summer are about equal in antirachitic value to summer 
butter. (Values for English and Scottish summer butter 
measured on the fat are given by Campion and others 
1937 and by Wilkinson 1939.) It is of interest that the 


TABLE II-——VITAMIN-D CONTENT OF THE DRIPPINGS 


Dripping no... a | 1 2 3 4 
Vitamin-D content i.u. 
(per g.) .. A | 0-28 0-23 0-40 0-44 


vitamin-A content of these drippings was only a small 
fraction of that of butter. 


SUMMARY 


The vitamin-A content of dripping purchased in July, 
“1940, in different parts of the country was negligible, not 
more than 1 i.u./g. 

The vitamin-D content of four samples, measured on 
the non-saponifiable residue, was appreciable for this 
class of food, from 0-23-0-44 i.u./g., and of the same order 
as that of summer butter. 
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ROYAL SOCIETY OF MEDICINE 


AT a meeting of the Section of Orthopedics held on 
Feb. 22, with Mr. S. L. Hiaas, the president, in the chair, 
Mr. W. ROWLEY BRISTOW opened a discussion on the 
treatment of 


Injuries to Peripheral Nerves 


He said that patients with peripheral nerve injuries are 
now segregated, so that they can be worked on by a team 
and the results collected. It is impossible to keep the 
patients in hospital for the- long period required for their 
complete cure; they must be discharged and attend at 
suitable centres, but arrangements have been made to 
bring them back for re-examination by the eons and 
physicians who treated them. In the last war the effort 
made to ascertain results was feeble, and statistically 
true end-results were few; follow-up arrangements 
would, Mr. Bristow hoped, be better this time. He 
reviewed the treatment of 145 patients. Ulnar nerve 
injuries predominated, with musculospiral and median 
nerve injuries running them close. He has only seen 1 
case of causalgia and 2 simple lesions of the musculo- 
cutaneous nerve. Only 23 of these patients were treated 
by operation. As in the treatment of infantile paralysis, 
therapy is directed towards the recovery of posture and 
The paralysed muscle. is 
relaxed, but the orthopedist cannot afford to keep the 
hand stiff in musculospiral or posterior interosseous 
palsy. The splint now used in preference to the long 
cock-up is a light trough of aluminium with a piece for 
the palm to hold the wrist in slight dorsiflexion ; this 
piece is short enough not to impinge on the hand distal 
to the proximal crease of the palm. The back piece 
works over sausage-shaped rolls. Two straps can be 
applied round the tip of the elbow to prevent the splint 
from impinging downwards and causing swelling of the 
hand. For lesions of the median nerve a small piece of 
adhesive is sometimes applied to hold the hand .in the 
best position at night ; for lesions of the ulnar a garter is 
applied to keep the three fingers together, while the hand 
is being used in the day-time. Lesions of the sciatic 
nerve produce two definite disabilities—the fixed flexion 
deformity of the interphalangeal joint of the great toe, 
and ordinary foot-drop. The first lesion is.sometimes 
overlooked, and the patient has to. return to hospital for 
treatment of the resulting deformity. Heat, massage. ` 
electrical stimulation, re-education and exercises all 
form part of the treatment. Mr. Bristow asked how far 
electrical stimulation of muscle after complete nerve 
division with Wallerian degeneration below is of real 
value. Physically, no treatment has any effect on the 
time or quality of regeneration of the nerve, but psycho- 
logically it may make a considerable difference to a 
patient with a paralysed limb to see his own muscles 
contracting and relaxing, and moving a joint which he 
believed dead. The Medical Research Council laid down 
after the last war that nerve can regenerate after any 
length of time. J. S. B. Stopford, however, showed in 
his study of the results of re-suture after failure of 
primary suture that if more than three years had 
elapsed after the injury suture is useless. It may, 
however, be performed at any time up to two years. 
Harold Stiles, on the other hand, advocated. early 
operation. Apparently, therefore, operation should be 
undertaken as early as possible. 

Mr. Bristow reminded junior surgeons not to make the 
elementary mistake of cutting through the scar when 
they explored fora nerve. The incision should be above 
and below, and the nerve should be traced back to the 
injury, otherwise much damage can be done to nerves 
which are in continuity. The aim is not primarily to 
stretch but to mobilise the nerve, and it is possible with 
impunity to expose the ulnar from the wrist to the 
axilla: its freeing has never resulted in ischemia. 
Apparently the blood-supply to nerves is not affected by 
wide exposure and mobilisation, which is by far the most 
valuable single factor in obtaining end-to-end union 
where a wide gap exists. Before the surgeon operates 
he should know a good deal about the patient. First, 
he must know the syndrome and how far he is prepared to 
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go: whether to make a complete section and do an end- 
to-end suture, or whether the fibres which are still 
present must be safeguarded at all costs. He requires 
an appreciation of true end-results, to tell him what he 
may expect from clean suture. He must be prepared to 
examine the nerve with the faradic battery or a con- 
denser-discharge apparatus at the time of operation to 
ascertain its conductivity ; and to distinguish one nerve 
from another in a mass of scar-tissue. The two ends of 
the nerve can be approximated to a surprising extent by 
correct posture of the limbs. By stripping the branches 
of the ulnar, 6-7 in. can be gained. The surgeon will 
sacrifice branches where necessary to approximate the 
ends of a nerve like the median. Transposition of the 
ulnar to the front of the elbow and of the musculospiral 
to the front of the humerus may give another inch, and 
bone .may be shortened to approximate nerve ends. 
Extraneous wrappings have been found to cause much 
scar-tissue.. 
Catgut has been proved harmful, and in Edinburgh the 
surgeons have used No. 160 Stiles’s linen thread. 
iNeurolysis is merely a question of freeing the nerve so 
that it is not pulled on by the scar-tissue. No good 
result has ever been recorded from bridging operations, 
neuroplasty, turning down flaps or tubulisation. In the 
last war, nerve-grafts almost all failed, but later work 
has been done on the facial nerve in the canal, in which 
the value of the graft has been proved. The autogenous 
graft performed by the cable method is likely to be most 
used in this war.. The new method of suture by fibrinogen 
in plasma may make a difference. Operation may 
be undertaken to improve function if the nerve fails to 
recover. When the patient after a sciatic injury has a 
thin, useless foot, when the internal popliteal element is 
no longer acting, and trophic or pressure ulcers have 


formed on the sole, amputation is called for—far more | 


often than it was performed during the last war, and 
without the delay which was then usual. Mr. Bristow 
said he would prefer a below-knee operation to a rigid 
attenuated foot with its other disabilities. For lesions 
of the external popliteal nerve the elevating spring works 
perfectly. If the median and ulnar nerves are per- 
manently damaged nothing will help much, but the loss 
of the ulnar nerve is not of first importance. The loss 
of sensation and of the intrinsic muscles do not matter 
for coarse movement. The failure of sensation in the 
index finger and thumb associated with median nerve 
loss render the hand of little value. Tendon trans- 
plantation has given good results after musculospiral 
injury. Recovery of function and sensation is nearly 
always imperfect, even in the most favourable circum- 
stances, after secondary suture or re-suture. It is 
nearly always perfect after musculospiral suture except 
that the patient loses the synergic action of the wrist. 
Recovery of the ulnar is neurologically poor but economic- 
ally good. If sensation to pinprick is restored, the hand 
is protected from injury, and the finer forms of sensation 
and movement are only necessary for delicate work. 
Recovery of the anterior tibial and sciatic nerves is poor, 
but the toe-lifting spring helps. Recovery depends on 
restoration of. sensation and enough use of the small 
intrinsic muscles to protect the foot. The posterior 
interosseous nerve nearly always fails to unite, and trans- 
plantation is required. ~ 
Dr. J. St. C. ELKINGTON said that the problem has 
been in cold storage for 20 years. The great majority of 
peripheral nerves contain fibres of three kinds : somatic 
efferent, autqnomic efferent, and afferent. Conse- 
quently, disturbances of motor, autonomic and sensory 
function are likely to be found. A group of muscles 
usually shows complete loss of motor function, but many 
of the larger muscles obtain their innervation from more 
than one group of nerves, and so the lesion may be 
partial. The changes found in muscle are the same 
however extensive the lesidn; they are the classical 
findings of changes in the lower motor neurone. It is 
often necessary to differentiate between cases in which 
the nerve is anatomically severed and those in which the 
fibres are temporarily out of action without division. 
When the nerve is not divided the tone of the muscles 
often does not disappear completely and the degree of 
wasting is much less. Sometimes, however, clinical 
distinction is impossible and electrical examination is 
therefore important. The different types of fibres in a 
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when it was not. 


_ organic and functional sensory loss. 


The material for suture is important. - 
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mixed nerve are vulnerable in different degrees. The 
motor fibres tend to succumb more rapidly than the 
sensory. This often wrongly suggests a functional or 
hysterical case rather than an organic one. Most 
patients develop trick movements of some kind to lessen 
the effects of their injury, and these are apt to mask the 
disability and suggest that recovery is taking place 
Disturbances of autonomic function 
are particularly to be seen in.the skin, and also in the 
subcutaneous tissues and bone. The most important is 
loss of sweating—a valuable aid to distinction between 
The area usually 
corresponds closely to that of sensory distribution. 
The skin becomes thin with a peculiar shiny or glossy 
quality and cyanosis. The pulp of the nails shrinks and 
they become ridged and brittle and grow more rapidly 
on the damaged than onthe normal side. The amount of 
hair on the part increases. Osteoporosis may be 
advanced in the affected limb. . Observation of a few 
cases seems to show that autonomic precedes sensory 
recovery.. Dr. Elkington doubts whether the phrase 
“ trophic disturbances ’’ has any precise meaning, and 
he asked how far trophic changes in the limb are 
responsible for spontaneous discomfort and pain. The 
estimation of sensory loss is necessary but difficult. 
Sensation may.be divided into superficial and deep, and 
these aspects must be examined separately. A pin, .a 
wisp of cotton-wool, and hot and cold test-tubes will test 
sensitivity to pain, touch and temperature simply ; . the 
use of precision instruments does not guarantee accurate 
results. The patient must be warm, comfortable and 
free from noise ; he should feel confidence in the examiner 
and understand what he is doing. Neither he nor the 
examiner should be fatigued ; half an hour is long enough 
for any test of the kind. . 2 

Dr. GREENFIELD dealt with the pathology of nerve 
lesions. He showed by slides how the connective tissue 
proliferates and the myelination of the fibres decreases. 
Even under ideal conditions it is impossible to expect the 
nerve-fibres growing from one cut end to rejoin their 
fellows at the other. The division contains a very 
intricate neuroma with numerous axons, and the old 
nerve channels branch from both ends. Bridging 
occupies a considerable time ; in rabbits it takes about a 
month. . l 

Mr. R. H. JOCELYN SWAN said that a nerve which 
shows no change in voluntary response may show a 
change in its condenser-discharge reactions. In the 
last war many operations were delayed on this evidence, 
and in some a return of function was observed without 
operation. He never operates until 5 or 6 months after 
the injury, and 24-3 months after healing of the wound. | 
The nerve must be explored widely, particularly above 
and below the, injury. He condemned suture through 
the nerve, and stated that all sutures must be peridural. 
The finest thread should be used. On the inferior follow- 
up data of the last war, treatment of musculospiral 
lesions seemed to give much the best results. A patient 
with a median nerve injury probably never regains 
complete sensibility in his fingers. 

Dr. GEORGE RIDDOCH also complained of the tragic 
gap in the follow-up of patients after the last war. The 
Medical Research Council is now planning a follow-up 
of at least 1000 patients over a period of five years. 
Adequate occupational therapy will be introduced at the 
orthopedic centres, and discharged patients will be able 
to return for physiotherapy when it is required. 


ROYAL ACADEMY OF MEDICINE IN IRELAND 


\ 


. AT a meeting of the section of medicine of this academy 
on Jan. 17, with Dr. R. H. Micks, president, in the chair, 
Dr. Kevin Malley and Dr. T. Bradshaw reported on a case 
of adreno-cortical syndrome in a girl of 14. There is a 
family. history on the maternal side of virilism, and a 
younger sister, aged 11, is believed to be suffering from 
a similar complaint. The first abnormality was noted 
at the age of 9, when growth of hair appeared in the 
pubic region and both axilla, associated with rapid 
growth and excessive muscular development; 3 years 
later a ‘“‘ growth ’’ appeared in the vagina. At the age 
of 13 soft downy hair appeared on the beard region and 
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Menstruation has not begun. Now the 
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from 0 to about 10 mg. per.24 hours. The excretion 


upper . lip. 
patient is 54 in. under the normal height and 5 Ib. under 
weight for her age and sex. She has a masculine con- 
figuration and voice, and pronounced evidence of acne 
vulgaris with growth of hair on the beard and lip region. 
Her muscles are much overdeveloped, her pubic hair 
extends from the vagina to the umbilicus and there is a 
dense growth of hair on both legs. Gynecological 
examination by Dr. A. W.Spain showed enlargement of 
the clitoris resembling a male penis; the labia majora are 
well developed, while the labia minora are poorly formed. 
There is a definite vagina with a small uterus. The 
chest, mediastinum and sella turcica are radiographically 
normal, and the fundi and B.M.R. are normal. There is 
slight polycythemia; diminished sugar tolerance ; 
normal calcium, phosphorus and cholesterol; and the 
renal function, and gastric and feecal analysis are normal. 
There is a slight reduction of serum sodium and increase 
of potassium (Dr. W. J. E. Jessop). <A laparotomy (Mr. 
P. J. Smyth) showed enlargement of both adrenal glands. 

Dr. Bradshaw said he had investigated Dr. Malley’s 
case for 17-ketosteroid and sodium pregnandiol glycuro- 
nidate excretion in the urine. Investigations were 
carried out on 24-hour specimens over a period of a 


month, and excretion of 17-ketosteroids varied from 50 © 


to 106 mg. per 24 hours, the average being 68 mg. ; 

while the sodium pregnandiol glycuronidate output 
` varied from 80 to 297 mg. per 24 hours, the average being 
142 mg. He pointed out that these figures are definitely 
abnormal; the mean figure for the excretion of 17- 
ketosteroids in normal women is 6-75 mg. per 24 hours, 
and the output of sodium pregnandiol glycuronidate in 


of 17-ketosteroids in this patient was, he said, consistent 
with that found in cases of adrenal tumour.—Dr. D. K. 
O’Donovan said that the girl presented the clinical 
picture of Addison’s disease and if she was operated on 
she was likely to go into an acute Addisonian crisis.— 
Dr. W. R. F. Collis agreed that an operation in this case 
would be very dangerous, but from the patient’s point 
of view it would .be worth while to take a pretty big 
risk. He suggested the possibility of applying deep 
X-ray treatment to the left suprarenal. The sodium 
and potassium content should be watched carefully as 
this might give a lead in the right direction. It might 
happen that the deep X rays would hit the cells which 
were producing the hormone in question.—-Dr. O’Conor 
Donelan sałd it was rare to find a girl so young with a 
skin similar to what is found in the type of severe acne 
occurring in adolescents. Acne usually does not begin 
until about 6 months before menstruation. In the 
present case it must have started a long time ago. In 
some of these acne cases large doses of folliculin give 
good results, and it might have a good effect here. 

In his reply Dr. Malley said he would put the patient 
on a test diet deficient in sodium. Unfortunately the 
present type of case was the least suitable of the three 
types of the adreno-cortical syndrome for operation. 
The ultimate result of operation would only be to prevent 
a progression of the syndrome. The girl’s parents were 

illing to have the operation performed although they 
were fully cognisant of the danger of it.. The fact that 
both glands were enlarged was rather - satisfactory, 
peceure usually an adenoma was found in one gland 
only. l z S 


the second half of the menstrual cycle normally varies 


Reviews of Books 


The Chinese Way in Medicine 


By Epwarp H. Hume, M.D. London: Humphrey Milford, 
Oxford University Press. Pp. 189. 14s. 


Tris attractive little book consists of three lectures 
delivered before the Institute of the History of Medicine 
at Johns Hopkins University by Dr. Edward Hume, an 
erudite scholar of Chinese and formerly principal of the 
Hunan-Yale school of medicine, Changsha. Without 
attempting to do more than touch the fringe of Chinese 
medical history, the lectures, based as they are on folk- 
lore and tradition, throw an interesting light on the 
metaphysical conceptions underlying the Chinese 
approach to health and disease. The interplay of cosmic 
forces represented by the opposed Yang and Yin princi- 
ples, the effect of external environment, both on physical 
health and on the conditions under which»the treatment 
of illness should rightly be conducted, the influence of 
friendly and unfriendly spirits, of certain special life- 
giving plants, and of ‘“‘ vital ?” minerals, and the delicate 
balance between protective and destructive forces on 
which the maintenance of true health depends—all these 
factors form part of the pattern which make up the real 
background to the Chinese conception of medicine. As 
Dr. Humé says of the Chinese patient— 


'' Hig quest for health, the fortification of his body and 
spirit against hostile influences, are to be achieved, not by the 
immunities of physical and chemical biology only ; but by 
bringing his whole being, his spiritual biology as well as the 
bodily, into adjustment with the forces of the universe.” 

A brief account is given, with illustrative plates, of 
gome. of the historical figures in the development of 
Chinese medicine, and of the classical textbooks and 
methods of practice which made them famous, while 
many amusing stories are told of the legendary powers 
with which a kindly tradition has credited them. 


The Diabetic Life 
(12th ed.) By R. D. Lawrence, M.D. Aberd., F.R.C.P. 
London: J. and A. Churchill. Pp. 246. 9s. 6d. 


Tras edition contains only minor changes. A section 
on war-time precautions for diabetics, reprinted from the 
British Medical Journal is included, in which diabetics 
will find some helpful advice. The section on the 
relative value of urine testing and blood-sugar estimation 
in assessing the control of diabetes mellitus has been 


re-written and affords reliable guidance. Many workers 
will agree with the reference to the possible place of 
vitamin B, in the treatment of peripheral neuritis 
associated with diabetes mellitus, but the reference to 
the dosage as 1500 units daily for a month, without any 
indication of the mode of administration, is misleading. 
A few more recipes are included, though, in a war edition, 
one could have wished for more war-time suggestions. 
The food tables are brought into line with recent analyses. 
The protamine insulin compounds are still relegated to an 
appendix ; in future editions they might well be included 
in the general text. 


Treatment in General Practice 


Vol. IV. Surgery (contd.) Republished from the British 
Medical Journal. London: H. K. Lewis and Co. 
Pp. 562. 16s. o 


THis book contains 55 articles on various aspects of 
surgery by authors who are experts in their subject, and 
covers such diverse subjects as fractures of various 
kinds, circumcision, hemorrhoids and sulphonamide 
chemotherapy in surgical infections: In such a collec- 
tion of articles, personal observation, details of technique 
and unusual experiences find a place not usually accorded 
to them in textbook accounts of disease ; and this helps 
to give the reader a fresh line of approach. 


Pharmacology and Therapeutics 


(3rd ed.) Edited by STANLEY ALSTEAD, M.D. Lpool, 

M.R.C.P. London: William. Heinemann (Medical Books) 

Ltd. Pp. 557. 21s. 2 |. > | 

THE last English edition of this well-known textbook 
appeared in 1938. It has not been completely revised 
but has been brought up to date by the addition of an 
appendix dealing with the second addendum to the 
British Pharmacopoeia and with sulphanilamide deriva- 
tives. The book is a s ekee guide to therapeutics 
and not a textbook of scientific pharmacology. The 
multitudinous diseases for which the various drugs have 
been used at one time or another are listed without much 
critical .discussion or indication of how they came to be 
used for the diseases given in the list. Dr. Alstead in 
his editorial preface suggests that a full account of sex 
hormones and vitamins would be out of place in a text- 
book of pharmacology for medical students, since most 
medical students become general practitioners, and these 
subjects are, in fact, only briefly. discussed in the pages 
which follow. Otherwise the book is a fairly compre- 
hensive one. i ; 
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MALARIA ON THE BURMA ROAD 


THE opening of great channels of commerce overland 
in the tropics and the subtropics during the last 80 
years has shown that the difficulties to be overcome 
are not only political, economic and engineering but 
also medical. Two papers by ROBERTSON! on the 
China-Burma highway illustrate this fact, and provide 
a new instalment of the history of the road which he 
began in our columns two years ago.? The proposal 
to connect Burma and China by road dates from 1860, 
but it was not until the outbreak of war between Japan 
and China in 1937, and the closure to China of the 
Pacific coast, that the urgent need for a motor road 
connecting China with the ports on the Irrawaddy River 
. was fully appreciated and its construction undertaken. 
In spite of great engineering difficulties, lack of modern 
mechanical aids to construction and loss of many lives 
during the work, Chinese perseverance achieved a 
passable road by early 1939. In its central section it 
has to negotiate two great river canyons, each some 
6000 ft. deep, set in a plateau 9000-10,000 ft. above 
sea-level. It, descends the sides,of each canyon by a 
series of hairpin bends flanked by precipices on one 
side and precipitous cliffs on the other, until at about 
3000 ft. above sea-level it crosses the rivers by 
suspension bridges. At its western or Burma end the 
road descends by gradual stages to the notorious 
swampy valleys of the Chinese Shan State, known for 
centuries as malarial death-traps. The local Chinese 
migrate from them to the mountains at the onset of 
the rainy season when malaria is most rife. Owing 
to the rapid construction of the road its drainage is 
' inadequate, and in the wet season torrents wash it 
away and landslides block it. At places the carriage- 
way is a soft crumbling ledge in the face of the cliffs, 
and trucks are liable to crash through into the ravine 
below ; accidents and delays are common in these 
difficult stretches. Convoys of transport lorries may 
be held up for days on end, often in remote places, 
and the personnel have to sleep in the wagons, short 
of food and unprotected from mosquitoes. 

An army of drivers is continually passing from one 
end of the road to the other ; labour has been mobi- 
lised and brought to the spot to deal with the repair 


and upkeep of the road ; and the local Chinese, instead 


of migrating to the hills in the malarious season, stay 
in their villages to supply the market needs of the 
new influx of population. Depots for motor trucks, 
fuel, repair shops and ammunition-supplies have been 
constructed on sites chosen for geographical and other 
reasons quite unconnected with epidemiology ; and 
the new immigrants are living in unsuitable houses, 
while the maintenance gangs are herded into primitive 
huts and caves. The result is that a heavy price is 
being and will have to be paid in the form of ill health 
chiefly due to malaria. Investigation of this problem 
has been the concern of Dr. RoBERTSON and his staff. 
1. Robertson, R. C. Chin. med. J. 1210, 57, 57; Trans. R. Soc. trop. 


Med. Hyg. January, 1941, p. 31 
2. Lancet, 1939, 2, 108. 


' MALARIA ON THE BURMA ROAD 


[marcu 8, 1941 315 


A preliminary survey over the western end of the road 
showed that malignant tertian, simple tertian and 
quartan malaria were all prevalent, but that the first 
greatly predominated in the low-lying plains, while in 
the upper plains of high altitude simple tertian was 
the prevailing infection. But it is evident that the 
improvement in communication may lead to changes 
in the predominance of the various infections in the 
near future. Six anopheline mosquitoes have been 
inculpated as vectors of the infections, and of these 
the most important is Anopheles minimus, an insect so 
tiny that it can penetrate the few mosquito-nets at 
present in use along the road. The nets are inade- 
quate in design, of unsuitable mesh, and in a bad state 
of repair. Quinine prophylaxis has been instituted 
for all workers in the transport system, but its issue 
has proved difficult for administrative reasons; and 
quinine prophylaxis is at best only a palliative in such 
a situation. The population of the surrounding 
districts consists not of a single racial group but of 
several different types ; these include primitive tribes 
eking out a pastoral existence and avoiding contact 
with the Chinese, the agricultural Shan people whose 
language and customs again differ entirely from those 
of the Chinese, the immigrant Chinese settlers, and 
the floating Chinese population brought in as a result 
of the construction of the road. Investigation of 
malaria problems among the local inhabitants, par- 
ticularly the more primitive, is difficult ; the people 
are inaccessible, conservative and resent interference, 
and differences of language constitute a formidable 
barrier. There are tested principles, however, which 
it would be a mistake to ignore, including the error 
of allowing the new population to adopt the domiciliary 
habits of a malarious and partially immune population. 
Existing villages ought to be avoided, the new depots 
and camps should be erected on suitable sites away 
from swamps, and the buildings must be properly 
screened with netting against the entry of mosquitoes 
at night. Breeding-places of the principal vectors, 
especially A. minimus, must be attacked by drainage, 
oiling and Paris green. Adequate mosquito nets of 
suitable design and mesh must be provided, their 
intelligent use enforced, and health education of the 
whole population begun. Dr. ROBERTSON points out 


. the great opportunity for a wise and far-sighted policy 


on the part of authority, and the steady toll of ill 
health and loss of life which will follow neglect. This 
highway, already supplying a vital need in China’s 
resistance to Japanese aggression, will increase in 
value for commerce when the present troubles are 
over. If proper steps are taken now, when the road 
is young, it will become a safe'highway from Burma 
to China. | 


CANCER AND PRECANCER OF THE STOMACH 


AT least one grown person out of twenty-five is 
killed by gastric carcinoma, yet we are in no position 
to attack the disease; our war is one of defence. 


not say how long before—the patient gets a -warning 
sign. Our intelligence service depends on radiology, 
gastroscopy and gastric analysis ; surgery is at pre- 
sent our only effective weapon. But if we can 
improve our tactical use of the knowledge we have we 
may gain ground even during this time of ignorance 
of causes. To do this we need full information about 


~_ 


‘The stomach is secretly invaded before—and we can- - 
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the course of gastric cancer in large numbers of 
patients at various ages, some classification of the 
tumours which will justify prognosis in individual 
cases, and a knowledge of precancerous conditions of 
the stomach wall.: The Mayo Clinic has provided the 
first in an ‘analysis 1 of the histories of 10,890 patients 
with malignant lesions of the stomach, diagnosed 
between 1907 and 1938. Of these only 6352 under- 
went operations, of which 2840 were. resections : 
showing that in only 1 patient. in 4 was there a 
possibility of cure from radical treatment and that 
nearly half were seen too late for surgery—even 
laparotomy. The symptoms of only a little more 
than half these patients supported the textbook 
‘description of dyspepsia, loss of weight and decline. 

In a third the symptoms were those of ulcer, some- 
times: but not always followed by the classical symp- 
toms of malignant disease. . Among patients in whom 
removal of the growth was impossible, 25% had 
‘symptoms of ulcer rather than of carcinoma. Somè 
18% of all patients reported symptoms which had 
lasted five or more years, though it cannot of course 
be ascertained for how long these had been due to an 
actual malignant lesion. ScHINDLER? suggests that 
even the classic short history quite often disguises the 
truth ; on closer questioning the patient may some- 
times admit symptoms of chronic gastritis long 
‘preceding the recent terrifying months of decline 
which brought him to the doctor. The history, then, 

is often dangerously misleading. Analysis of gastric 
contents may fall equally short of textbook standards ; 
the absence of free hydrochloric acid after a test-meal 
is a suggestive sign, but with many early cancers the 
hydrochloric acid is normal and even excessive. An 
increase of mineral chlorides in the stomach and 
persistent occult blood in the stools are significant, but 
do not ensure early diagnosis. CYTRONBERG ° claims 
that the refractometric index, worked out at the 
University of Warsaw, gives reliable evidence of 
gastric cancer in 90% of cases, but his work will need 
to be confirmed by the experience of other workers. 
The Mayo Clinic report shows that a definite diagnosis 
. of malignancy was made by radiology in 75% of 
cases in which the tumour was removable and that in 
99°% of these there was radiological evidence of some 
type of gastric lesion. It is noteworthy that of cases 
which seemed likely on radiological evidence to be 
inoperable in 20% the tumour could be removed This 
suggests that a radiological report of inoperability 
‘should never be:accepted out of hand by the surgeon ; 
there is always.a 1 in 5 chance of error. 

Karly surgery undoubtedly gives the best chance of 
eure, but only about 3% of patients admitted to 
hospital survive longer than 5 years. This discourag- 
ing result tends to bring operation into disrepute ; 
ScHINDLER suggests that if it were possible to distin- 
guish which growths had a good and which a bad prog- 
nosis it would be possible to reserve surgery for those 
who would benefit by it, and thus accustom patients to 
thinking that if an operation was undertaken at all it 
offered a good chance of life ; but it is difficult to see 
how operation .could be withheld in unfavourable 
cases merely on the ground that the patient’s chances 
were poor. He mentions BRoDERs’s ‘classification, 

based on the microscopic appearance of the cells ; but 
1. Proc. Mayo Clin, 1940, 15, 625. 


2. Schindler, R. J. Amer. "ned. iss. 1940, 115, 1693. 
3 Cytronberg, S. Rev. Gastroenterol. 1940, 7, 391. 
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adds that in his experience some tumours which are 
poorly differentiated and appear to be growing fast 
are not in fact extremely malignant and that the 
converse may also be true. In any case,.to make a 
preoperative prognosis based on the classification, 
biopsy would be necessary, and this is not yet-practic- 
able with the gastroscope. Nor has - BORRMANN’S 
classification, depending on gross pathology, proved 
generally acceptable in deciding prognosis. BOBR- 
MANN recognises four types: (1) polypoid carcinoma, 
a mushroom-like growth accounting for some 2:3% 
of all gastric cancers; (2) an ulcer with a steep, 
sharply demarcated wall ; ; (3) an ulcer with a wall at 
one side and a transitional slope at the other, infiltra- 
ting the mucosa ; and (4) a diffuse infiltrating growth. 
In a series of 39 tumours grouped according to both 
BRODERS’S and BORRMANN’S classifications SCHINDLER 
found that the microscopic and the macroscopic 
findings by no means tallied. In his experience 
macroscopic type-l tumours grow slowly and early 
removal gives a good prognosis. Type-2 tumours 
may double the thickness of the ulcer wall in a week, 
but do not become diffusely infiltrating, and’ metas- 
tases develop relatively late ; this is the type in which 
a movable palpable tumour is present, and the 
radiogram shows the meniscus sign of CARMAN ; yet 
operation may give satisfactory end-results. ` Type-3 
and type-4 carcinomas show early progressive 
SCHINDLER has never seen complete 
cure after resection of a type-4 tumour. At the Mayo 
Clinic, however, the microscopic grades (Broders) 
have been found to correspond closely with the 
curability of the patient. Further study, macro- 
scopic and microscopic, coupled with gastroscopy 
should make it possible to assess operability much 
more accurately in a few years time. 

Study of precancerous conditions is still incomplete 
and has not so far helped greatly in early diagnosis. 
Three diseases are suspect: gastric ulcer, gastric 
polyp, and chronic atrophic gastritis. Chronic irrita- | 
tion by peptic ulceration or gastritis, particularly in 
an atrophic mucosa, predisposes to malignant change. 
Watton ‘ believes that 9-5% of chronic ulcers 
become malignant and 17% of carcinomas originate 
in chronic ulcer. The end-results of resection for 


_ cancer developing from ulcer are worse than those of 


t 


resection for primary malignant disease ; PALMER 5 
suggests that patients with gross ulcers and histamine- 
achlorhydria, or with ulcers of the greater curvature 
or questionable ulcers of the antrum, should be 
submitted at once to partial gastrectomy, on the 
grounds that these lesions are usually malignant. 
Hermon TAYLOR,’ however, thinks that the two-view 
gastroscopic test gives more positive grounds for 
performing or withholding operation. BRUNN and 
GoLD” advocate operation if malignancy is suspected, 
even when unproven, and PaLMER® advises the 
removal of all gastric lesions. which it is, known may 
result in carcinoma. But radical gastrectomy i is too 
dangerous to be undertaken except on absolute 
evidence of malignancy and then should be carried out 
under favourable conditions ; a long preoperative rest 
in bed can be used for gastric lavage and transfusion. 
SCHINDLER considers that resection of a benign ulcer 
4. Walton, J. Lancet, 1936, 1, 1101. 

A Palmer, W. L. Ann. intern. Med. 1939, 13, 317. 
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to avoid the development of carcinoma is hardly 
advisable. Though théy are rare, he is suspicious of 
gastric polyps, recognising three types—pseudopolyps 
associated with atrophic gastritis, often precursors 
of carcinoma; round cherry-like polyps single or 
multiple, also associated with atrophic gastritis, and 
also tending to malignant change ; and hard hyper- 
plastic polyps which are uncommon and may or may 
not be precancerous. Polyps if small may not be 
detected in the radiogram, but gastroscopy reveals 
them; advanced polyposis gives a charaeteristic 
radiological picture of multiple small filling defects. 
SCHINDLER advises resection only in isolated polypoid 
gastritis of the antrum, a condition so rare that its 
existence has sometimes been questioned. BRUNN 
and GoLp report cases in which hypertrophic 
gastritis mimicked polyposis in the radiogram, and 
others in which carcinoma simulated gastritis and vice 
versa. They believe that chronic hyperplastic 
gastritis simulating cancer is commoner than is usually 
thought, and recommend laparotomy in doubtful 
cases, with resection at the same operation if a definite 
diagnosis cannot be made on sight. ScHINDLER also 
regards chronic atrophic gastritis as an important 
forerunner of cancer; and Kapp in Switzerland and 
UsLaND è in Norway believe it precedes cancer in 
15-17% of those who develop it. Such people thus 
have three or four times as much chance of developing 
cancer as healthy adults. Chronic hypertrophic 
gastritis, in which the mucosa is redundant and 
rugose, may also simulate cancer. Antral or chronic 
hyperplastic gastritis, in which there is atrophy of the 
glandular elements of the mucosa but hyperplasia of 
the surface and crypt epithelium, is believed to be 
precancerous; both hypertrophic and hyperplastic 
gastritis may be different stages in a progressive 
disease. The significance of the supposedly pre- 
-cancerous conditions is at present obscure, but their 
-closer study may give us a valuable approach to the 
‘problems of early diagnosis and prognosis. 

At present prognosis depends on many factors. 
Paradoxically, a longer history is more hopeful than a 
:short one; at the Mayo Clinic 45% of patients for 
whom resection was possible reported symptoms of 
Jess than one year’s duration; whereas in the group of 
those for whom only laparotomy or a palliative opera- 
tion was performed the corresponding figure was 54%. 
‘Moreover in those patients in whom symptoms had 
been present for less than a year at the time of resec- 
‘tion the five-year survival-rate was 25%, whereas for 
those whose symptoms had lasted for more than a year 
-it was 32%. It seems clear that patients with longer 
histories had tumours of lower degrees of malignancy, 
‘less liable to metastasis, than those with short 
histories. Nor is the youth of the patient the unfavour- 
-able sign it is usually supposed to be ; the higher malig- 
nancy of the young person’s tumour is offset by his 
greater ability to withstand a radical operation. 
Among patients over 60 the hospital mortality-rate 
at the Mayo Clinic was above 20%, while among 
-patients between 30 and 40 it was only 5%. It is 
noteworthy that among patients with a palpable 
.abdominal mass the tumour was removable in 41% of 
cases, while in patients with rectal or cervical glands 
suggesting the presence of metastases only about 20% 
had gastric lesions which could be resected. WALTON 
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has emphasised: the same point over here; the 
large size of the mass should never be taken as a 
contra-indication to operation. : Spread of carcinoma 
by lymphatic or peritoneal metastasis lowers the 
five-year survival-rate far more than direct spread of 
the tumour through the stomach wall to neighbouring 
structures. This means to the surgeon that a tumour 
which appears at first to be inoperable by reason of 
direct extension may, if it is completely removed 
and the patient survives, lead to a better end-result 
than a more easily mobilised tumour which has given 
rise to lymphatic spread. Among patients with no 
abdominal mass and no evidence of réctal.or cervical 
metastasis the gastric tumour was removable in 50%. 
The operability of a growth can only be established 
by surgical exploration; gastroscopy or: peritoneo- 
scopy may reveal contra-indications to operation, 
but the degree of local and distant spread cannot be 
estimated with either instrument. On the other hand, 
gastroscopy is unsurpassed as a means of deciding 
between .benign and malignant conditions, thus 
ensuring proper choice of treatment and permitting 
the surgeon to forestall malignant change. 


CALCIUM NEEDS OF THE ADULT 


For many years calcium has occupied a prominent 
place in the nutritional world. Its fame has spread 
beyond the confines of clinic and laboratory until at 
last it has been awarded the honour of a special 
question in the House of Commons. The reason for 
this eminence is the Ministry of Food’s decision to 
add calcium to the flour for the reinforced loaf. The 
controversy aroused by this proposal has received a 
fillip from an investigation by I. Harris and his 
colleagues, who maintain that there may be reasons 
for reducing the food calcium but there are none for 
increasing it. Their results have, however, been 
questioned by McCanoz,? who notes. that in their 
calcium-balance experiments the amount of lime 
excreted in the urine invariably exceeded that passed 
in the fæces, and in four groups was more than 70% 
of the total output. This must be considered a 
unique finding in a series of so-called normal 
subjects, for other workers have agreed. that on 
an ample calcium intake not more than 25% of -the 
total amount excreted appears in’the urine. We are 
entitled to more information about the general con- 
dition of the subjects of these experiments and the 
nature of their diets; .of special interest would be 
some. indication of the form—food or drug—in which 
2-7 grammes of calcium per day was given. True, a 
positive calcium balance was found between the intakes 
of 0-39 and 0-58 g., figures which agree fairly well with 
the minimum value of 0-45 g. proposed by SHERMAN, 
and the average value of 0-55 g. deduced by 
Lerrca,* but this is no proof of normality. HARRIS 
and his colleagues proceed to: argue on the analogy 
of their work on protein metabolism that by 
continuing with low calcium intake equilibrium may 
soon be reached. It should not be necessary to point 
out that from the metabolic as from the chemical 
point of view nitrogen and calcium are not similar 
elements. Anyone who has carried out an investiga- 
tion into calcium retention must be aware of the 

1941, p. 49. 
. McCance, R. A. Ibid, Feb. 22, 1941, p. 276 
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3. Sherman, H. C. Chemistry of Food and Nutrition, London, 1937. 
4. Leitch, I. Nutr. Abstr. Itev. 1937, 6, 553. 
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variations likely to occur from week to week. The 
calcium content of the previous diet and above all the 
general health and nutrition of the subject play an 
important part in determining the amount of lime 
retained, and in this connexion we should be told 
more of the 14 patients who retained more than 24 g. 
of calcium over a period of fourteen days. 

We are told that there is no calcium deficiency 
among the patients attending Liverpool Heart 
. Hospital. The detailed evidence on which this 

statement is based has not been published. Cer- 
tainly this experience does not tally with that of 
MEULENGRACHT® who showed that osteoporosis 
resulting from insufficient retention of lime was not 
uncommon. In coming ‘to a decision as to the 
prevalence of talcium deficiency, the evidence required 
to demonstrate such a state is of the utmost impor- 
tance. The level of serum calcium is generally 
recognised to be of no value in determining the 
adequacy of calcium retention. The skeleton con- 
tains large amounts of lime which can be considerably 
diminished without any visible effect. SHonH® has 
pointed out that only after a period of 5-10 years 
or longer may a continual loss of lime produce gross 
pathological disturbance. Before we could determine 
the incidence of calcium deficiency in the adult it 
would be necessary to carry out a large-scale and 
long-term investigation into the frequency of 
osteoporosis: and its response to the administration 
of a diet rich in lime and vitamin D. What of the 
dangers of excessive calcium intake which the 
Liverpool workers fear if the calcium content of our 
diet is increased ? They give us the old evidence of 
arteriosclerosis in the rabbit’s aorta. This is a 
notoriously unreliable animal, but although they 
say that a number of rabbits have been kept on 
diets rich in calcium they give us analyses of the 
aortas of only two, and of only one control. If a few 
more rabbits had been kept on a low calcium intake 
atheromatous changes with an associated increase 
in aortic calcium might also have been discovered 
in them. The increase in lime in degenerated blood- 
vessels has little or nothing to do with calcium reten- 
tion. Calcified arteries may be seen lying side by 
side with bone showing an advanced degree of 
osteoporosis. And it will be news to anyone who has 
worked in a poor-law hospital to hear that arterio- 
sclerosis is not as common among the poor as among 
the well-to-do. As for the deleterious effect of 
excessive calcium intake on renal function, which 
HARRIS and his co-workers seek to demonstrate by 
a mathematical formula, SALVESEN’? and GRAHAM 
and OAKLEY *® showed that the administration of 
calcium salts had a beneficial effect on the renal 
function in patients with renal dwarfism. As 
McCaNcE says, the amount of calcium excreted in 
the urine accounts for much less than 1% of the total 
work done by the kidney. 

Whatever the value of Harris’s experimental 
work, his paper has served a useful purpose in 
encouraging others to tell us what is known about 
calcium needs. It seems that, while there may be 
doubt as to the minimal calcium requirements of 
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the adult, there is certainly no evidence direct or 
indirect that large sections of the population are 
taking too much lime in the diet. Meanwhile we are- 
confronted by a shortage of cheese, one of the richest 
sources of lime for the adult, and it seems an entirely 
sensible procedure to add calcium to our bread so as 
to ensure an adequate intake. That the added 
calcium will be efficiently utilised is demonstrated by 
the experience of pediatricians who have obtained 
satisfactory retention of this element by noone it 
to soya-bean flour. 


Annotations 


SYMPTOMS FOLLOWING EXPOSURE TO BLAST 

THE pheasant whose autopsy was described by 
Stewart, Russell and Cone! had received injury to the 
central nervous system, presumably by the blast of high 
explosive, and it was possible to fillin the picture by an 
account of its behaviour during life. It did not move 
when approached, gave no fear reaction, and showed a 
flexibility like that of a catatonic patient. Our Canadian 
colleagues also described how some human patients 
exposed to blast have been apathetic and indifferent, 
some have been depressed, and in others there has ‘been 
evidence of focal nervous injury. - They warn us against 
a repetition of the ‘‘ shell-shock’”’ error, that term so 
woefully misapplied in the last war, and suggest that on 
physical grounds they can visualise pathological and 


- physiological alterations as varied as the symptomato- 


logy. The mechanism producing the damage might, 
they think, be-the transference through the venous 
channels of a sudden great increase of pressure to the 
brain and spinal cord from the thorax and general body 
surface. This account called forth a letter from Mr. 
H. F. Buxton, describing the behaviour of other animals 
subjected to bombing. Rabbits hopped about aimlessly 
and could be picked up by hand, cows ceased to eat and 
had to be slaughtered, and a dray-horse was apparently 
‘“ stunned ’’ on two occasions and suffered from a mild 
paralysis afterwards ; so tat there seems no reason to 
doubt that blast can damage the central nervous system 
and interfere with function at any level. Thus the 
vital centres may be affected, so that death results, or 
mental changes may occur, or the anterior horn cells 
may be affected; and the many clinical possibilities 
thus presented will make it easy wrongfully to attribute 
some of the bizarre manifestations to functional disorder. 
These cases warn us to be careful in dismissing as 
functional some subjective symptoms or complaints 
when organic signs are absent. Fortunately there have 
been radical advances in diagnosis since the shell-shock 
period. We no longer diagnose psychoneuroses by 
exclusion and have almost forgotten the maxim “if 
you can’t find an organic disease you must think of 
a functional nervous disorder.” The classification and 
recognition of the psychoneuroses is now sufficiently 
systematised for the expert psychiatrist to invert the 
old maxim and say of a case without physical signs, 
‘“ this disorder is not a psychoneurosis and therefore 
we must think of an organic disease.” It is along such 
lines that we can now distinguish between an organic 
syndrome due to cerebral concussion and a psycho- 
neurotic syndrome following concussion. Although there 
may be an overlap of symptoms, prognosis and treatment 
are different in the two groups and diagnosis is possible 
without slavish reliance on the presence or absence of 
physical signs. Syndromes following on blast will call 
for the same differentiation, and the observations on 
men and animals already recorded‘in our pages should 
help towards that end. 


1. Stewart, O. W., Russell, C. K. and Cone, W. V. Lancet, Feb. 8, 
1941, p. 172. 
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THE INACTION OF EXPECTORANTS 

IN the last twenty-five years our knowledge in most 
departments of respiratory medicine has advanced 
considerably. The state has taken responsibility for 


the tuberculous person, the skill of the thoracic surgeon 


has been increasingly developed in bronchiectasis and 
lung cancer, and industrial lung disease has received its 
fair share of attention ; but bronchitis, that widespread 
and incapacitating disorder, has been signally forgotten. 
The reason is no doubt that the cause is mysterious and 
the treatment either expensive or unsatisfactory. It is 
natural, therefore, that we should have had recourse to 
the palliative effect of drugs, many: of which have been 
routinely prescribed, with changes duly rung on them, 
year after year. It is disconcerting now to find doubt 
cast on the efficacy of the compounds on which faith 
has reposed for so long, although an honest and thought- 
ful outpatient physician of a chest hospital would confess 
that the information gave him no surprise. Dr. Alstead, 
in this issue, has recorded an investigation of the effect 
of ammonium chloride and ammonium carbonate on the 
sputum output in cases of chronic bronchitis. All the 
patients were submitted to a control period before the 
drug was administered in adequate doses, and the 
criteria taken to indicate successful action were an 
increase in the amount of sputum within 24 hours of 
giving the drug and the maintenance of the output at 
this level for at least 3 days. In very few of the patients 
‘was this result achieved, and Alstead was forced to the 
conclusion that neither the chloride nor the carbonate of 
ammonium possesses the expectorant action generally 
assigned to it; he had reported previously! a similar 
conclusion in-regard to potassium iodide and ipecacuanha. 
Admittedly a substance, in order to qualify as an 
expectorant, need not necessarily possess the power of 
increasing the daily output of sputum; it can assist 
the patient by making the sputum less tenacious, so 
reducing the effort of coughing. The saline draught 
taken in hot water or even the early morning cup of tea 
are examples of this action, which is probably a reflex 
from the mucosa of an empty stomach. The mode of 
action of other substances, pharmacologically classified 
as ‘“‘stimulating”’ or ‘‘ depressing’’ expectorants, is 
not so clearly understood and we must agree with 
Alstead’s opinion ? that there is ample justification for 
a critical evaluation of the expectorants, especially now 
that at least one of the old favourites—squill—is hard t 
come by. . l 
VITAMIN SWEETS 
Ir was lately announced in the press that American 
friends of Great Britain were proposing to send us large 
quantities of capsules containing vitamin concentrates 
to supplement the diet of British children. Naturally 
we in this country were extremely grateful for this 
further evidence of American thoughtfulness. From the 
Journal of the American Medical Association? we learn, 
however, that in American medical opinion the zeal of 
the promoters of this scheme has outrun their discretion. 
The publicity agency for the British American Ambulance 
Corps stated that ‘‘ vitamin sweets ’’ were being prepared 
in great quantities for shipment to England. Each 
tablet was to contain so much vitamin A and B,, ribo- 
flavin, ascorbic acid and vitamin D that six sweets a day 
would provide an adequate, though perhaps not optimal, 
dose of these vitamins. From inquiries set on foot 
by the J.A.M.A. it seems that the prescription was 
- prepared by one who in the past has been associated 
with the promotion of a nostrum for Bright’s disease and 
other ailments, that there is no evidence of the stability 
of the vitamins in such a preparation, and that the 
claim made by the publicity agency that it contains all 


1. Alstead, S. Lancet, 1939, 2, 932. 
2. Alstead, Edinb. med. J. 1940, 47, 693. 
3. Jan. 18, 1941, p. 232. 


remained an open question: 


~~ the vitamins necessary” to prevent deficiency disease 
would not -be accepted by the A.M.A. Councils on 


Pharmacy and Chemistry and on Foods and Nutrition. 
Further, it is said that the six American authorities in 
the field of nutrition who had consented to serve on the 
committee. to consider the plan for shipping : vitamin 
concentrates to Great Britain had not endorsed or even 
been informed of the nature of the publicity circulated to 
the American press. These considerations are distress- 
ing to all concerned—to the British American Ambulance 
Corps, to the Ministry of Health which gratefully acknow- 
ledged the offer, and to the rest of us in Great Britain who 
would be sorry to look such a gift horse in the mouth. 
The questions still remain—Is there or will there be a 
shortage of ‘availahle vitamins and inorganic elements 
in the food produced in and entering this country, and 
will the people make the best use of what supplies there 
are? There can be little doubt that a diet consisting 
largely of wholemeal bread fortified with calcium and of 
green and root vegetables, with a small modicum of 
milk, fats, meat and cheese, will suffice for adults. 
Whether the same is true for children is not certain. In 
any case it is questionable if people will eat this diet 
unless much more serious propaganda is attempted by 
the Ministries of Health and Food than hitherto, and we 
may be compelled to resort to vitamin concentrates as 
a war-time measure. : 


FACTORS IN WOUND HEALING 

“ EVERY true surgeon cannot help being interested in 
wound healing.” This remark, made by Dr. Allen O. 
Whipple! in his presidential address to the American 
Surgical Association, would appear superfluous were it 
not that surgeons still exist who take little interest in 
their patients after they leave the operating theatre. 
Brilliant work is thus sometimes spoilt through insuff- 
cient attention to the phases of healing. Dr. Whipple 
discusses two phases in this process : first, the lag period 
which in a clean incised wound should not exceed about 
four days. Various local factors may prolong it, such 
as the amount of damaged tissue and exudate present, 
the character of the vascular supply, and the nature and 
number of foreign particles, including bacteria. Systemic 
conditions also play an important part and it has been 
known for some time that a high protein diet accelerates 
healing while a high fat diet retards it. The intimate 
connexion between vitamin C and the healing of wounds 
is a matter of history (in an annotation last week. we 
discussed the importance of vitamins in cases of fracture), 
and various investigators have shown that deficiency of 
this factor prolongs the lag period and delays what 
Whipple describes as the later ‘“‘ period of fibroplasia, 
characterised. by a sudden and rapid increase in tensile 
strength.’ Whether such delay is due to defective 
maturation of the intercellular matrix or to a degeneration 
of the mesodermal cells of the supporting tissues has 
The recent experiments of 
Hunt? have carried us a step further. A group of 
guineapigs, maintained on a sub-scorbutic but otherwise 
well-balanced diet, were subjected to laparotomy and 
gastrotomy ; a control group was similarly treated but 
given adequate doses of ascorbic acid. In both groups 
the wounds healed by first intention, but whereas the 
scars in the control animals were so shrunken and pale 
as to be almost invisible those in the sub-scurvy animals 
lost their scabs at a later date, were puckered and sunken, 
and showed a mauvish discoloration. The microscopical 
observations may be summarised as follows. In- the 
sub-scurvy animals there was a failure to mature on the 
part of the mesodermal cells and the intercellular fibrillar 
material laid down by them; the healing of the wound 
as a whole was profoundly disturbed by the occurrence 
of hemorrhagic effusions and defective phagocytosis. 


1. Ann. Surg. 1940, 112, 481. 
2. Hunt, A. H. Brit. J. Surg. 1941, 28, 436. 
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-formolised or phenolised. vaccine. Durand and Giroud ê 


Further, deprivation of vitamin C after healing had been 
completed led, in 2-3 weeks, to regression of the normal 
maturation processés in the wounds, followed by spon- 
taneous rupture. Although the guineapig is known to 
be more susceptible to scurvy than man Hunt finds 
clinical evidence that the results of his experiments are 
in some measure applicable to human subjects. An 
analysis of 28 unselected abdominal surgical cases which 
had come to necropsy shortly after operation showed a 
considerable degree of correlation between the histology 
of their wounds. and the estimate of ascorbic acid in the 
tissues as gauged by the Szent- Györgi reaction. Thus 
among those surviving operation for longer than a week 
the most deficient in vitamin C showed.the poorest 
production of collagen in the wounds. An experiment 
performed on a healthy human subject showed, however, 
that a-short-lived deprivation of vitamin C (in this 
instance 3 months) did not interfere with the normal 
healing processes. In Crandon’s è? experiment on himself 
a wound in the back healed normally after 3 months on 
a scorbutic diet, when the incised muscle contained no 
vitamin C, but when a similar wound was made. after 
6 months on the same diet the skin united but the deeper 
tissues had not healed at all after 10 days, owing to a 
lack of intercellular substance and capillary formation ; 

healing proceeded normally as soon as ascorbic acid 


. Was given. 


In experiments of this kind, however, where a healthy 
subject is suddenly deprived of all vitamin C, the 
interference with healing may not be as great as in people 
who have experienced a partial deficiency of the vitamin 
‘over à number of years. There can be little doubt that 
many hospital patients, especially those with long- 
standing gastro-intestinal disorders, are deficient in 
vitamin C when they come to operation. At the present 
time, when citrus fruits and other natural sources of 
the vitamin are lacking, the deficiency must be still more 
prevalent. Hunt recommends the administration of 
1000 mg. of ascorbic acid daily for 3 days to produce 
saturation and 100 mg. daily to maintain it. ` It should 
be given intravenously or intramuscularly when circum- 
stanges preclude the oral route. His indications for this 
form of therapy are when clean and quick healing of the 
wound is particularly desirable, in major abdominal 
operations when a hollow viscus has been opened, 
when post- operative complications are anticipated, 
where there is evidence of a nutritional deficiency, 
and in all cases of serious injury. 


: VACCINATION AGAINST TYPHUS 

Wir the rumours that epidemic typhus is raging 
among the Italian troops in Albania and the non- 
combatants in Poland, the question of large-scale 
vaccination against this disease looms up again. The 
rapid progress that has been made of late in the culture 
of the rickettsias gives promise of producing safe and 
etficient vaccines. Blane and Barncoud,‘ and Nicolle 
and Laigret ® in Tunis, claim to have used a vaccine of 
attenuated living murine virus successfully on a large 
scale. But there is no definite proof that the murine 
virus vaccine completely protects against the epidemic 
strain. Also, such a vaccine is dangerous especially in 
war-time where there may be a lowered standard of 
personal cleanliness, for not only may fever be caused 
in those inoculated but an epidemic may be started 
among the non-protected population by infecting lice 
with typhus. The new methods of agar-slant tissue 
culture, pulmonary inoculation in mice, and yolk-sac 
inoculation in the developing chick embryo provide 
sufficiently large numbers of rickettsias to be used in a 


3. Crandon, J. H.. Lund, C. C. and Dill, D. B., New Engl. J. 
tes a 223, 353; summarised in Brit. med. J. March 1, 
1941, p. 311. 

4. Blane, 'G. and Barncoud, J. Bull. Acad. Méd. Paris, 1933, 110, 


. Nicolle, C. and Laigret, J. Arch. Inst. Pasteur. Tunis, 1936, 25, 40. 


have used formolised rickettsias from mouse lung to 
make their vaccine of which five inoculations at weekly 
intervals are necessary. The agar-slant tissue culture 
developed by Hans Zinsser and colleagues’ provides a 
means of preparing large quantities of effective vaccine, 
and has been tried out in America and China on a few 
humans. In 1938 Cox® reported that the rickettsias 
of Rocky Mountain spotted fever, murine typhus, 
classical typhus, fiévre boutonneuse and Brazilian 
spotted fever would develop profusely in the yolk-sac of 
the developing chick embryo. Using this method of 
culture he has reported ° the production of a phenolised 
vaccine, one dose of which protects guineapigs against a 
later infection with epidemic typhus. Later Tchang 
and Mathews,’ using Cox’s method, prepared a vaccine 
from their Chinese strain which immunised guineapigs 
and has been inoculated into 40 ‘people in Peiping, but 
the results are not yet available.‘ Gear™ has used a 
modification of Cox’s method to prepare vaccine, from a 
South African strain of epidemic typhus, which ‘has 
proved highly satisfactory in protecting against experi- 
mental infection. After trying other methods, Gear 
concludes that this is the simplest, and one worker alone 
can make large quantities of vaccine. Pijper and 
Crocker ?? have brought forward evidence to show that 
the South African epidemic typhus may not be identical 
with the classical European strain, so it is probably 
advisable to use the local strain to secure the best results. 
Hudson !* has reported on the use of purified suspensions 
of rickettsias from the lungs of rats and white mice in a 
macroscopic agglutination test. The lungs provide 
large amounts of rickettsias and the test is simple to carry 
out. Provided that the agglutinating and neutralising 
antibodies are the same this should provide a ready 
means of ascertaining the effectiveness of the vaccination 
in the different countries in which it is being tried. 


Four vacancies on the Council of the Royal College 
of Surgeons of England, occasioned by the retirement in 
rotation of Mr. A. H. Burgess, Mr. H. S. Souttar, and Mr. 
V. Zachary Cope, and by the death of Mr. R. C. Elmslie, 
will be filled at an election on July 3. 


PRACTITIONERS called in to attend naval ratings who 
fall ill when on leave are asked to certify that the man 
is unfit to travel ; otherwise he should return to his ship 
or go to a naval hospital for treatment. The procedure 
is explained on the back of the leave ticket. 


Surgeon Rear-Admiral SHELDON' DUDLEY has been 
appointed medical director-general of the Navy in 
succession to Surgeon Vice-Admiral Sir Percival Nichong 
who retires in J uly. 


We regret to announce the death on March 3 of 
Dr. T. A. Ross, formerly medical director of the Cassel 
hospital for functional nervous disorders. He was in 
his 66th year. 


. Durand. P. and Giroud, P. Ibid, 1940, 29, 24. 
7: Zinsser, H. Wei, H. and Fitzpatrick, F. Proc. Soc. exp. Biol. 
Med. 1937, 35, "84, 
8. Cox, H. R. Publ. Hlth. Rep. Wash. 1938, 53, 2241. 
9. Ibid, 1940, 55, 110. 
10. Tchang, J. and Mathews, G. p: Chin. med. J. 1940, 58, 440. 
11. Gear, J. S.A. med. J. 1940, 14, 476. 
12. Pijper, A. and Crocker, C. G. “oid 1938, 12, 613. 
13. Hudson, N. P. J. inf. Dis. 1940, 67, 227. 


In the Scottish Geographical Magazine for November, 
1940, Dr. Douglas Guthrie reprints a lecture he had 
given to the Geographical Society on ancient Greece 
and the healing art. He has put the known facts 
together pleasantly enough, and, a grace for which we 
owe him thanks, has abstained from those fruitless 
speculations which too often deform such articles. The 
lecture should be of value to anyone who wishes 
to interest his men in the history of the Eastern 
Mediterranean, 
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THE PSYCHOPATHIC TENTH 
By STEPHEN TAYLOR, B.Sc., M.D. Lond., M.R.C.P. 


THE philosophically minded doctor, by which I mean 
one who examines life rather than one who accepts it 
philosophically, must constantly find himself in a 

quandary. In the practice of medicine one sees oneself 
battling continuously with fate, and often altering 
successfully what the gods have apparently ordained ; 
in research, on the other hand, and. particularly in 
psychiatric research, one must inevitably assume a 
complete chain of causality. Just as the heart rhythm 
depends, among other things, on the ions in the blood, 
so mental behaviour depends on constitutional and 
environmental factors. Our actions are not a happy-go- 
lucky affair depending on a mysterious free will but are 
the product of our reasoning faculties and our emotional 
state. Our reason, depending on our innate intellectual 
capacity and our total intellectual experience, may. 
counsel one course of action; our emotional state; 
equally depending on our constitutional emotional 
make-up and our total emotional experience, may 
confirm this, or adopt a contrary line. In the latter 
event, the resultant action will depend on which of the 
two is the stronger. Such a completely determinist 
picture is an inevitable corollary to psychiatric research, 
whether Freudian or Kretchmerian. The minor dispute 
- as to whether environment or constitution is the more 
eimportant in determining conduct recedes into the 
background. 

At first sight it might be thought that such a universe, 
with free will. as a delusion and causality complete, 
would act as an inhibitor of striving, as a destroyer of 
humanity and as breeding-ground for atheism. Practical 
experience shows that this is not so. Determinist 
physiologists have striven as vigorously and humanely 
as vitalists, and often to more effect. And astrophysi- 
cists who see the cosmos as an ordered thought in the 
mind of its Creator have been as seriously devout as any 
orthodox divine. The psychiatric answer to this 
apparent illogicality is, of course, that our striving, our 
humanity and our faith are as much determined: as 
everything else. We cannot be other than we are; and 
if at times we sit back, with a feeling that we have, by 
force of personality or chemotherapy, prevented the 
inevitable, both our success and our pleasure after the 

- battle are but links in a causal chain of which we see only 
apart. Freewillisa delusion, but a useful convention in 
everyday life. 

CRIME AND CAUSALITY 

This apparent mental dichotomy is nowhere better 
illustrated than in the civil and psychiatric attitudes to 
crime.. The subtleties of psychopathology behind the 
average criminal act are still too obscure even to the 
psychiatrist to carry any weight in a court of law. But 
the following case makes the point clear. 

A man of 27 attacked and severely injured a girl of 23 in a 
country lane. There was no sexual assault, and when asked 
why he did it he said he did not know. His temperament was 
obviously excitable and explosive, and the question of 
epilepsy was raised. There was no history of fits from either 
the patient or his family. His nature had, however, always 
been quarrelsome and violent, and he had a bad work record. 
An electroencephalogram showed a typical idiopathic epileptic 
focus. 

We need not concern ourselves with the actual pro- 
cesses of the law in this case. The man was an epileptic 
who had never had a fit. In all probability his crime 
represented an epileptic equivalent. Should he then be 
blamed and punished for his act? Assuming that the 
law refused to accept an electroencephalogram as evidence 
of epilepsy, since no fits had occurred, the man might 
be condemned and sent to prison for ten years. At the 
end of this time, assuming he had had no fits, he would 
be discharged just as likely to perform another uncon- 
trolled act of violence in an epileptic equivalent. The 
sentence would neither cure the patient nor deter other 
epileptics. The logical procedure, both socially and 
psychiatrically, is neither to blame nor to punish such a 


finer than in the earlier phases. 


person, but to confine him to an institution where he 
can do no harm to society until he is either cured or 
dead. Note that, in the strict sense of the term, this 
patient was not insane. He .was -neither deluded, 
hallucinated, depressed nor elated. . For a brief space of 
time he “ lost control of himself,’’ but this differed from 
losing one’s temper only in degree and not in kind. 

What applies to this patient applies equally to all 
others who perform criminal acts. Since free will is a. 
convention only, in the scientific study of crime it must 
be neglected. The question we must -ask ourselves in 
any particular case is not ‘“‘ Is the prisoner guilty, and 
if so, how severely should he be punished ? ” but rather 
‘ Is the patient curable of his tendency to social mis- 
conduct ? ” If a .bad family history and a personal 
history of recidivism indicate that cure is unlikely, then 
confinement, for life in an institution for such incurables 
is the only logical procedure. If; however, he is curahilej 
no matter how terrible his crime, he-should receive 

institutional treatment until he is cured. Bearing in 
mind the inevitable chain of causality behind-the conduct 
of everyone, no other course is humanely possible. 
Even assuming that punishment is a deterrent to crime 
(and all the evidence goes to show that it is not), removal 

criminal 


of the. criminal from society until cured of his 


tendencies is likely to be quite as deterring as gaol. ` 

There are, of course, many offences against the law 
where only a salutary warning is required. For thése 
there can be no hard and fast.tariff. A motoring offence 
may be a trivial mistake, or symptomatic of a severe 
derangement of social values and call for long institu- 
tional treatment. Suppose, for example, the oe 
referred to had confined himself in the first, instance 
to shouting abuse. If the preserice of epileptic equi- 
valents was established, and if sufferers from these were 
known to bé liable to commit acts of violence, then, even 
though: his misdemeanour was trivial, his treatment 
should be drastic. At the other end of the scale, the 
man who can obtain neither work nor relief (if such there 
be), and is driven by hunger to steal a loaf of bread; 
needs. neither warning nor treatment. Treatment 
should rather be applied to the society which Pete 
hira to reach So desperate: a pass. 


MENTAL. ILLNESS AND CAUSALITY 


The sensational nature of crime has given it a Sotal 
importance out of all proportion to the actual size of the 
problem. Criminals are rare, and recidivist criminals 
are rarer still. This is in part a testimony to our police 
force and -our social reformers, but still more to our 
national social conscience, which has treated crime as 
antisocial for hundreds of years. The: ‘problem of ‘major 
and minor mental illness, on the other hand, is still 
enormous. It is a popular speculation among those 
who seek subscriptions for psychotherapeutic. clinics 
that about a tenth of-our population stands in need of 
psychological treatment: There is some evidence that 
this figure is roughly correct, though whether these 
patients can be greatly helped by our present methods of 
psychotherapy is another matter. A small proportion 
of this concourse are grossly insane or mentally defective, 
but the great majority are what is popularly known as 
‘“ neurotic.” 

It is inevitable that those who see much of “‘ neuro- 
tics,” whether as patients or as acquaintances or rela- - 
tives, should at times be irritated by them, for the 
essential feature of the neurotic’s illness is a failure to 
make a complete social adjustment. In war-psychiatry 
this irritation at times flares up and indignant service 
doctors put out vigorous pleas for the ‘‘ treat ’em 
rough ”? school. Such reactions are to be expected. 
Service psychiatric patients are failing in the most 
primitive test of manhood, the school of war, and those 
in whom the herd instinct is strongest have even less 
toleration for those who fall in the rear than for those 
who break away in the van. These patients are often, 
though by no means always, cowards, but they are not 
to be blamed on this cecouut any more than the criminal 
is to be blamed. Their cowardice is a symptom of their 
state of mind, which itself is the product of a weak 
emotional make-up and an overpowering environment. 
It was a common observation that in the later phases 
of the last war the type of psychiatric patient was much 
The weakest cracked 
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at the distant sound of battle; those a little stronger 
survived. a few rounds; and y even some of the 
really strong reached their breaking point. Causality 

and determinism, then, operate in war-time psychiatry 
just as clearly as in peace-time penology. 

Although the neurotic patient is a burden to himself 
and others, he is`devoid of blame for his condition. 
There can be few more pitiable conditions; yet the 
practical experience of many psychiatrists is that these 
patients respond badly to pity. Pitying the poor 
neurotics is, as a rule, bad for recipients and donors alike. 
Bullying them is, however, equally unsatisfactory 
. therapeutically, besides being degrading for the doctor. 
The best recipes for therapy are along the middle course 
of kindly firmness ; but even these, the dispassionate 
observer must admit, are often no more successful than 
masterly inactivity. and time. But a discussion of 
psychotherapy is beside the. point. Here I seek only to 
establish that the neurotic is an irritating but blameless 
victim of circumstances, for whom pity is right but for 
whom pity must rarely be shown. , 


NOMENCLATURE 


A hundred years from now, the social historian who 
studies the serious fiction of the 1920s and the 1930s will 
probably remark on the extraordinary preoccupation 
of authors with neurosis. Psychopathology, mainly 
Freudian, has dominated literary life for two decades, 
and the historian may seek to correlate this with the 
political instability of the age. For the non-medical 
intellectual, Freudian psychopathology has a double 
charm ; it explains the irrational rationally, and it 
glorifies sex. So, among contemporary philosophers and 
writers, neurosis has become a mark of distinction rather 
than a disability to be overcome. They think it no 
shame to lead a weirdly patterned sex life, when this is 
really a symptom of emotional failure rather than of 
intellectual freedom. 

But in these two decades psychiatrists, both Freudian 
and otherwise, have come to realise that Freudian psycho- 
pathology is by no means all of the picture. Indeed 
there are many who think that in the causation of mental 
illness it plays little part, though its importance in 
determining the nature of individual symptoms is not 
denied. With this realisation has come also a clearer 
understanding of normality. We each of us have our 
manic, schizoid, obsessional and hysterical quanta, just 
as we have also our libido, our Œdipus complexes, and 
our narcissism. But to talk and think continuously 
about these is as foolish.as to talk and think continuously 
about our bodies. The thing which really matters is 
what we do with them. Writing Gray’s Elegy or taking 
Quebec is a socially valuable achievement; continuous 
introspection i is not. 

The intellectual glorification of neurosis is one good 
reason why the term should be a ae from psychiatry. 
If a substitute can be found which carries with it no 
more cachet than infantile paralysis or mental deficiency, 
thinkers will in time take their cue from practice, and the 
glorification of abnormality will cease. There are, how- 
ever, other and more immediately utilitarian reasons 
why we should cease to speak of neuroses. Pity is as 
bad for non-intellectual neurotics as public introspection 
is for intellectual ones. Yet among our everyday 
patients the label “ neurosis ’’ is still often a passport 
to pity and self-pity. A name which puts the neurotic 
in his place without putting out his nose would be a real 
practical help. If, at the same time, the name suggested 
that the illness was a disability which it was his duty to 
try and overcome, or at least make the best of, a double 
purpose would be served. There are two further purely 
medical reasons for such a change. In the minds of 
many doctors the term neurosis still implies an illness 
which is caused mainly psychologically by environ- 
mental traumata, when in fact the root of the trouble 
is usually a constitutionally poor emotional make-up. 
Lastly, many psychiatrists deplore the suggestion that 
the neuroses differ qualitatively from the psychoses, and 
in the persistence of the term they see a danger of per- 
petuating a false belief. The full evidence on these two 
points is given in a previous paper (Taylor 1940). 

Until recently no satisfactory alternative name has 
been offered. ‘‘ Minor psychosis” was a clumsy and 
rather misleading effort. 


THE PSYCHOPATHIC TEN TH 


But now there is a growing 
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body of opinion in favour of the term “ psychopathy,” 
with ‘‘ psychopathic ” as & substitute for “ neurotic ” 
and ‘‘ psychopath ” for ‘‘ neurote.” There are manifold 
reasons in favour of this change. To glory in one’s 
psychopathy is far harder than glorying in neurosis. 
To suffer from psychopathic illness is to excite pity but 
not a display of pity. Psychopathy suggests that some- 
thing more than a fright in childhood or an overdose of 
jealousy is at the bottom of the trouble, and further, the 
border between psychopathy and psychosis is not too 
clear cut. In German psychiatry, it has been the 
practice for the last decade to include neuroses under the 
term ‘‘ psychopathic personality.” In England, a more 
conservative practice has been usual. ce 
Mallinson (1940) use the term for patients who have “‘ 
lifelong history of maladjustment, shown by a bad 
work record or repeated antisocial acts, the patients 
coming under observation because these characteristics 
have persisted or increased.” The operative word here 
is “‘ lifelong ” ; if it is omitted the whole gamut of 
‘* neuroses ” is included. The hysteric, the hypochon- 
driac, the severe obsessional and even the anxiety state 
often have bad work records, and are often sufficiently 
antisocial to wreck homes, mar es and families. Even 
allowing for the ‘‘ lifelong id connotation in the present 
usage of “ psychopathy,” it is still of general application ; 
for the more the past histories of those with “ neu- 
rotic ” breakdowns are examined the more does it 
become apparent that the illness is not usually an isolated 
event but an exacerbation, often environmentally con- 
ditioned, of lifelong emotional or mental abnormality. 
In America the term has occasionally been used to cover 
all forms of mental illness, but this is by no means usual 
(Muncie 1939). In the future we may expect to hear’ 
more and more of hysterical, obsessional,.anxious and 
depressed psychopaths, while the. psychopathic person- 
alities of today become ‘ mixed,” ‘‘ criminal’”’ or 
“ antisocial” psychopaths. Such a usage will cover 
brief exacerbations or attacks as well as the more long- 
standing disabilities. 


DEFINITIONS 


I have already pointed out that many psychiatrists 
are unable to accept the view that there is a clear-cut 
dividing line between major and minor mental illnesses, 
between psychosis and psychopathy. A careful study 
of the normal personality and psychopathy will convince 
most people that here also the dividing line is blurred. 
Many excellent people, of great value to society, behave 
in a way which seems psychopathological, yet they 
cannot be described as psychopaths. Mental illness 
appears to differ from most physical illnesses in that its 
symptomatology is rather a caricature of normality than 
the appearance of abnormal .featyures de novo. The 
pathological processes underlying these symptoms are, 
of course, often those of physical pathology— infections, 
degenerations, toxsemias, exhaustive states or con- 
stitutional anatomical or biochemical variations. - But 
if the symptom pictures are to he intelligible they must 
be approached from the angle of normal mentality and. 
personality (Taylor 1940). 

At what point then does normality pass into psycho- 
pathy, and psychopathy into psychosis ? I am convinced 
that the answer must be social and not medical, with a 
pragmatic criterion, and with conduct as the touchstone. 
I therefore propose the following definitions :— 


l. A psychopathic illness is an abnormality of the mind 
sufficient to make its possessor a nuisance to himself or other 
people. Nuisances are, of course, often socially valuable. 
A glance at the pages of any history book will convince one 
that the same applies to psychopaths. When we have a sure 
method of treating psychopathy, it will be necessary to decide 
which cases call for treatment. My own view is that the 
decision must rest with the patient. Unless he wants his 
kinks straightened out I think we have no right to straighten 
them. <As for the people to whom he is a nuisance, it is up 
to them to cope with the situation—and usually the simplest 
move they can make is to remove themselves from the 
psychopath’s environment. 

2, A psychotic illness is an abnormality of the mind sufficient 
to make its possessor a danger to himself or other people. 
It may well be asked at what point a nuisance becomes a 
danger’; but the line between psychopathy. and psychosis, 
as has already been pointed out, is not a sharp one. Every 
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case has to be assessed both on its merits and on the social 
environment. The assessor may be the doctor, or the judge 
and jury. Any attempts to define clinical symptoms patho- 
gnomonic of psychosis are doomed to failure. Many other- 
‘wise amiable cranks suffer from delusions. Hallucinations 
occur not only in psychotics but also in psychopaths and even 
in completely normal people. A large number of admirable 
but simple souls are as devoid of insight into their simplicity 
as the schizophrenic is into his thought processes. The line 
one draws, then, is that of danger. And on this account, if 
persuasion to receive treatment fails, compulsion is essential. 
Clearly, this definition covers more than the conventional 
xnanics, depressives, paretics and so on. It covers the self- 
mutilating hysterics, alrecdy often certified under other labels. 
Et covers criminals, in spite of the fact that the evidence of 
their psychoses is to be found in their conduct rather than 
their speech. And lastly, it covers political adventurers, 
who, profiting by national economic ill-health, are able to 
indulge in megalomanic wars and sadistic persecutions, when 
their proper place. is surely the chronic ward of the mental 
hospital. 


At last we are in a position to view our psychopathic 
tenth in their true perspective. Of this great mass of 
people, a small proportion carry with them abnormali- 
ties which are the seeds of genius. But the great 
majority are the weaker brethren who have started life 
with only half a talent. They are a burden which every 
community has to bear—the grumpy, the worrying, the 
nagging, the overparticular, the selfish, the humourless, 
the unsatisfiable and the cowardly. In times of trouble, 
the uniformity of their behaviour makes many of us see 
them for the first time as a coherent group. They flood 
the service psychiatric hospitals. They crowd into the 
deepest shelters that they may live through the blitz 
to grumble at the peace. In quieter times, they fill our 
outpatient halls; they drink medicines; they collect 

certificates ; they cost the state a lot of money and 
society alot of misery. We may occasionally be tempted 
to despise them, but it is not their fault they are what 
they are. We must pity them, but for their own sake we 
must not show our pity. As doctors, we can help them 
a little, but less than we would. As citizens, we must 
make sure that they are neither abused by those who 
fail to understand their plight nor allowed themselves to 
abuse the tender feelings of their friends. In our 
dealings with them, unless we display toleration, kind- 
ness and above all understanding, we shall be stepping 
away from a free, civilised and rational world back to the 
days of darkness, torture and ignorance. 
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FLUORESCENT STAIN FOR TUBERCLE BACILLI 

~. AT the annual meeting. of the Central New York 
branch of the Society of American Bacteriologists held 
recently Dr. E. K. Kline and Mr. Raymond Leach 
described a new method of staining tubercle bacilli, 
which is said to give results with direct smears comparable 
to those previously obtainable only by concentration 
methods. The Ziehl-Neelsen technique is followed to 
the decolorisation of the acid-fast bacilli which are then 
stained with auramine. So stained they are illuminated 
with ultraviolet light from a suitable source when they 
are seen to glow brilliantly against a dark background. 
Although this new method is still on probation it is being 
watched with a great deal of interest here. 


VITAL STATISTICS OF 1940 


The earliest indications of ‘last year’s vital statistics 
come as usual from the Metropolitan Life Insurance 
Company. From their observations it appears that our 
birth-rate will be definitely higher than that for 1939. 
It is not expected that the death-rate will be down to the 
figure of 10-6 which last year established a low record in 
this country, but 1940 will come quite close to this rate. 
Although there will be some natural increase in the 
population the statisticians point out that the age- 
distribution of the population is still favourable to a 
high birth-rate and that the balance between fertility and 
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mortality is actuaHy. in a delicate equilibrium—just 
adequate ey maintain our population. 


DRAWBACK TO POPULARITY 


Dr. Malcolm Goodridge, re-elected president of the ` 
New York Academy of Medicine for a two-year term, 
delivered his inaugural address on Jan. 2. The academy | 
had received recognition from the foundations as being 
something more than a local institution. Curiously 
enough this very support, Dr. Goodridge indicated, has 
got the academy into difficulties. Responsibilities have 
been undertaken and a demand for service has been 
created and stimulated and has grown with its satisfac- 
tion, so that now funds are insufficient properly to 
support the extensive library and to carry on other 
educational ‘functions. The committee on medical 
information, for example, has received during 1940 a 
thousand inquiries from the press and two thousand from 
lay and commercial organisations and from individuals. 
The committee conducts a radio programme and has 
carried out research on radio broadcasting of medical 
information. It is also responsible for the popular 
‘“ Lectures to the Laity ” given each year. To meet. 
growing demands for service Dr. Goodridge proposes a 
five-year fund raising programme to increase the 
endowment of the academy by $1,250,000. Not uncon- 
nected with this movement is the establishment of a lay 
council or advisory committee consisting of business. 
men whose names are known throughout the country. 


IRELAND 


VITAL STATISTICS OF 1939 


THE report of the Registrar-General of the area under 
the jurisdiction of the government of Eire for 1939 gives 
the. estimated population at the middle of the year as. 
2,934,000, of which 1,503,000 were males and 1,431,000 
females. The total has fallen by 34,000 since the last 
census in 1936, but the excess of males over females 
remains unchanged. . The marriages registered in 1939 
numbered 15,204, being greater by 311 than in the 
previous year, and 1164 overthe average number for 
the decennial period up to 1938. The marriage-rate 
for the year was 5-18 per 1000 of the population, whereas’ 
the. rate for Northern Ireland was 7-09, for England and 
Wales 10-61, and for Scotland 9:24. The birth-rate, 
19-11 per 1000 of the population, was lower than that 
of the previous’ year, which was 19-38, and the rates 
for 1939 in Northern Ireland, England and Wales and 
Scotland -were respectively 19- 49, 14-94, and 17:36. The 
legitimate births were equivalent to 3- ‘18% of the 
total births, the percentages in Northern Ireland, England 
and Wales, ‘and Scotland being 4-70, 4:19, and 5-97. 

The death-rate rose from 13-63 per 1000 population 
in 1938 to 14-22 in 1939, but the latter figure is identical 
with that for the decennial period ended 1938. Of the- 
deaths recorded, 20-5% were stated to be due to heart 
disease, 9% to cancer, Y ‘9% to tuberculosis, 5:9% to 
cerebral hemorrhage, 4:7% to pneumonia, and 1:6% 
to bronchitis.: The tuberculosis death-rate p r 1000 
population for 1939 was 1:13, compared with 1:09 for- 
19388—the lowest on record—and 1:23 for the period 
1929-38. While the tuberculosis death-rate shows a 
gradual if interrupted fall for many years past, that for: 
cancer shows an equally gradual] and less interrupted 
rise. As regards tuberculosis the death-rate is always 
much higher than that in Great Britain and alittle higher: 
than that in Northern Ireland, while for cancer the 
reverse is the case. The cancer rate in Eire is the 
lowest in the British Isles, though the rate in Northern 
Ireland is only slightly higher. It is probable that the 
rates calculated for Great Britain are more accurate 
than those for either part of Ireland, for Ireland has 
a higher proportion of deaths the cause of which is 
uncertified. At the meeting of the Royal Academy of 
Medicine in Ireland on Jan. 24 several speakers mentioned. 
the rarity of carcinoma of the cervix in Ireland. Dr. 
J. S. Quin said that only 10-15 cases a year were seen at. 
the Rotunda Hospital, and Dr. Bethel Solomons put. 
the low incidence down to the absence of meddlesome 
midwifery. But in an exceptionally modest people 
carcinoma of the cervix must be particularly likely to 
be overlooked. If one were to judge the incidence of: 
diabetes from the recorded deaths from that disease it- 
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would be‘much lower in Eire than ih. any other part of 
the British Isles, the rates being, for Eire 8-8 per 100,000 
of the population, for Northern Ireland 12-9, for England 
and Wales 18-4, and for Scotland 16-4. Here again some 
of the differences is probably due to variation in the 
accuracy of diagnosis. 


The rate of infant mortality was 66 per 1000 births, . 


compared with 67 in 1938 and an average of 69 for the 
years 1929-38. The rates in Northern Ireland, England 
and Wales, and Scotland were 70, 50, and 69. A com- 
parison of the curves of infant mortality for thése several 
countries in the last fifteen years shows a remarkable 
contrast. The rate in Eire is approximately the same 
in 1939 as in 1925; in Northern Ireland it has fallen 
from over 86 to 70; in Scotland it has fallen from over 
90 to 69; in England and Wales it has fallen from 75 to 50. 

In 1939 there were 910 deaths due to yiolent or 
external causes, 50 less than the average for the previous 
ten years. Of these, 80 were due to suicide, 15 to 
homicide (including infanticide), 8 to war wounds, and 
1 to execution ; 774 were accidental, and the cause of 
death in 32 was unstated. Of the cases of suicide 15 
were by poisoning, 20 by hanging or other method of 
strangulation, 17 by drowning, 15 by cutting or piercing 
instruments, 5 by the use of firearms. 


From a rather belated report for 1938-39 of the 
Department of Local Government and Public Health 
of Hire we learn that in 1938 for the first year in history 
no case of typhus was notified. Typhus had been 
endemic in the remote West of Ireland from time 
immemorial, but it had ceased to be epidemic some 
years ago though small outbreaks and sporadic cases 
occurred with diminishing frequency until 1938. Notifi- 
cations of typhoid shrank from 413 in 1937 to 254 in 
1938, but those of diphtheria increased from 2511 to 
2983. Tuberculosis mortality fell to 1:09 per 1000 
population, the lowest rate recorded and less than half 
what it was in 1908. The highest mortalities were: 
Dublin 1-47, Cork 1:41; Waterford 1-32. High rates 
‘were also recorded in the counties of Wexford, West- 
meath and Louth; the lowest in co. Longford. Infant 
mortality was highest in Waterford (99) and lowest in 
Leitrim (39). ls 


SCOTLAND 


ACTION OF DRUGS ON THE UTERUS 

In his Honyman Gillespie lecture in Edinburgh on 
Feb. 20 Prof. J. A. Gunn said that of all the organs in 
the human body the uterus normally undergoes the 
greatest anatomical and physiological changes, and it has 
lately come to be recognised that the action of drugs on 
the uterus varies according to the state of its activity. 
Research into the actions of drugs depends on the 
evolution of a method for measuring the results. At 
first, after the old conception that the uterus was a 
passive organ taking no part in parturition had been 
abandoned, activity of the organ could only be assessed 
by inspection and palpation. A further aid was the fact 
that the onset and cessation of pain corresponded more 
or less to contraction and relaxation. It was not until 
1872 that, by the method of external hysterography, the 
first permanent record of uterine contractions was 
published. The method had many drawbacks, for the 
instruments used were unwieldy and expensive and 
voluntary movement of the patient might obscure the 
results. Internal hysterography, while overcoming 
‘these disadvantages, has its own failings. The introduc- 
tion of a foreign body into the uterus is dangerous, and 
also sets up contractions on its own account. A third 
method which is available is the observation of the 
effect of drugs on a strip of uterine muscle suspended in a 
physiological medium. 

Two groups of drugs are of particular interest in rela- 
tion to the uterus, those which cause contraction, and 
the anesthetics. Of the former group ergot is the most 
important. Its main use is in the puerperium. The 
extract of ergot is water soluble, and when the first two 
active principles, ergotonine and ergotamine, were 
isolated they were found to be relatively insoluble in 
water and their physiological activity to be minimal, but 
it was proved by internal hysterography that- liquid 
extract of ergot was active. These apparently incon- 
sistent results led to further research and the isolation of 
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a true water-soluble principle, the highly active ergo- 
metrine. With regard to the posterior pituitary extracts 
some important facts have been demonstrated. Its 
action on the whole simulates that of ergot. Pitocin 
is active on the pregnant uterus, its activity increasing 
as pregnancy advances, while pitressin acts only on the 
non-pregnant uterus. The active contractions of the 
uterus are only seriously affected when full surgical 
anesthesia is reached; at a level at which esia is 
produced they are hardly altered. - The contractions are 
not affected by nitrous oxide even at full anssthesia, 
but the tone is much increased and this is not a satis- 
factory anzsthetic to use if surgical interference is 
contemplated. Hypnotics as a rule produce an analgesic 
effect without altering the contractions. Chloral hydrate 
and sodium amytal, besides being analgesics, appear to 
soften the lower segment. If this is the case they are a 
definite aid to the uterus in expelling the fœtus. 


THE CARE OF CRIPPLES 


In a recent address Prof. J. M. Mackintosh, chief 
medical officer to the Department of Health for Scotland, . 
discussed the future development. of orthopsedics in 
relation to children in Scotland. He said that evacuation 
taught many lessons and provided many great opportuni- 
ties. Nothing could have shown more clearly the 
enormous value of nursery schools. If we had had more 
nursery schools when evacuation started we should have 
had a mighty lot less trouble. Evacuation also showed 
the value of getting children into the country for more 
than an occasional fortnight. He looked forward to a 
time when the country school will be part of the normal 
education of all children, not merely the delicate children. 
The department: has built a considerable number of 
hospitals and has adapted a great many others. When 
the war comes to an end some of these will have to be 
used for pensioners and some to make up the shortage of . 
beds which has been notorious in the general hospitals for 
some years. He suggested that some part of them 
should be used on a regional basis for the care of cripples. 
In England there are over 40 voluntary orthopedic 
hospitals with surrounding clinics. In Scotland there is 
only one, the Princess Margaret Rose Hospital, and it 
has developed an orthopsedic system on the English 
model. A few municipal hospitals are doing orthopeedic 
work, but in general there has been little development in 
the care of cripples.. They could not bring all the cases 
into the Princess Margaret Rose. Each region should 
look after its own cripples, so that each would have its 
own country hospital and surrounding clinics. At least 
four first-class hospitals are needed. The great voluntary 
hospitals are necessary because they treat acute cases, 
accidents, fractures and infective cases, but chronic 
cases may take up a bed for two years or more and their 
treatment is best carried out in the country. The 
hospital alone is not enough. There is the early detec- 
tion of the cripple, mainly through voluntary workers in 
town and village, attendance at the clinic, diagnosis by 
a surgeon. That kind of care is much more important 
than the hospital itself. The object of the orthopeedic 
service should be to prevent the necessity for patients 


to go into hospital. Professor Mackintosh recalled that 


Dame Agnes Hunt started the first orthopsedic hospital 
in the world in 1900 in Shropshire. At first it cost 
£10,000 to £12,000 to run. Today it costs less than 
£5000 because it is more economical to catch the cripples 
early, treat them and make them useful citizens, than 
to make them dependent on public assistance. 


MEDICINE AND THE LAW 


The ‘‘Haldon’”’ Baby -' 


HAD newspapers nowadays been of peace-time pro- 
portions, more attention might have been attracted to the 
curious details of the so-called Haldon peerage case tried 
at Chester assizes last November.. Connected charges 
against a medical practitioner were recently disposed of, 
so that reference to the story can now be made without 
objection. | 

The prosecution alleged last November that Lizzie 
Ireland, alias Marcia Lady Haldon, claimed to have 
been married at Edinburgh in 1938 to the late Lord 
Haldon who died not long ago in circumstances of 
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destitution. A “ certificate of marriage ” was said to 
have been written on paper bearing the imprint of the 
House of Lords. There was evidence that Lord Haldon 
not been in Scotland at the time. On Feb. 19, 
1939, a Mrs. B. gave birth to a boy. Mrs. Ireland 
visited the mother several times, proposed to adopt the 
baby and eventually took it away.: Mrs. Ireland’s 
cottage happened subsequently to be visited by the 
village constable. He was invited in and saw ‘ Lady 
Haldon ” in bed; in the middle of the room was a cot 
containing an infant some days old. ‘‘ There,” said Mrs. 
Ireland to the constable, ‘‘ is the future Lord Haldon.”’ 
According to the prosecution, Mrs. Ireland was over 60 
years of age at the time. Isabella Blackett, described as 
* nurse-secretary ’’ to Mrs. Ireland and indicted jointly 
with her, went off to a registry office and registered the 
birth of a son to Lady Haldon. The vicar of the parish 
called at the cottage dnd baptised the boy Lawrence 
Edward Broomfield Haldon. | 

Mrs. Ireland and Isabella Blackett were found guilty 
last November of conspiring to make a false statement 
re ing a birth and of forgery. The former was 
sentenced to three years’ penal servitude, two years on 
these charges and one year on charges of bigamy to 
which she pleaded guilty. Isabella Blackett, to whom an 
exemplary character as a school teacher was attributed, 
was sentenced to 12 months’ imprisonment. 

This kind of imposture, of course, is difficult unless 
aided by a false medical certificate. The medical 
practitioner already mentioned was before the court a 
few. weeks ago. The prosecution alleged that he had 
written a letter to the registrar of births stating that Lady 
Haldon had, in March, 1939, given birth to a male child, 
who was still living. He pleaded guilty to charges of 
giving false information and making a false statement 
that a birth had taken place. The Crown accepted his 
plea of not-guilty to three charges connected with the 
conspiracy which the two women had already been 
sentenced. Mr. Justice Croom Johnson, after hearing 
evidence of the good service of the accused in the 
R.A.M.C., bound him over for two years. But for the 
testimony to his military service, said the judge, a 
sentence of imprisonment would have been inflicted. 


SAVING ON DRUGS 


PRESCRIBING is largely a habit, and it takes both time 
and trouble to overhaul the prescriptions with whose 
effects we are familiar and replace scarce drugs by plenti- 
ful ones. Nevertheless, this task must now be faced if 
we are to conserve supplies for cases where they are really 
. needed and prevent waste of foreign currency ‘and 
shipping space. The Medical Research Council is 
shortly to issue a War Memorandum which is likely to 
contain recommendations of the Therapeutic Require- 
ments Committee similar to those we have already pub- 
lished in these. pages.1 To assist prescribers we have 
prepared a list of drugs, official and proprietary, which 
are readily available. 

Acetarsol, acetylsalicylic acid, acriflavine, lanolin, adrena- 
line, alum, ammonium carbonate and chloride, amphetamine, 
amyl nitrite, amylocaine hydrochloride, aneurine hydro- 
chloride, aniline dyes (these include brilliant green, crystal 
violet, fuchsine, malachite green, and scarlet red), antimony 
compounds, ascorbic acid, barium sulphate, benzedrine, beta 
naphthol, precipitated bismuth, broom, bromethol, cacao but- 
ter, calamine, calciferol, calcium salts, cardamoms, chlorinated 
lime and solution of sulphurated lime, carbachol, carbamide 
(urea), charcoal, activated charcoal, chiniofon, chloral hydrate, 
chloramine, chlorbutol, chlorinated xylenol (parachloro- 
metaxylenol), chlorocresol (parachlorometacresol), chloroform, 
- cinchophen, solution of coal tar, colocynth, colophony, cresol, 
chalk, copper sulphate, derris, digoxin, dilantin soluble, dio- 


done, ephedrine, ether, ethyl chloride, hydrogen peroxide, iron — 
carbonate, ferric chloride, ferrous sulphate, iron, reduced iron, , 


solution of perchloride of iron, fluorescein soluble, solution of 
formaldehyde, gold compounds, guaiacol, heparin, hexobarbi- 
„tone, hexobarbitone soluble, hexamine, hexylresorcfnol, 
hydrochloric and hydrocyanic acid, hydnocarpus oil, indigo 


carmine, insulin, insulin proteinate with zinc, iodised oil, . 


iodoxyl, kaolin, lanolin, lead salts, leptazol, lysol, magnesium 
carbonate, oxide and trisilicate, mandelic acid, mepacrine 


1. Lancet, 1940, 2, 340, 432, 472, and 729. 
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. hydrochloride and methanesulphonate, mersalyl, methyl 


salicylate, methylthionine chloride, mustard, neoarsphenam- 
ine, nicotinamide, nicotinic acid, nitrous oxide, nux vomica, 
oxygen, pamaquin, pancreatin, paraldehyde, phenol, phenol- 
phthalein, phenothiazine, pirevan, pituitary extract, prepared 
coal tar, procaine hydrochidride, proflavine, quassia, quinidine 
sulphate, resorcinol, soluble saccharin, salicylic acid, senna, 
sera and vaccines, silver nitrate, soda lime, sodium amino- 
arsenate, bromide, «carbonate, chloride, nitrite, salicylate, 
sulphate and thiosulphate, stannic oxide, stibophen, stilb- 
cstrol, strychnine, sulphanilamide, sulphapyridine, sulph- 
arsphenamine, sulphur, suramin, thymol, thyroid, thyroxine- 
sodium, totaquine, trinitrophenol, tryparsamide, vitaminised 
oil, zinc carbonate, oxide and sulphate. 


For the present, at any rate, there is no scarcity of the 
following: 

Acacia, aloes, apomorphine hydrochloride, balsam of Peru, 
barbitone, camphor, cinnamon, cocaine, diamorphine, ergot, 
ethyl morphine hydrochloride, oils of aniseed, clove, cinnamon, 
eucalyptus and turpentine, phenazone, phenobarbitone, 
quinine, rhubarb, tannic acid and silver proteinate. eg 


A defence regulation has been made empowering the 


. Minister of Health and his opposite numbers in Scotland 


and Northern Ireland to make orders which will empower 
a chemist to replace a scarce drug in a prescription by a 
more plentiful alternative named in the order unless the 
doctor writes the letters N.A. (no alternative) against the 
scarce drug. An order has already been made under 
these powers authorising the replacement of potassium 
bicarbonate, iodide and citrate by.equal quantities of the 
corresponding sodium salts. 

Last week we mentioned (p. 288) that amendments 
had been made to the B.P. authorising the replacement 
of Urginea scilla, which came from Sicily, by Urginea 
indica in official preparations, and facilities are being 
given for the importation of Indian squill. The Ministry 
of Health, however, urges the strictest economy in the 
galenicals containing squill—acetum scille, extractum 
scille liquidum, oxymel scillee, syrupus scillæ and tinc- 
tura scille. The commonly: pgescribed mixtures con- 
taining these are :— l 


Mist. digitalis ¢ scilla N.F. Mist. scillæ co. N.F. 
‘Mist. diuret. N.F. Mist. senege amman. N.F. 
Mist. expect. alk. N.F. Mist. tuss. rub. N.F. 

Mist. expect. nig. N.F. , Linct. morph. rub. N.F. 
Mist. ipecac. č scilla N.F. Linct. scillæ co. B.P.C. 
Mist. oxymellis N.F. Linct. simplex N.F. 


The committee now preparing a war-time formulary 
will be giving us revised formulæ for these old friends, 
but meanwhile it will be up to the doctor to consider 
when he orders one whether the patient would Suffer 
if the squill were omitted or replaced. a 

Any preparations contaifiing alcohol should be pre- 
scribed sparingly. The approximate comparative 
strengths of tinctures and liquid extracts are as 
follows : 


Ext. belladonne liq. M 1 equals tinct. bellad. M 25. 
Ext. ipecac. liq. M 1 equals tinct. ipecac. M 20. - 

Ext. hyoscyami liq. M 1 equals tinct. hyoscyami M 10. 
Ext. nucis vom. liq. M l equals tinct. nucis vom. M 12. 
Ext. scille lig. M 1 equals tinct. scille M 10. 

Ext. senegez liq. M 1 equals tinct. senege M 5. 


The use of powdered digitalis and prepared ergot 
instead of the tincture and liquid extract respectively can 
be recommended on both therapeutic and economic 
grounds, for both powders represent the most stable 
compounds of the two drugs. Digitalis pulv. gr. 1 is 
equivalent to tinct. digitalis M 10 and ergota prep. 
gr. l is equivalent to ext. ergote liq. M 2.. 


A DIRECTORY OF CHARITIES.—The Charity Organisa- 
tion Society has once more published its annual 
Charities Register and Digest (Longmans Green and 
Co. 8s. 6d.). It is an orderly survey showing where 
those who need help may best apply for it, and anyone 
who wants to know. what provision exists for any 
particular case cannot do better than run a ‘“‘ conspectory 
eye ” over the appropriate section in this book. Paper- 
rationing has not slimmed it, indeed two new sections 
have been added—one dealing with special war 
organisations and one with refugees. 
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l War Damage Bill 
` THE House of Commons is proud—and justly proud— 


of its share in making the War Damage Bill a far better 


and more equitable measure than it.was when originally 
introduced. Under the stress of war-time conditions it 
has been impossible to give the bill the full examination 
which its importance deserves, but it has gone to the 
House of Lords in a form which, while still far short of 
perfection, gives solid ground for hope that substantial 
justice will be done by way of compensation to those 
whose property and household chattels have been 
destroyed or damaged by enemy action. So impressed 
were the Government by the searching criticisms which 
were levelled at certain parts of the original bill during 
the committee stage that the Chancellor of the Exche- 
quer took the unusual course of recommitting the 
measure in order that about 150 amendments, many of 
which were vital and far-reaching, might be incorporated. 
For ‘example, as amended the bill now provides that 
évery householder will receive free compensation for 
personal possessions up to £200. He will also get an 


additional £100 for loss of his wife’s belongings and an | 


additional £25 for those of every child under sixteen. 
‘Those who do not come into this category—people who 
live in hotels, for instance—will receive free compensa- 
tion up to £50. In addition to this free cover, facilities 
will be given, on the lines of the persona] injuries scheme, 
to those who desire to effect voluntarily further insurance 
up to a reasonable figure. Up to £2000 the rate will be 
1%; from £2000 to £3000 14%; and from £3000 to 
£10,000 (the limit) 2%. The Chancellor of the Exchequer 


made it clear, however, that the amount of cover would . 


be limited in respect of such things as jewellery, antiques 
and specially valuable articles. As an example of how 
his scheme would work, Sir Kingsley Wood said that a 
husband, wife and two children would receive free 
protection for furniture and clothing up to £350, and a 
married man would be able to insure his chattles up to a 
sum of £600 at 10s. per Cent., or £3; or up to £900 at 
13s. 4d.. per cent., or £6. There was general agreement 
with the Chancellor of the Exchequer when he claimed 
that his proposals will’ be of tremendous importance to a 
large number of citizens who are in a category which is 
so often neglected by the state. The free grants will 
cover the majority of the householders of the country, and 
of the rest all but a very small proportion will be able to 
claim full cover for the modest premium of £1 per cent. 
Among other important changes in the bill as it now 
stands is the raising from £500 to £800 of the maximum 
amouht of the advances given in cases of necessity to 
people requiring to have homes and places of business 
replaced. A person in néed both of a new home for his 
family and new premises for his business can secure 
advances up to the maximum under each of these heads. 
On the third reading stage Sir Kingsley Wood gave an 
assurance that it would be the duty of the War Damage 


Commission, when it was appointed, to consult with the: 


Ministry of Health in regard to the voluntary hospitals. 
The minister had undertaken to ¢onsult with the various 
organisations representing the voluntary hospitals, and 
‘no doubt with the hospitals themselves. 


Road Accidents 


‘In the House of Lords the Bishop of WINCHESTER 
drew attention to the casualties on the roads and recalled 
that last year 8597 people were killed, 972 of whom were 
children under fifteen. 
year the figures were even worse—4380 killed, including 
496 children. These figures, he said, revealed a horrible 
and shameful state of affairs. When figures were given 
for non-fatal accidents they showed that for every person 
killed on the roads 30 were injured, 8 of them seriously. 
If those proportions still held good it meant that they 
ought to add to the 8600 killed 250,000 injured, of whom 
70,000 were seriously injured. He asked whether it was 
true that a large proportion of accidents are caused by 
military vehicles. He hoped that even under the stress 
of war it might.be possible to prevent, or at any rate 
reduce, the grave waste of life on the roads.—Lord SNELL, 
replying for the Government, said that the Secretary of 
State for War had acknowledged that, taking November 
and December, 1940, as a time for observation, 300 
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' +, accidents a day due to military vehicles was an unsatis- 


factory record, but on this fact alone it was not safe to 
say that Service drivers were particularly accident-prone, 
because we did not know the relative amounts of road- 
usage of civilian and military drivers. A road census 
taken in London had been inconclusive. Very special 
instructions had ‘been issued by the War Office about care 
on the roads. Special measures to reduce blackout risks 
had met with a certain amount of success. Better light- 
ing, consistent with air-raid precautions, would be 
considered before the next winter period. The real 
safeguard, however, lay with the public using the roads. 
One contribution which we might all make—those who 
drove and those who got out of the way—would be to 
regain the sense of the sacredness of human life, even of 


our own. l 
QUESTION TIME . 
Distribution of Medical Man-power 


Sir Francis FREMANTLE asked the Minister of Health if 
he would publish the conclusions of the. committee recently 
appointed to advise as to the distribution of medical man- 
power between the several civil and fighting services and 
general medical practice.—Mr. E. BROWN replied: I shall 
shortly be in a position to publish these conclusions, © Í 


Children Unfit for Shelter Life 


Miss T. CAZALET asked the Minister if he could state the 
total number . of children who, after medical examination 
under the new order, had been compulsorily evacuated.— 
Mr.. Brown replied: The number of children whom it has 
so far been necessary to evacuate compulsorily is six. It was, 
of course, expected that where the evgcuation of a child was 
shown to be desirable on medical grounds the parents would 
normally agree and recourse to a compulsory order would be 
unnecessary. The total number of children so far evacuated 
in this way is not yet available but is unlikely ta be large since, 
happily, the health of children in London remains good. I may 
say, however, that out of 395 children inspected in shelters in 
Kensington, the examining doctor was prepared to certify 14 
for compulsory evacuation; all 14 are being sent away 
voluntarily. i ; 

Exemptions from Billeting 


Dr. E. SUMMERSKILL asked the Minister whether he would 
make arrangements for individuals in reception areas who 
pleaded ill health as a reason for not receiving evacuees to 
have a medical examination by an independent doctor without 
local association.—Mr. Brown replied: I think we must 
continue to rely on the scrupulousness of the medical pro- 
fession in providing medical certificates and on the good sense 
of chief billeting officers and billeting tribunals in attaching 
due weight to pleas of ill health. The Defence (Billeting 
Tribunals) Rules, 1939, enable the tribunals to hear such 
evidence and make such investigations as they may think fit. 


War-time Eating Centres 


Mr. Ness Epwarps asked the Minister if he would state the 
relation between communal centres for feeding evacuees and 
the communal feeding-centres proposed by the Ministry of 
Food.; and, in particular, whether centres established under 
the Ministry of Health could be opened to categories of persons 
proposed to be provided for by the Ministry of Food.—Mr. 
Brown replied: It has been arranged that responsibility for 
feeding centres for evacuated persons shall be transferred to 
the Ministry of Food as from March 1, 1941. Following this 
transfer the centres will be open to all members of the public. 

Mr. R. W. SORENSEN asked whether the Minister was aware 
that most of the foodstuffs sold in shelter canteens were pre- 
dominantly of a starchy nature and deficient in other necessary 
dietetic qualities ; and whether he would take steps to remedy 
this and cause to be made available in the shelters other food- 
stuffs necessary to a balanced diet and good health.—Mayjor 
LLOYD GEORGE who replied said: The standard of catering 
in shelters is less satisfactory than I should like it to 
be partly owing to reductions in the supplies of meat, cheese 
and fruit available for shelter caterers, and partly to fluctuat- 
‘ing numbers in the shelters making it necessary for caterers to 
restrict the amount of perishable foodstuffs for sale in order 
to atoid waste. It must, however, be remembered that regular 
shelterers bring from home the more nutritious part of their 
meal. There will shortly be issued to all shelter caterers a 
pamphlet with recipes for nutritious snacks made from readily 
procurable commodities. Supplies of the concentrated soup 
specially prepared for emergency use will also be made avail- 


able in the near future. l , 
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Milk in Northumberland 


Mr. Davip Apams asked the Minister whether he was aware 
that the medical officer of health for Northumberland stated 
that the position regarding milk generally throughout the 
county was unsatisfactory ; that of 112 registered cow-keepers 
in the Castle Ward rural district, a few only had cowsheds 
which complied with the Ministry’s standard, and that this 
was representative of the county generally ; and what steps 
he proposed to protect the public against the risks of milk 
produced under such conditions.—Miss F. HORSBRUGH 
replied : The enforcement of the provisions of the Milk and 
Dairies Order relating to methods of production is in the hands 
of the appropriate local authorities. The Minister will cause 
inquiries to`be made into the case to see if there is any action 
which he can usefully take. 


In England Now 


A Running Commentary by Peripatetic Correspondents 


IN this war medical specialists seem to be a drug on 
the market, and with many of my colleagues I once 
feared that I should never take any active part in 
hostilities. Merely standing by as physician to an 
emergency team to deal with air-raid casualties in the 
city does not give much satisfaction, for air-raids are 
rare in this part of the country. But I have found 
salvation in the Home Guard. Not the least attractive 
feature of membership as a private soldier is the almost 
complete absence of responsibility. When I don my 
uniform professional cares slip off my shoulders, and the 

rospect of leaving the initiative to others for a few 

ours is extremely agreeable. Clad in battle-dress, 
nobody will ask me to undertake the management of an 
intractable case of colitis, or explain to anxious relatives 
the significance of agranulocytosis, or give a lecture to 

ostgraduates on ‘‘ something of current interest.” No, 
Ẹ take delight in the fact that I am just one of the men 
in Section 5 of the village Company. On route marches 
it is sometimes difficult to find topics of conversation. 
Last week I had a butler on one side of me and a swarthy 
farm labourer on the other. Commonplaces were soon 
exhausted, and I settled down to enjoy the grandeur 
of a highland landscape on a clear winter’s day, and to 
relish to the full what Dr. Brodsky used to call ‘‘ the 
_ eloquence of silence.” But the silence is not complete— 
there is the steady tramp of soldiers marching, and the 
fascinating sound is as soothing as a nocturne. 
‘‘ Strangely to the brain asleep, music comes. . ..” In 


such a state of mind one would be mere clay in the hands" 


of a psychiatrist ; every lurking fear and every buried 
inhibition float to the surface, well within reach of the 
practised psycho-analyst. Happily my marching com- 
panions were not competent to take advantage of this 
trance-like state. 

Field exercises are the most exciting part of our 
training. A few weeks ago we played the part of 
parachutists attacking a neighbouring village. This 
was a return visit for an ‘“ attack’’ which we had 
sustained a fortnight earlier. I was one of a mixed 
group drawn from several sections of the company. 
Having “landed ’’ (we were deposited in the environs 
of the village by motor-bus), we approached our objective 
by one of the main roads. Crouching behind the hedge 
in the driving rain, we got within firing distance of the 
“ enemy ” whom we could see manning a road-block. 
Our leader, however, was anxious to get more infor- 

‘mation about the defenders’ dispositions, and looking 
round at his rain-sodden squad he called to me in a 
hoarse whisper, ‘‘ Hi, you! cross over to the other side 
and try to find out how many of them there are. And 
mind them bloody snipers!’’ As I got ready to depart 
I realised that had this been the real thing I should 
have been taking my last journey; the ‘‘ enemy ” had 
the whole road in his field of fire, and on the opposite 
side was a tall brick wall without a vestige of cover. 
“ Yours not to reason why,” I thought to myself as I 
crawled on to the macadam ; and a second or two later, 
looking cautiously up the road, I saw that one of the 
defenders had already accounted for me. He was near 
enough for me to make out his devilish grin as he levelled 
his automatic rifle at my head, and then he waved a red 
flag which meant that I must consider myself dead. 
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I made my way to the village hall about half a mile 
distant, and on being challenged by the sentry I had to 
introduce myself as a corpse seeking shelter. All my 
companions were subsequently bagged by the same 
sniper, and joined me looking none the worse for their 
execution but if possible even wetter than I was. When 
the attackers and defenders assembled about. half an 
hour later I took the opportunity to congratulate the 
sniper on his excellent shooting and on the effective 
cover which he had secured. At the same time I 
explained to him that his was a hollow victory; for it 


` was the job of our section to draw the enemy’s fire while 


our other two sections tried to outflank the road defences 
on our right and on our left. My fellow corpses and I 
found consolation in the news that four of our men did 
actually get through. These heroes had been able to take 
over the telephone exchange and the railway station, and 
had then proceeded to ‘‘ blow up ” the gasworks and make 
themselves a nuisance generally before presenting them- 
selves at their hosts’ headquarters in high glee. 

These exercises are carried out with great enthusiasm ; 
and although they are primarily intended as training in 
defence the majority of the men would admit that they 
rather fancy their chances as members of an attacking ` 
force. Some day—perhaps not far distant—they may 
get their opportunity in the land where everything 
worth while is verboten. In that day I hope they will - 
remember something of the lessons in first-aid which I 
have given them. i . 

I was reading the other day the chapter on pneumo- 
thorax in Hilton Fagge’s ‘‘ Principles and Practice of 
Medicine ” (1886), and was charmed to notice his refer- 
ence to a Dr. Hughes, who in 1844 pointed out that at 
times the supervention of a pneumothorax may give rise 
to no symptoms whatever. Dr. Hughes, he says, was 
‘‘ one of the best auscultators of that day.” The reputa- 
tion of being a fine auscultator is intriguing. Laennec’s 
“ Traité de lauscultation médiate ’’ appeared in 1819, - 
and Josef Skoda’s ‘‘ Abhandlung über Perkussion und 
Auskultation ’’ came from Vienna in 1839. Had Hughes 
been to Paris and attended Laennec’s clinics at the 
Hôpital Necker, or had he only read the book with all its 
remarkable exploration into the physical signs of chest 
diseases ?. For physicians the eighteen-thirties and 
thereabouts must have been eager and exciting days ; 
and one can also hear their pupils buzzing like bees 
around the pulmonary cases, arguing passionately over 
what they thought they were actually hearing, arguing as 
dogmatically about the significance of the physical signs 
which they had elicited. Skoda himself seems to have 
been so excited by the new methods that correct diagnosis 


- became almost a proud obsession, to the exclusion of 


all other loyalties. Like the reader of detective stories 
pitting his wits against the wily author, he was content 
to see his bedside findings and the deductions which he 
made from them confirmed at post-mortem ; indeed, I 
suspect that he must have felt. cheated sometimes when 
the recovery of a patient left a particularly tricky problem 
unsolved. ° 

I cannot believe that my own students regard me with 
the reverent astonishment with ‘which I worshipped— 
for a time, at least—my own chief, who was one of the 
old school. I used to think him a wizard, endowed with 
quasi-magical powers ; able to reveal with negligent ease 
significant differences in Kroénig’s bands, to percuss out 
to a millimetre Grocco’s triangle, to detect Wintrich’s 
change of tone, to spot a bruit de drapeau—matters 
totally beyond our achievement, try.as we would. 
“ Bliss was it in that dawn !’’. Quite often the 
post-mortem proved him wrong, though it did not seem 
so often at the time; and in those days there were none 
af the clear modern X-ray films to throw doubt on the 
magistral clinical diagnosis long before the patient 
arrived at the post-mortem table. Nowadays physical 
signs are rather blown upon; some of our young men 
have, I fear, fallen into the immorality of continuing to 
teach signs which ought long ago to have been deposited 
into a museum of medical antiquities, while at heart and 
in their essential practice they largely rely for diagnosis . 
on a good X-ray film. St. Paul is not much read nowa- 
days, Isuppose; certainly many of them do not “ prove all 
things and hold fast to that which is good ” by using the 
X-ray film to educate them in the value of some and the 
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uselessness of other physical signs. Sooner or later we 


shall no doubt shake down to a properly balanced use of 
both diagnostic methods ; but at the moment we are in a 
phase where many physicians and some radiologists are 

(unconsciously perhaps) accepting an X-ray film as 
though it were a true likeness of the underlying tissues. 
It is as though a man should be.content to live in a world 
of photographs rather than of real persons—in this case, 
photographs of shadows. They tend to forget that path- 
ology is the foundation of medicine; they look at the 
shadows, and pin labels on them, without proving their 
actual pathological basis. 
glass darkly, far easier than to take off the chest wall by 
disciplined and trained imagination and see the under- 
lying organs as they really are, macroscopically and 
microscopically. The physicians of the pre-radiological 
era who were their own necroscopists were familiar with 
the vagaries of pneumonia, lobar and lobular, pneumo- 
coccal, streptococcal, influenzal, ‘‘ septic’; they knew 
their pathology tao well to invent, for exansple, a new 
andgmodern disease called ‘‘ pneumonitis.” Nor would 
they have been at all surprised to find that certain types 
of bronchopneumonia could produce shadows on an 
X-ray film very similar to those of miliary tuberculous 
deposits. In the past there have been many crusades 
with the slogan of the about-turn : ‘‘ back to the Bible,” 
“ back to the land ” and soon. ‘‘ Back to pathology ”’ 
would be good for physicians and radiologists alike. 

: x * x : 

--You may like to hear more fully my adventures in the 
beautiful grey saloon with a red stripe around it, driven 
by the charming American ambulance driver. Having 
provided myself with a good novel for the journey I 
made towards the back seat, but the chauffeuse opened 
the front door. ‘‘ Do I sit at the back?’ ‘‘ Where 
you like, Sir.” The invitation was too obvious to be 
disregarded. The chauffeuse turns out to be rather 
chatty and I get a most convincing picture of the 
generosity and forethought of our friends across the 
Atlantic. It appears that there are some 600 ambulances 
in the country, scattered in small units. Many are 
saloon cars—Packards, Buicks, Chryslers, Chevrolets 
and Fords; these are mostly used for the transfer of 
sitting patients from one hospital to another, and for the 
transport of medical and surgical personnel from place 
to place. The label ‘‘ Surgical Unit ’’ gives an added 
importance, and is sometimes of use in getting through 
traffic difficulties. . There are larger vehicles, fitted out 
to take four stretcher cases, and still larger trucks fitted 
out for a special purpose. The American dental sur- 
geons have presented such a truck, fitted out as an 
excellent dental workshop, even to a folding dental chair. 


It is now attached to one of the maxillo-facial -units, | 


and can be taken to any patient with a fractured jaw 
who is too ill to move. All apparatus for dealing with 
the fracture can be manufactured on the spot, including, 
if necessary, cast metal cap splints. 

The ambulances have all been presented by different 
people, or groups of people, in the United States, and 
carry small brass plates suitably inscribed. They work 
under the direction of the E.M.S., and in these days, 
when transfer of patients from one hospital to another 
is the rule of the day, they are not-often idle. The 
women drivers are volunteers, but are given a small 
billeting allowance ; those drafted to one station usually 
take a small house and do their own catering. They 
have sometimes to find new billets in the middle of the 
night, their own having become uninhabitable and 
stations having also been damaged, when new accommoda- 
tion has been found in record time. The drivers are on 
duty at all hours, with only one or two relief drivers at 
each station. They have had some amusing and amazing 
experiences, but throughout remain cheerful and fear- 
less. My driver was once stranded a hundred miles 
from home, late at night, when the last train had left. 
Rather than wait till next morning she begged a lift 
from a lorry driver, and was full of anecdotes of the long 
journey back, of the icy roads, and the hours spent 
coaxing the heavy lorry up slippery gradients.. She 
enjoyed the trip immensely, and was full of admiration 
for the lorry drivers with their unquenchable humour. 
She deserves an equal measure of admiration. 

Those of us who are in a position to ask for the ser- 
vices of these ambulances should make it our duty to 
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see that the messages are sent off sufficiently early in the 
day to make it possible for these 'girls to complete their 
journeys in daylight, and do all we can to reduce loss of 
time at the sending and receiving hospital. There is 
nothing more unpleasant than to have to drive home in 
the dark, with fast moving Army lorries coming the 
other way, into an area which is being raided, and it. 
should be possible to save these girls this additional 
burden. We stopped for a meal and I wondered what 
was the correct official procedure’ Should I give the 
driver ‘‘ something for lunch,” should I send her to the 
chauffeurs’ entrance, or should I invite her to lunch with 
me ? There may be something in King’s Regulations 
about ‘‘ drivers, female ” but in the absence of informa- 
tion on the subject we shared a good lunch, with meat 
and Stilton, before finishing the journey. This was the 
least I could do to express my gratitude. 
* 


* * : 
Every teacher of preclinical medical students has at 
times longed to excuse the mass of facts of physiology 
or anatomy or whatnot that it is his duty to place before 
them by dilating on the value of these facts in healing 
the sick. From long experience I have learned that it is 
possible to lay too much stress on this point. I do not 
mean that the student finds that the information he 
acquired in his preclinical years is redundant or useless,. 
though even this may at times appear to be true.. There 
is the student who returns to his anatomy teacher some- 
what disappointed that, whereas he had been told that 
a knowledge of the topographical anatomy of the 
muscles is essential to good surgery, he has received a 
friendly pat on the buttock from the distinguished 
surgeon with the greeting ‘“ Well, boy, you are straight 
from the dissecting-room so you know all about the 
gastrocnemius, what ?’’ I mean rather that. which so 
often happens to the best of all students, the man who 
started on his career with a mission—the man who 
wanted to be a doctor, to heal and to do good. It is. 
easy to dilate to this man on the power that is being put 
into his hands by a study of the preclinical subjects. 
It is easy to fill him with appreciation of the wonderful 
methods of modern medicine and surgery. It is easy 
to convince him of the mastery over disease that the 
innumerable discoveries of modern science place at his. 
disposal. This is the man, and in my own experience 
he is one of a long series of men, who returns to his 
former teachers depressed if not heart-broken. It is 
the best men who feel the shock most acutely. For a 
short while the whole atmosphere of the wards is a 
novelty. The fact that living human beings are the 
subjects of study spells reality. But for some there 
comes the dawn of a realisation that dramatic cures are 
not of daily occurrence in the wards ; that the conquest 
of disease—that talisman for which they have worked 
so hard—seems in reality to be no more than a limited 
possibility of patching up for a time those whom disease 
has already conquered. It is here that disillusionment. 
and disappointment come to the best students. To 
their preclinical teacher, when they tell of these things, 
there is apt to come a feeling almost of shame; that 
maybe he set their hopes too high. Would it not have 
been better if he had told them of the possibilities of 
the conquest of disease that modern science has placed 
at our disposal, but to have qualified this by saying that 
these possibilities were frustrated by the inherent defects 
of our social structure ? Such men should probably be 
warned that though they are potential healers their 
function is in fact no more than that of patchers, making 
temporary repairs of wreckages caused by and made 
recurrent by a social system that is beyond their control. - 
It is hardly the province of the teacher in our ‘medical 
schools to discuss social conditions, it is his function to 
impart the facts of anatomy and physiology and other 
essential subjects. All he can say in comfort to the dis- 
appointed student is ‘‘ Patch them up, make them fit 
for the battle again, even if only for a little while. 
Patch them up. They will come back, broken again. 
Patch them up till no more patching can be done. «Then 
learn what you can from the post-mortem.” For 
sooner or later that is what we must accept the high 
mission of our hospital staffs to be. Alternatively he 
might say ‘‘ If you do not like this patchwork business, 
which is inevitable under our present social system, why 
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MEDIGAL PLANNING 


SIR, —As some reorganisation of the medical service 
is inevitable would it not be best to begin with a survey 
of the medical needs of the community and of the means 
available to meet those needs? Each one of us knows 
his own branch of the work and the duties and remunera- 
tion attaching to it; who among us sees his own work, 
who sees his neighbour’s work, in due proportion 
relative to the present and future needs of the com- 
munity ? If we were all better informed we could 
meet the reports of reorganisation committees with less 
apprehension that present inadequacies would be 
perpetuated. 

One case in point: the B.M.A. Medical Planning 
“Commission has on it only one member (who is to be 
sure almost a committee in himself) to represent the 
whole of psychological medicine—with responsibility 
for the insane, defectives, psychiatric clinics, child- 
guidance and an ever-increasing liaison with education, 
industry, social hygiene and crime. Besides calling for 
a statement of present medical activities and educational 
facilities I think we should require that the report 
should indicate the rate of growth of the different branches 
of the medical service. We need to know not only 
what we are doing’ now but how rapidly we are changing 
and the direction of change under the influence of 
scientific discovery. š 

A survey of this kind, which need not take long to 
draw up, would probably reduce the time spent in discuss- 
ing the details of the reorganisation, because the disputing 
parties (and already there are signs that such exist) 
would have to face an informed public opinion. 


Sheffield. JOHN RICKMAN. 


BREECH PRESENTATION 


S1r,—I read with much interest of the constructive 
work which has been done by Mr. Gairdner of Exeter, 
and Dr. Margaret Hadley Jackson and Dr. L. N. Jackson, 
in reviewing 100 cases. In peace or in war it is of great 
importance that a first child should be born alive, more 
so in war when there may be but one child of a marriage. 
A primigravida with a breech presentation presents a 
different problem from a multigravida, and more latitude 
may reasonably be allowed to the latter, as the authors 
point out. In the primigravida I agree that external 
version should usually be attempted, if necessary under 
anzesthesia with full relaxation. If the legs are extended, 
the attempt may be unsuccessful particularly in a patient 
with a thick abdominal wall. Ifthe patient is young, has 
` strong abdominal muscles and has a good figure for child- 
bearing, she will probably, if allowed to continue with a 
breech, deliver herself naturally of a living child. I have 
learned to be especially careful with a woman with short 
thick thighs or small hands with stumpy fingers. She 
may have a small pelvis, more often a small vagina with 
a small orifice, and is likely to have difficulty with a 
breech. When the head has difficulty with the soft 
parts at the end of labour the advantages of an episiotomy 
should not be forgotten. The operation can be 
under local anzsthesia or nitrous oxide which leave the 
womb to exert its maximum power to effect delivery ; 
general anzsthesia with chloroform or ether diminishes 
the power of the womb and a stillbirth often results 
because of misapplied manual assistance. 

If a patient is an elderly primigravida, or if she has 
been married for some years and has had special difficulty 
in becoming pregnant, if she has previously had a dead 
baby or if she has had previous miscarriages, a cesarean 
operation probably offers the best chance of securing a 
living child. The vitality of a baby in the womb can 
never be assessed. Many a strong child will be born alive 
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not try to change the structure of society?” But such 
things are naturally not considered appropriate in the 
curriculum of a medical school. Nevertheless, if the 
practice of medicine is to keep pace with the advance of 
scientific knowledge we will have to admit that, among 
the - ‘‘ Things to Come,” this thing is of the first 
importance. 


MEDICAL PLANNING . 


done . 
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in circumstances under which a weaker one might perish. 
If cæsarean operation is undertaken it should be done 
before labour begins, otherwise a baby may die in the 
womb during the early stages of labour before it can be 
delivered. This accident, though rare, is one of the 
disadvantages of a trial labour apart from the harassing 
effect which such ‘a trial may have upon a sensitive 
woman. A lower segment operation has many advantages 
over a classical operation. It can be done with greater 


_ safety than a classical operation, particularly if the patient: 


is seen for the first time late in labour, and probably a 
natural labour can be allowed more ‘safely after it. 
Some mothers think that a csesarean operation precludes 
them from a subsequent natural] delivery or that it cannot 
be repeated. They shoulf be told that a natural labour 
may still be experienced and that other cesarean 
operations can be carried out if required. Moreover, 
the genital canal receives no damage by cesarean section. 
There is no danger of cystocele, stress incontinence, 
rectocele, torn perineum or fistula. The woman should 
return to her husband in health and fully able to carry on 
her maternal and domestic duties. In arriving at a 
decision, too much attention should not be given to the 
skeleton at the expense of flesh and blood. Even the 
best executed plastic operation cannot fully restore the 
pelvic floor and genitals in a woman who has received 
severe damage during a difficult breech delivery. 


, Plymouth. JAMES RYDDELL. 


TREATMENT OF HYPERTOXIC DIPHTHERIA 


Sm,—In Dr. McSweeney’s interesting paper of 
Feb. 15 (p. 209) the statement is made that the serum 
used in the first group of 16 cases was discovered to 
contain a large quantity of ‘‘ anti-B substance.” This 
statement may lead to the assumption that Dr. O’Meara’s 
substance B behaves as a normal antigen and can be 
titrated against a specific anti-B anbitoxin. The 
position is really more complicated. The antitoxin used 
with success by Dr. McSweeney differed from usual 
commercial antitoxin in three known respects ¢ 


1. This antitoxin was capable of combining more firmly 
with toxin—i.e., it was avid, as determined by the dilution 
ratio test of Glenny and Barr (1932). 

2. It contained an excess of the “‘non-flocculating anti- 
toxin ” of Barr and Glenny, (1931), as measured by the serum 
ratio. l j 

3. The serum ratio of the parent serum was increased by a 
special method of salting out, which was shown by Barr and 
Glenny (1931) to enhance the proportion of non-flocculating 
antitoxin. ' 


The statement that this antitoxin contained ‘a large 
quantity of anti-B substance is an indirect inference 
made by Dr. O’Meara and based on his theories as to 
the connexion between avidity and ‘substance B.” 
If I have understood Dr. O’Meara’s paper in the same 
issue he considers that excess of unneutralised substance 
B causes dissociation of the combination of substance A 
and its antitoxin, basing this deduction presumably on 
the experiments detailed in table 4 of his paper in the 
Journal of Pathology and Bacteriology (1940, 56, 317). 
This serum occurred spontaneously in the course of 
immunisation of'a horse with Park Williams 8 toxoid 
and toxin. Glenny has found such very high ratio 
sera to occur in about 1 in 1000 horses immunised, 
although small quantities of antitoxin with these 
characteristics can be obtained from a number of average 
sera by fractionation with ammonium sulphate. 

It is unfortunate that the unsuccessful serum used by 
Dr. McSweeney and described by him as “ control” ` 
serum was intermediate in these properties between the 
“ good ’? serum ‘and ordinary commercial antitoxin. . 
The following table gives the actual flgures determined 
by Glenny and Barr. 

. ' Dilution ratio S 
Avid antitoxin (good) a 1-19 : ý ertas T 
Control antitoxin (poor) 1-06 1-86 
Average commercial antitoxin 0-95 1-00 


__ The statement that the control antitoxin was little 
if at all different from ordinary commercial antitoxin 
was not made by anyone in these laboratories. It is 
clearly incorrect. So far attempts made in these labora- 
tories to produce sera of high dilution ratio by the injec- 
tion of extracts of diphtheria bacilli and other methods 


| 330 THE LANCET) 


, have failed, but the clinical results obtained by Dr. 
‘' McSweeney are sufficiently ‘suggestive to encourage 
further work. It is pertinent, however, to note that the 
serum referred to as control serum, and which appears 
to have given a worse therapeutic effect than ordinary 
commercial antitoxin, was a later bleeding from the 


same horse as that from which the avid serum came, and, 


though somewhat weaker in dilution ratio and serum 
ratio, was much better in both respects than ordinary 
commercial antitoxin. Even the evidence interpreted 
by Dr. O’Meara to mean that a serum contains anti-B 
substance is not perfect. 
In Dr. O’Meara’s paper in THE LANCET the statement 
is made that manufacturers introduced methods of 
concentration without adequate clinical trial. I think 
he is misjudging the sense of responsibility of manu- 
facturers of antitoxic sera. Before introducing the 
enzyme-treated seruni in 1938 these laboratories had 
received reports of clinical trials on 570 cases showing 
that unit for unit it was not distinguishable from sera 
already in use. He also infers that the Römer method 
was substituted for the Ehrlich method of titration in a 
casual and haphazard manner. At these laboratories 
parallel tests of at least 1000 sera were made before it was 
decided with the consent of the authorities administering 
the Therapeutic Substances Act to use the Römer 
method . routine. J. W. TREVAN, 


Director, Wellcome Physiological 
Research Laboratories. 


Beckenham, Kent. 

- §m,—Dr. Donovan’s suggestion of treating cases of 
hypertoxic diphtheria with. commercial antitoxin plus 
a transfusion from the pooled blood of local adult donors 
_ is a very interesting one and we hope to put it to the 
practical test in a few cases at an early date. 
likely that adult blood may contain quantities of 
“anti-B ” factor; this would explain why adults so 
rarely die of diphtheria even when they develop grade-4 
infections. Theoretically it should be better to give a 
transfusion of pooled blood, but the practical difficulties 
of providing five or six suitable donors simultaneously 
and at short notice are considérable. me 


' CHRIS. J. MCSWEENEY. 
Cork Street Fever Hospital, Dublin. x 


INFANCY OF THE.BLOOD-CELL 


SIR, —In a leading article on Feb. 22 you dealt with 
a recent publication of mine on the development of the 
blood. I feel certain that the megaloblasts which appear 
- in pernicious anzemia are not the primitive megaloblasts 
which are alone present in embryos up to 10 mm. but are 
those of the definitive series of blood-cells which appear 
at 10 mm. and persist after the complete disappearance 
of the primitive. The latter are to be regarded as relics 
of pre-mammalian days, comparable with the formation 
- of gill clefts, and are phylogenetically distinct from the 
definitive. They disappear by the end of embryonic 
life, that is, by the end of the third month, and have not 
been known to persist or reappear. They have therefore 
no pathological significance. Without a doubt the 
erythroblasts and erythrocytes in fcetal and post-foetal 
life, in health and disease, belong to the definitive 
series. . : 

The classification of erythroblasts I used depended 
upon whether they form normocytes or megalocytes. 
The precursors of normocytes are normoblasts and those 
of niegalocytes megaloblasts ; those which are capable of 
forming both normoblasts and megaloblasts are primary 
_ erythroblasts. Some confusion might arise from the 
fact that the erythroblasts of the primitive series are 
megaloblasts, as also are many of those of the definitive 
series. I might have employed an alternative term for 
the primitive cells, such as macroblast and macrocyte, 
but since the primitive cells do not enter the realm of 
pathology there should be no confusion between the two 
series of cells. 
forms of definitive erythroblasts are not distinct from 
one another but are dependent entirely upon eosinophilia 
of the cytoplasm occurring at different stages of develop- 
ment in the same series of cells. This eosinophilia tends 
to retard shrinkage of the cytoplasm during further 
development of the cell so that if primary erythroblasts 
become eosinophilic they tend to produce megalocytes 
(megaloblastic erythropoiesis) whereas normally in 
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It is quite 


The normoblastic and megaloblastic . 
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post-foetal life eosinophilia does not appear till the prim- 
ary erythroblast has passed into the basophil normoblast 
stage and a normocyte is produced (normoblastic ' 
erythropoiesis). Shrinkage of the cytoplasm of eosino- 
philic cells with distinct nuclear structure (megaloblasts) 
may, however, sometimes occur so that they later become 
normoblasts, not pyknotic megaloblasts, and finally 
normocytes. I had to call this.formation of normoblasts © 
from megaloblasts megalo-normoblastic erythropoiesis as 
it was the only manner of formation-of normoblasts at 
one stage of intra-uterine life. a. 3s 
Textbook descriptions of erythropoiesis lead to mis- 
understanding in an attempt to reduce the development 
of the cells to a single-line series. This cannot be done 
to cover all periods of life because of the different stages 
at which eosinophilia or maturation of the cytoplasm 
occurs at different periods. Maximow and Bloom give a 
single-line series of cells which shows megalo-normoblastic 
erythropoiesis normal for man, apparently at all ages. 
Eosinophilia appears to begin in cells with distinct 
nuclear structure yet the pyknotic stage is called a 
normoblast and not a pyknotic megaloblast. Such 
misconceptions probably depend upon the study of 
material other than human, or human material at one 
period of life alone, and possibly also from the study of 
marrow in decalcified bone. I have found that the acid 
treatment in the latter may render the hæmoglobin 
known to be present in the basophil primary erythro- 
blasts stainable by eosin, so that the cells appear like 
megaloblasts even when the staining of other soft tissues 
has not been obviously affected. Other misconceptions, 
such as the use of the term megaloblasts for primary 
erythroblasts and the belief that erythropoiesis in the 
marrow in man is intravascular, are too erroneous to 
merit criticism. 
St. Andrew’s Hospital, Billericay. 


THINGS TO COME 


S1r,—The Medical Practitioners Union must be com- 
mended for producing a concrete and well-thought-out 
scheme of whole-time medical service, the reception of 
which is described objectively and lucidly by Dr. Gordon 
Ward in your issue of Feb. 22. About three-quarters of 
the replies favour the proposal, but as only 1364 out of 
60,000 registered . practitioners in Great Britain and 
Ireland returned the questionnaire the desire for change 
is probably less genera] than we had been led to suppose, 
unless the standard of remuneration failed to attract. 
Yet if the plan were accompanied by an actuarial 
computation of its annual cost in salaries alone—omitting 
plant, equipment, supplies, and central and regional 
premises and staff on the grandiose civil-service scale— 
no Chancellor ‘of the Exchequer in the lean postwar 
years could countenance so expensive an en rise. 
Moreover, having adopted the doctors the state would 
immediately be faced by similar and formidable demands, 
backed by irrefutable logic, by dental surgeons, lawyers, 
quantity surveyors and representatives of many other 
business and professional avocations; until at length, 
after successive crises and general impoverishment, we 
would be reduced to the level of serfs, as members of a 


J. R. GOMOUR. 


. Total State. 


It is sometimes argued, and not unreasonably, that if 
we can afford to wage war and to pay for it at an out- 
rageous rate, then surely we can supply such peace-time : 
perquisites as free-gratis this and that, including all-in 
medical and dental care. The answer is (a) that we most 
certainly cannot afford war, and (b) that we are not 
paying for it. We have, however, no choice just now 
but to make war, and wé will have to pay for it some 
day ; and there is not the least doubt that for a genera- 
tion or more after peace is declared this country (and 
most others) will be desperately hard up and in pursuit 
of solvency will be forced to accept not a higher but a 
lower standard of life. There are, of course, some 
possible alternatives, for we might get rid of our heavy 
financial obligations to friendly countries by repudiating 
our foreign debts, the Communistic expedient; or by 
uncontrolled inflation with debasement of the currency, 
the method of another fraudulent debtor, which would 
swindle our foreign creditors as effectually as repudiation 
and ruin our own people as well: Being British, and 
quietly proud of our name and traditions, we are unlikely 
to adopt either of these courses. | 
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While the profession’s footings probably remain sound, 
some repairs are needed to the roof and walls; and 
reformers might ponder on the following proposals, 
which indicate the trend of thought of many who are 
interested in evolutionary as opposed to revolutionary 
progression. 

_ 1. A reduction in the number of entrants to medical 
schools. 

2. Acceptance only of entrants likely to succeed in pro- 
fessional life. , 

3. A single professional qualification in place of many. 

4. The granting of licences to practise solely to British 
Commonwealth nationals, and the repeal of reciprocity 
arrangements with foreign countries. 

5. Reorganisation (and revitalisation) of the British Medical 
Association. 

6. A stronger front towards bureaucratic “ chisellers.”’ 

7. The selection of hospital visiting staffs on merit ; 
dismissal for misdemeanours or lowered efficiency ; abolition 
of the seniority system. 

8. The designation “ specialist ’’ to be permitted only where 
an adequate course of appropriate resident hospital training 
has been completed, preceded by some general experience. 

9. The designation “‘ consultant ° to be permitted only 
after ten (and preferably twenty) years’ experience in active 
practice. i 

10. The rigorous prosecution of abortionists, fee-sharers, 
and other pests. 

11. The repeal of legislation permitting the sale of contra- 

ceptive materials and appliances, and the closing of birth- 
control “‘ centres ” or “ clinics.” 
These suggested reforms are all practicable; some are 
overdue, others debateable, and a few would require 
legislative sanction. . 

Great Russell Street, W.C.1. H. D. L. SPENCE. 


TREATMENT OF WAR NEUROSIS 


Sir,—Dr. Slater and his colleagues omitted to make 
it clear in their article (Lancet, Jan. 25) that they were 
dealing mainly with chronic types of war neurosis. 
There was nothing definite in the text and certainly not 
in the title of the article to indicate this. Naturally one 
expects results in chronic cases to be very considerably 
tess hopeful than in other forms and the 15% made fit 
to return to duty constitute, I imagine, quite a good 
proportion. When Dr. Slater goes on to state that it 
would be easy to bring this 15% up to 100% if they were 
concerned simply in obtaining superficially brilliant 
results, I who know something about the soldier and 
remember many tough cases in the last war can only 
stand in awe of the potentialities he and his colleagues 
evidently have in reserve. 

What I have learned about the present war so far has 
not convinced me that ‘‘ experience (psychiatric) gained 
in the last war is not easily related to the present war.” 
Some, undoubtedly, of the circumstances are différent. 
But clearly the precipitating factors in both instances 
are the same—experiences that disturb the fear mechan- 
ism of the mind. The background of neurotic and 
predisposing features cannot be very different, the main 
distinction being that we know more about them now 
than we did in 1917. The criteria given in assessing 
personality, on which stress was laid in the article, can 
hardly be said to be very illuminating. The two cases 
presented in illustration were both men with a history 
of pronounced neurotic symptoms, extending back several 
years, who would in all probability have been rejected 
by an ordinary medical board if the facts had been before 
them. It is encouraging to learn, however, that follow- 
up statistics—which were not collected in the last war— 
are now being prepared and I shall look forward with 
much interest to these and to the further analysis of 
Dr. Slater’s case material. 

I welcome a reply from Dr. Maurice Wright, and was 
interested in the test he put forward for estimating 
breakdown of personality stability under war conditions. 
But as the type of case he describes—men who have 
never climbed a tree, never played football and never 
fought a fight—are admittedly few in number they do 
not affect the problem to any extent. I am sure much 
first-class psychotherapy is being carried out in the 
treatment of the war neuroses. But the authors of the 
article in question laid themselves open to criticism 
because they did not seem to be making use of it to 


anything like the extent it appeared to warrant: they 
seemed. in fact, to be sceptical of its value in general 


' and believed in discharge from the Army as the best 


procedure in a surprisingly large number of cases. 
Dr. Burns in his letter of March 1 provides evidence to 
show that discharge is not a panacea and does not by 
any means solve the problem. ~ 

Harley Street, W.1. FREDERICK DILLON. 


FOOD DEFICIENCIES 
Sir,—In many quarters it is being stated with a 
certain amount of self-satisfaction that the curve of 
infectious diseases did not rise during January. As an 
addendum to these claims it is stated that January is the 
peak period for epidemics of this sort. This is not true ; 
the curve of fatality from epidemics begins to rise at the 
close of the year and reaches its maximum at the end of 
February and March. It is well understood that the © 
protective elements in our food, which are plentiful 
during the summer and autumn, begin to disappear from 
our diet when our gardens become bare. Im olden days 
the result of this was a high fatality from such diseases 
as scurvy and pre-scurvy and the old wives used to put 

into.a jingle the great truth : 
‘* Tis time to turn to saladies 
To cure the winter maladies.”’ 


They hunted the hedgerows for dandelion leaves, early 


spring nettletops, and the gardens and streams for 
camomile and watercress. During the last century our 
shortage of English green protective foods has been 
replaced by imports and by salads grown under glass. 
The absence of these imported fresh vegetables and 
salads and their shortage in our gardens is now beginning 
to affect the poor children of our towns. | 

Medical welfare workers are faced with an increase . 
in rachitic symptoms and actual rickets among ‘our 
younger children. A new ailment—‘ shelter rash ’’—is 
also appearing. Whatever the cause, these skin eruptions 
suggest interference with the nutrition and constitutional 
health of the younger children. Older and more selfish 
people look after themselves; it is for doctors to insist 
that the essentials of health should be provided : for 
children. One thing which is at present saving them is 
milk, but even milk today is largely obtained from stall- 
fed, as opposed to pasture-fed, cows. One pint of milk 
from a pasture-fed cow may be equal in protective value 
to two pints from a stall-fed cow. Green vegetables 
must be available for every town child. 

Harley Street, W.1.- JOSIAH OLDFIELD. 


MARY STUART VINDICATED . 

SIR, —I pointed. out in ‘‘ Mary Stuart, Forgotten 
Forgeries ” in 1934-35 that Mary Stuart suffered 
throughout her life from gastric ulcer and nearly died 
of hæmatemesis from this cause at Jedburgh, at a time 
when Buchanan ‘in his ‘ Detection ” alleges that she 
was committing adultery with Bothwell. I was the 
first writer to establish this. The Jedburgh illness is 
of historical importance as bearing on the chastity of 
poor maligned Mary. 


Hove. GEORGE TURNER. | 


ADSORBENTS 


Sır, — Your leading article of Feb. 15 dealing with the 
use of adsorbents in the alimentary canal draws timely 
attention to some of the many interesting problems 
inseparable from this subject. It would be a grave 
error to regard substances adsorbed from the gastric 
contents as being thus rendered inaccessible to the later 
processes of digestion and absorption. As an insoluble 
adsorbate finds its way along the gut it passes through 
chemical environments which vary continuously. Inter- 
changes occur freely and material originally bound may 
be liberated again as reaction swings from one side of the 
neutral point to the other or’as surface tension is modified 
by the presence of bile salts, soaps, &c., or.as products 
of enzyme and bacterial origin are encountered for which 
the adsorbent possesses a selective preference. The 
chemical nature of the final adsorbate is not determined 
until the full length of the tract has been traversed. 
It is already known that ferments adsorbed on to such 
materials as kaolin are still able to carry on their specific 
functions when suspended in an appropriate medium and 
that adsorbed food materials can still be broken down by 
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enzymes introduced into the surrounding fluid. The 
introduction of a potent adsorbent into the alimentary 
canal undoubtedly modifies the chemical sequences 
profoundly and with them the saprophytic flora too, 
this flora being the biological expression of the chemical 
and physical condition obtaining in the bowel. Whether 
this modification is to the advantage of the patient or 
not can only be ascertained by clinical observation. 
Each morbid condition for which adsorbents are pre- 
scribed presents its individual problems which cannot 
be solved entirely by experiments in test-tubes and 
reflection in the study chair. Answers have already 
been found to some of the questions raised. For 
example, the adsorption of vitamin B, on fuller’s earth 
does not prevent the vitamin from reaching the tissues 
when the adsorbate is administered by mouth. An 
adsorbate of this nature is an official pharmacopceial 
preparation. Furthermore, it has been shown that 
liberal doses of liquid paraffin given night and morning do 
not make any measurable difference to the amount 
of fat-soluble vitamin A or of its precursor, carotene, 
absorbed from the routine meals of the day. 


Cavendish Square, W.1. N. MUTCH. 


TRICHINIASIS 


Str,—Dr. Sheldon, in his account of the epidemic of 
trichiniasis in Wolverhampton, suggests that the relative 
freedom from the parasite previously enjoyed by this 
country was attained by a high standard of meat 

inspection. I do not doubt that he is right in thinking 
highly of our meat inspections, but surely no attempt 
has been made in this country to:employ the special 
examination required for the detection of trichinised 
pork. According to reports this special examination has 
been abandoned in the United States, where the con- 
dition is a recognised problem, though it may still be 
practised in certain parts of Germany. It seems that in 
searching for the cause of the recent outbreaks attention 
should be directed to any war-time change in pig food, 
or to any new source of sausage meat developed to replace 
pre-war importations now unavailable. An order requir- 
ing garbage used for pig food to be boiled has been in 
‘force for many years, and though this measure was 
directed primarily against foot-and-mouth disease it 
possibly plays a part in making trichiniasis a rarity in 
home-produced pork. 

My interest in this disease was.aroused 8 years ago 
when I saw two girls in this city whose condition left 
little doubt that they had become trichinised; they 
had partaken of a form of undercooked porkmeat served 
in hors d’ceuvres. Chance recollection of a valuable note 
by Dr. R. A. Hickling (Brit. med. J. 1931, 2, 654) on a 
case of the puffy eye syndrome seen in his ophthalmic 
clinic provided the key to the diagnosis. 


Newcastle-upon-Tyne. Ian E. MCCRACKEN. | 


GARGOYLISM BY ANY OTHER NAME 


= Srmr,—In your leading article of Feb. 22 you take 
exception to the name gargoylism on architectural and 
humanitarian grounds, and advocate ‘‘ Hurler’s lipoido- 
sis ’’ as an alternative. While aware that it is sublimely 
unimportant whether the name gargoylism is retained or 
not, I would like ta protest against a pontifical blessing 
‘being given to the alternative. You start with the 
statement that the condition was first described by 
Gertrud Hurler 1 in 1919. This is a mistake which has 
been made by all continental writers on the subject, and 
‘some English ones (including, I regret to say, myself). 
Cockayne? however,: pointed out that a good clinical 
description of the condition had been given by Hunter ° 
two .years before Hurler’s paper appeared, and now 
‘Henderson ¢ (in a paper which you mention in your 
leading article but do not seem to have read to the end) 
again draws attention to Hunter’s priority of description 
and to the fact that in his clinical teaching John Thomson 
recognised gargoylism as a disease entity as early as 
1908.. Doubtless further research will show that Noah 
had two cases of gargoylism (both sexes being affected) 
inscribed in the inventory of the ark. In fact, it is just 


1. Hurler, G. Z. Ninderheilk. 1920, 24, 220. 

2. Cockayne, E. A. Proc. 1. Soc. Med. 1936, 30, 104. 
3. Hunter, C. /bid, 1917, 10, 104. 

4. Henderson, L. J. Arch. Dis. Childh. 1940, 15, 201. 
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looked for. 


stools occasionally containing. 
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_as easy to slip up on eponyms as to say gargoyle when you 


might (or possibly might not) have wished to say corbel. 

In conclusion I might add that it was John Poynton 
who first aptly compared one case under his care to a 
gargoyle, and the name gargoylism was adopted in a 
paper ê in which it was suggested, on the very meagre 
pathological data then available, that the condition 
might prove to be a lipoidosis. This has subsequently 
been confirmed, but it would be as well to wait until the 
pathogenesis has been more completely worked out 
before coining a more permanent and scientific name. 
If we must be burdened with a further eponym, let it at 
least be Hunter’s lipoidosis. 


Rauceby, Lincs. RICHARD W. B. ELLIS. 


Public Health 


Diarrhea this Winter 


EPIDEMICS of diarrhoea, for the most part mild and 
affecting people of.all ages, have appeared this winter in 
different parts of the country. A questionnaire sent out 
to practitioners in various districts shows that some epi- 
demics have been associated with catarrhal or influenzal 
symptoms, others have been purely gastro-intestinal. 
The Flexner bacillus: has been isolated in one or two 
places and the Sonne bacillus in others, but in many 
districts no organism has been found even when carefully 
No serious results seem to have been 
noted, apart from one death—that of an elderly debilit- 
ated mentally ill patient who contracted diarrhma, 


probably due to Flexner dysentery, in Stobhbill Hospital. 


Mild outbreaks are reported from such widely scat- 
tered regions as Northumberland, Lancashire, the 
Midlands and Devon. Cases have been appearing since 
December or even earlier, and in most places have 
persisted into February. The symptoms have ranged 
from trivial diarrhoea accompanying respiratory catarrh 
and lasting 24—48 hours to severe diarrhcea or vomiting 
or both, with sudden onset leading to shock and collapse. 
Among the Northumbrian cases during the autumn and 
winter were children with mild diarrhoea, vomiting, and 
tenderness over the liver; more recently, middle-aged 
men and women have been affected with acute diarrhea 
lasting only 24 hours. In Devon mild diarrhoea with or 
without vomiting and lasting 3-6 days has been epidemic 
throughout the same period. These minor types of 
infection are presumably akin to the respiratory infec- 
tions which they sometimes accompany, or even perhaps 
replace. A suggestive case is that of a soldier who 
developed follicular tonsillitis while on leave ; two days 
later his wife had an attack of vomiting with a rise of 


-temperature but no sore throat, and her sister, called in 


to nurse them both, developed within a day or two an 


‘attack of diarrhoea with nausea, but without vomiting or 
sore throat. 


There is at least presumptive evidence that 
all three infections were due to the same organism. 
Sporadic cases of diarrhcea only are reported from 
London and Aberdeen; Sheffield appears to be free. 
Dysentery organisms have been isolated in connexion 


with epidemics of diarrhoea in Glasgow, Manchester and 
Birmingham. The Sonne bacillus has been implicated 


in Birmingham, where cases have been numerous and the 
symptoms have been nausea, small bile-stained vomits, 
headache, colicky abdominal pain, and diarrhoea, the 
blood and mucus. The 
temperature has not been greatly raised in most cases 
and the pulse has been slow. In a few cases the spleen 
has been palpable and in two “ rose spots ” appeared. 
The diarrhcea usually lasted only two or three days, but 
sometimes an acute onset was associated with collapse. 
In Manchester, where the Flexner bacillus was isolated, 
the illness lasted about 5 days, and began with abdominal 
pain and diarrhea, the stools containing mucus; the 
temperature was only raised for 48 hours. Another 
outbreak of Flexner dysentery occurred in Glasgow at 
Stobhill Hospital and the Maternity . Hospital during 
January. Patients were ill for 2 or 3 days with abdo- 
minal discomfort, diarrhoea and occasional vomiting, and 
a temperature of 100°-103° F, The source of infection 
was found to be the milk supplied by a farm where 
there were 10 cases of diarrhœa among farm hands. Mik 


5. Ellis, R. W. B., Sheldon, W. and Capon, N. B. Quart. J. Med; 
' 1936, 5, 119. ; | 
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was also suspected of being the source of infection i in the 
Manchester epidemic. Notifications of dysentery in 
England and Wales during this year reflected the same 
picture, rising almost every week from 69 for the week 
ending Jan. 4 to 174 (uncorrected total) for Feb. 8-15. 
The seasonal rise in incidence usually accompanies cold 
weather, like that of the respiratory infections, and the 
association of respiratory catarrhs with the present 
diarrhcea epidemics may therefore be fortuitous. 


From the Annual Reports 

l CARDIFF 

- The population of the city of Cardiff is renens 
stationary at 226,000. In 1939 its birth-rate was 15:4 
and its death-rate 13-0, giving a natural increase of 219 
males and 324 females. As females have a lower death- 
rate than males at all ages and consequently have a 
‘higher expectation of life, the tendency of all populations 
is to become predominantly female; but as the birth- 
rate of males is higher than that of females—roughly 106 
to 100—it was expected that the saving of life amongst 
infants and young children would tend to balance the 
sexes. It has not done so, for though the reduction of 
-martalities of both sexes has been great, it has been 
slightly greater of females. Cardiff’s infantile mortality 
was 53 and its maternal mortality 2:6. Like most 
Welsh cities, tuberculosis is more prevalent in Cardiff 
-than in most English cities; roughly the incidence is 
50% higher than in the Lancashire towns, a phenomenon 
which is not at present ‘explicable. Dr. J. Greenwood 
Wilson reports 437 cases of diphtheria for the year with 
14 deaths, giving a fatality of 3:2%, which is low. He 
gives an interesting table of the fatality of diphtheria 
according to the day of the disease on which serum was 
given. Cases given serum on the first day had no fatality, 
.por was there any fatality when serum was given on the 
fifth day or later. In a town in which the infectious 
disease service is good there will be little fatality in 
diphtheria cases which fail to obtain treatment until the 
fifth day, because only in trivial cases, which wôuld get 
-well of themselves, is treatment likely to be so long 
delayed. The report of the rheumatism supervisory 
scheme, which has kept going better than most, shows 
that: in the past eleven years 1226 cases of child rheu- 


matism have been treated in hospital. On admission 
the states of the‘heart were: normal 142; minor in- 
volvement 942 ; major involvement 160. On discharge 


they were: normal 710; minor involvement 398; 


major involvement 118. 


From the School Reports 
COVENTRY 


Dr. A. Massey issued his school medical report for 
.1940 on Feb. 7, 1941, unexpectedly early for a city 
-which had suffered severely from enemy action. The 
-report is much curtailed, but contains some information 
‘on school work during the height of hostilities which is 
urgently needed. The nutrition of the children was 
better in 1940 than in 1939, only 4:8% were classed as 
-subnormal and 0 01% as illnourished. There were also 
‘fewer children with verminous heads. Until the great 
air attack of Nov. 14-15 there had been much to and 
fro movement of the population, but after that there 
-was a definite exodus and .of 24,408 children on the 
‘elementary-school registers on Oct. 18 only 9419 
‘remained in Coventry at the end of the year. At the 
-clinics 3446 individual children received attention, of 
‘whom 11 had ringworm of the scalp, 22 ringworm of 
the body, 423 scabies, 205 impetigo, 558 septic sores, 
-boils, etc., and 346 verminous heads. Only 4 cases of 
-corneal ulcer and 122 of conjunctivitis were detected. 
These figures show that neither the nutrition nor the 
nurture of the children suffered as the result of the war. 
The insignificant number of cases of corneal ulceration 
is particularly noteworthy, for in the war of 1914-18 
‘eorneal ulceration was very common among elementary- 
school children in most parts of the country. 


Infectious Disease in England and Wales 
WEEK ENDED FEB. 22 
Notifications.—The following cases of infectious disease 
-were notified during the week: smallpox, 0; scarlet 
fever, 1238 ; whooping-cough, 3258 ; diphtheria, 1042 ; 
enteric fever, 25; measles (excluding rubella), 14,976 ; 


OBITUARY 


if not improper. 


general practice in that city. 
. it made less so by her very 
tors were not wanted, except 


perhaps by women ; certainly 


discouraging. 
in 1899 she was elected to her 
first public appointment. At 


.patients, and, as it was then 
‘called, chloroformist. 
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pneumonia (primary or influenzal), 1874 ; de Sa 


pyrexia, 151 ; cerebrospinal fever, 434 ; poliomyelitis, 9 : 


polio-encephalitis, 2 ; encephalitis lethargica, 5.; dysen- 
tery, 202; ophthalmia neonatorum, 76. No case of cholera, 
plague or typhus fever was notified during the week. 

Deaths.—In 126 great towns there was no death from 
smallpox or enteric fever, 1 (0) from scarlet fever, 
34 (0) from whooping-cough, 14 (1) from measles, 31 (1) 
from diphtheria, 31 (4) from diarrhoea and enteritis under 
2 years, and 314 (26) from influenza. The figures in 
parentheses are those for London itself. 


Birmingham and Salford each had 5 deaths from whooping-cough. 
Fatal cases of influenza were again widely scattered, Manchester 
reporting 24, Birmingham 23, Bristol and Liverpool each 10, no 
other great town more than 8. 


The number of stillbirths notified during the week was 
210 (corresponding to a rate of 41 per thousand total 
births), including 15 in London. 
INCIRENCE OF INFLUENZA 

In the week ending Fèb. 22, 314 deaths were ascribed 
to influenza in the great towns, 10 fewer than in the 
previous week. The- age-distribution of the deaths 
continues to be normal. In the county of London the 
deaths have decreased from 50 to 26 and hospital 
admissions for influenza, bronchitis and pneumonia from 
526 to 379. The proportion of total deaths coming from 
the South-Eastern Area (including Greater London) 


has decreased to 35:2%,. 


Obituary 


`” SARAH GRAY 
F.R.C.S.1., L.R.C.P.E. 


AMONGST pioneer medical women Dr. Sarah Gray will 
have an honourable place. Born in Tipperary 81 years 
ago she determined on a medical career at a time when, 
for a woman, such a course was still considered eccentric, 
She studied in London, but London 
granted no degrees to women, 
so in 1888 she took the 
Scottish conjoint qualifica- 
tion. Three years later she 
settled down in Nottingham, 
the first woman to undertake 


Opposition was bitter, nor was 


patent ability. Women doc- 


not by the profession. The 
first years. were bleak and 
Nevertheless, 


the Women’s Hospital, Not- 
tingham, she became assistant 
surgeon in charge of out- 


Hatley, Nottingham 


Her 
advent was viewed by most of her colleagues with distrust. 
For a whole year one of them insisted on being present 


-whenever she administered an anæsthetic, eager to 


discover and proclaim some negligence or inefficiency. 
She disappointed him. And worse was to come. She 
applied: for the post of consulting surgeon in charge of 
inpatients.. Her suitability could not be questioned, yet 
some excuse had to be found for keeping her out. She 
was told that her qualifications, the highest open to 
women when she took them, were not high enough. 
Nothing daunted, at the age of forty, she took her 
F.R.C.S.I. The opposition was cowed, and in 1902 she 
became one of the two most highly qualified members of 
the staff. Stage by stage prejudice was overcome. She 
became surgeon to the Nottingham and Notts Convales- 
cent Home, medical examiner to the Board of Education 
and the Nottingham education committee. Where her 
outstanding ability and her sense of duty failed to 
convince she carried the day by her warm sympathy, her 
sense of humour, her volcanic energy, her Irish brogue, or 


her golden voice. She even mastered the early motor-car. 


In the year 1921-22 she was elected the first, and up to 
the present the only, woman president of the Nottingham 
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and Notts Chirurgical. Society. She could, and did, 
laugh at her early difficulties. She had gained her 
rightful place. She had many interests in the city where 
she practised for 37 years. Temperance, foreign missions, 
rescue work, social reform in all its aspects, were sure of 
her sympathy and help. She was an eloquent speaker, 
and contributed articles to the medical press. Her life 
was rich and full and her loss will bring grief to many. 

E. N. B. 


Surgeon Lieutenant BEN HAROLD BRINDLE, R.N.V.R., 
whose death from enemy action is announced, received his 
, medical training at Liverpool University where he gradu- 
ated in 1938. He became house-surgeon at the David 
Lewis Northern Hospital, Liverpool, and later resident 
medical officer at Walton Hospital. His death has been 
a blow to his colleagues and friends and has robbed the 
medical profession of a worthy member. 


THE LANCET] 


eo @ 
A YEAR’S WORK ’ON CANCER 


INVESTIGATIONS sponsored by the British Empire 
Cancer Campaign and its affiliated bodies are so diverse 
that each successive annual report provides a useful 
indication of the stage reached in the various phases of 
contemporary cancer research and thought. The report 
' for 1940 is no exception. As usual, much of the 
scientific information takes the form of brief accounts 
of work which can be found described at length else- 
where. Nevertheless, the report gives us a clearer 
perception of the relationships between lines of research 
which hitherto have seemed somewhat disconnected. - 

At the Royal Cancer Hospital work on the chemical 
carcinogens has been continued, but interest seems now 
to be more focused on substances. which aid or hamper 
the action of carcinogens, or which slow the progress of 
established malignant disease. The general method is 
to advance step by step, testing and comparing closely 
related substances, seeking correlations between chemical 
structure and biological action, and hoping thus to obtain 
guidance in the selection of further substances to be 
produced .and tested.. Nothing sufficiently high in 
potency for therapeutic use seems yet to have been 
discovered. At this same hospital, too, work has been 
continued on the class of carcinogens—the azo-com- 
pounds—which are particularly effective in producing 
primary cancer of the liver. . 

Peacock and Beck of the Glasgow Royal Cancer Hos- 
pital have found that when 3 : 4-benzpyrene is painted on 
the skin of a mouse it persists sufficiently long in situ for 
twice-weekly paintings to constitute continuous applica- 
tion. They find that if a mouse is painted twice a week 
for a single month only, no tumours develop. They find 
also that when the applications are discontinued for a 
long period and then repeated (one month painting, three 
months rest, one month painting, three months rest, one 
month painting, unbroken rest) tumours do develop. 
Thus there is now a cumulative effect showing that even 
in three months of rest there is not time for complete 
recovery. What is the change which thus persists for so 
long a time in the treated cells, or in their descendants ? 
This is the ever-recurring problem of the precancerous 
state and the genesis .of cancer itself. Orr, of the 
University of Leeds, has studied the initiation of cancer— 
sarcoma in this case—by histological methods not very 
different from those which others have used. In the 
subcutaneous tissues of mice he planted pellets made of 
wax in which a carcinogenic hydrocarbon had been 
incorporated. At first the reaction differs little from 
that commonly seen in the presence of foreign bodies in 
general, except that a firm capsule is not formed round 
the pellet. Ata later stage cells of types associated with 
chronic inflammation appear at a little distance from the 
pellet, and it seems, so Orr thinks, that the sarcoma 
emerges as a further stage in some of these cells, in 
particular the histiocytes. This is one more opinion.in 
favour of the view that the histiocyte is the parent cell 
of sarcomas. Some workers have regarded the more 
mature cell, the fibroblast, as the parent cell. 

Work with carcinogenic hydrocarbons and substances 
of similar nature has been open to the objection that 
since these substances are not known to occur naturally 
in the body itis unsafe to assume that their mode of action 
has anything to do with processes which do take place in 
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anthracene has carcinogenic properties. 


‘of all operation specimens. 


rays and radium. 


\ 
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the body. This objection has now been removed in part. 
Cook, Kennaway and Kennaway. of the Royal Cancer 
Hospital, confirming a brief statement made by Vittorio 
Ghiron, have found that deoxycholic acid, a constituent 
of human bile with a chemical constitution close to that 
of some of the synthetic carcinogenic hydrocarbons, is 
active, though not highly so, in producing .tumours 
when injected into the subcutaneous tissues of mice. 
Perhaps we may now anticipate the discovery of other 
related substances in the body under natural conditions. 
Such a view is strengthened somewhat by the discovery. 
made by Warren and Goulden, that 9: 10-dimethy]l 
So far, this 
substance is the simplest of the group to be proved 
carcinogenic and its significance lies in the fact that with 
each extension of the range of chemical constitution over 
which the carcinogens are known to exist one sees an 
a possibility of finding kindred substances in the 
ody. 

It is now highly probable that some of the tumours 
which appear in man under what may be called natural 
conditions, may arise by a process the same as that which 
follows the exhibition of a synthetic hydrocarbon, but 
can it be assumed that all are thus formed ? In fact, we 
are asking whether cancer is always produced in the same 
way. The question is raised again by the announcement 
by Bonser of Leeds that when carcinogenic hydrocarbons 
are injected under the skin of mice they may induce 
mammary carcinomata at the site of inoculation. This 
is in agreement with an observation made by Foulds who 
produced a similar tumour in a hamster by the local 
action of thorotrast. Does this mean that the mechanism 
of tumour production by the non-specific and strictly 
local action of chemical and physical agents is here 
exactly the same as the mechanism by which similar 
tumours are produced. by the ovarian hormone cestrone, 
which is tissue-specific and acts on mammary tissue even 
if injected at some distant site? 

Dodds and his colleagues at the Middlesex Hospital 
have studied the chemical configuration of organic 
compounds which are capable of inducting cestrus. 


“They have produced and tested many new substances 


and are trying to correlate chemical structure with 
cestrogenic action. The work is important in relation 
both to cancer and to general hormone therapy. 

Also at the Middlesex Hospital, McIntosh and his 
colleagues have prepared washed virus of the Rous fowl 
sarcoma No. 1 and by the same method, have prepared 
washed products from two chemically-induced fowl 
tumours which are not filtrable. Careful chemical 
analyses have been made. As far as the results go, it is 
found that the virus of the Rous sarcoma is similar in 
chemical composition to other viruses such as vaccinia 
which has been shown to be associated with a fatty 
envelope. The results show also that the two non- 
filtrable tumours—and by inference, possibly others— 
contain particles which are the same size and composition 
as the Rous virus. 

Clinical aspects of cancer are not being néglected. 
At St. Mark’s Hospital, Dukes has analysed the labora- 
tory records of 1000 cases of cancer of the rectum. He 
finds that in rectal cancer evidence of extension along the 
lumen of the hemorrhoidal veins is present in some 18% 
In his opinion histological 
grading is a useful method of subdividing carcinomas of 
the rectum because it may indicate the extent of local 
spread. At the Marie Curie Hospital biopsy for histolo- 
gical diagnosis is the rule, and attempts have been made 
to find some relationship between histological type and 
ultimate prognosis. In uterine tumours no . such 
relationship has been detected. It is curious that we 
still fail to see in the histological picture of cancers any 
accurate guide to the clinical course which an individual 
tumour will take. . 

In therapeutics much work has been done in relation 
to dosage, mode of application and clinical effects of 
In the past, distressing and prolonged 
general symptoms have been apt to follow administration 
of large does of X rays. It is hoped that in future such 
consequences may : be minimised; workers in the 
physical department of the Royal Cancer Hospital 
conclude that the total dose absorbed by the patient 
should be considered and not simply the dose received 
at a particular point in the tissues. 
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Medical News 


University of Cambridge . 


On March 1, the degree of M.A. was conferred on Dr. L. H. 
Aitken, university demonstrator in anatomy. The following 
degrees were also conferred by proxy :— | 


M.B., B.Chir.—W. W. Brigden, C. E. Watson, S. C. Gold, and 
F. A. Whitlock. 


A meeting of the Tuberculosis Association will be held at 
26, Portland Place, London, W.1, on Saturday, March 15, at 
10.30 a.m. Dr. W. E. Snell will réad a paper on senile 
tuberculosis and Dr. F. T. Clive is to open a discussion on 
current topics. l ' 


On Thursday, March 13, at 2.30 P.M., at 17, Bloomsbury 
Square, London, W.C.1, Mr. H. Berry, A.I.C., dean of the 
college of the Pharmaceutical Society of Great Britain, will 
address the society on recent developments in pharmaceutical 
practice. 


On Friday, March 28, Mr. J. B. Hunter will deliver a lecture 
to the Halton Medical Society on chest injuries in war-time. 
On May 2, Prof. L. J. Witts will speak on pathology in 
war-time. . | 


At a meeting of the section of neurology of the Royal 
Society of Medicine on Wednesday, March 19, at 2.30 P.M., 
Dr. A. H. Robb-Smith, Dr. Dorothy Russell, Dr. J. G. 
Greenfield, and Dr. A. H. Hunt will open a discussion on fat 
embolism and the brain. On March 2], at 3.30 P.M., at the 


section of radiology Dr. F. C. Golding will be the opener in | 


a discussion on tuberculosis of the knee-joint. On March 28, 
at 2.30 P.M., Surgeon Rear-Admiral Sheldon Dudley and 
Surgeon Commander W. G. C. Fitzpatrick will read a paper 
on the epidemiology of pulmonary tuberculosis in the Royal 
Navy and the use of miniature radiography in its elucidation. 


The home of Lord and Lady Melchett, Colworth House, 
Sharnbrook, near Bedford, was opened on March 1 as a rest 
home for London’s voluntary hospital nurses. The hon. 
secretary of the home is Mr. Charles Power, and any inquiries 
may be addressed to him at Westminster Hospital, St. John’s 
Gardens, London, S.W.1. 


This year the voluntary hospitals of London are once more 
combining to hold street collections on May 6 and Oct. 7. 
Offers of help should be sent to the headquarters of the 
London Hospital Street Collection Central Committee, 36, 
Kingsway, W.C.2. .Last year, in spite of difficulties, over 
£46,000 was collected in this way. ' l 


Ripley Court, an eighteenth-century country house in 
Surrey, has been taken over by Westminster Hospital as a 
maternity home and teaching centre, in conjunction with the 
Surrey county council, which has reconditioned the house, 
and the Westminster city council antenatal clinics. West- 
minster Hospital is providing equipment for a unit of 25 beds, 
with medical and nursing staff. i 


In a recent casualty list Lieutenant A. R. C. Margetts, 
M.R.C.S., R.A.M.C., is reported wounded. 


Surgeon Lieutenant William Boyd, M.B. Glasg., R.N., and 
Probationary Temporary Surgeon Lieutenant H. F. Sloan, 
M.B. Dubl., R.N.V.R., have been posted as missing presumed 
killed, and also Surgeon Lieutenant F. H. Williams, L.M.S.S.A., 
R.N., previously reported missing. Temporary Surgeon 
Lieutenant A. P. B. Waind, D.S.C., M.B. Leeds, R.N.V.R., 
who was also previously reported missing is now known to be 
a prisoner of war. 
Behrendt, M.B. Edin., R.N.V.R., and Probationary Tempo- 
rary Surgeon Lieutenant R. G. S. Whitfield, M.R.C.S., 
R.N.V.R., are posted as among the injured and wounded. 


During the seventeenth year of the Ella Sachs Plotz 
Foundation for the advancement of scientific investigation 
eighty-one applications for grants were received by the trustees, 
of which fifty-one came from the United States, the other 
thirty coming from fifteen different countries in Europe, Asia, 
and North and South America. The total number of grants 
made during the year was twenty-three. Grants are made to 
researches on problems in medicine and surgery or in branches 
of science bearing on medicine and surgery. They may be 
used for the purchase of apparatus and supplies that are 
needed for special investigations, and for the payment of 
unusual expenses incident to such investigations, including 
technical assistance, but not for providing apparatus or 
materials which are ordinarily a part of laboratory equipment. 

o 
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Temporary Surgeon Lieutenant M. R. J. 
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Stipends for the support of investigators are granted only 
under exceptional circumstances.. The maximum grants will 
usually be less than $500, and applications for the year 1941- 
42 should be sent before April, 1941, to Dr. Joseph C. Aub, 
Collis P. Huntington Memorial Hospital, 695, Huntington 
Avenue, Boston, Mass., U.S.A. 


Queen Mary has consented to become a president of 
Bethlem Royal Hospital. R 


The Tata Memorial Hospital for the treatment of cancer 
has recently been opened in Bombay. The hospital has been 
built out of funds provided by the Sir Dorabji Tata Trust. 

Since publication of the last list of subscriptions to the 


Medical War Relief Fund £880 has been received, bringing 
the total to over £18,000. = 

The Royal Northern Hospital, Holloway, has received, 
through the American organisation ‘‘ Bundles for Britain,” 
30,000 dollars to maintain the operating theatres and X-ray 
department for six months. 


CORRIGENDUM.—In the article by Mr. D. K. Hill Ja 
the determination of blood-volume in shocked patients 
(THe LANCET, Feb. 8, 1941, p. 177) the last two lines of 
the calculation should read as follows: ` 
(BV. x Hb,) + (z x Hb,) = (BVz + x) x Hb, 


BV, = (Hb: — Hb,) 


Appo! n€ments 


CUSACK, ANNYS M., M.B. Lond., D.P.H.: 
Leicester. 


asst. school M.O. for 


PETERS, L. B., M.B. Durh.: asst. school M.O. for Leicester. 

JAKUBOVIC, K., M.D. Prague: R.S.O. at Manchester Victoria 
Memorial Jewish Hospital. 

McCuRRICH, H. J., M.S. Lond., F.R.C.S., M.R.C.O.G. : temp. hon. 
general surgeon to Worthing Hospital. 

BURGE, H. W., M.B. Lond., F.R.C.S.: R.S.O. at the Radcliffe 


Infirmary, Oxford. . 
Mar, J. G., M.D. Manitoba, D.T.M. & H.: R.S.O. at Montagu 
Hospital, Mexborough. | 
SAMTRON, J. S., M.B. Glasg. : asst. county M.O.H. for Gloucester- 
shire. i 
BIDEN-STEELE, KARL, M.D. Lond., D.P.H.: an inspector of factories. 
CROWTHER, J. W., M.B. Lpool, examining surgeon under the 
Factories Act 1937 for Stretton, Cheshire. 


_ Births, Marriages and Deaths 


BIRTHS 


BARWELL.—In Vancouver, the wife of Dr. Alan Barwell, Colonial 
Medical Service, Hong-Kong—a daughter. 

CoPLANS.—On Feb. 23, at Whitchurch, near ‘Tavistock, the wife of 
Surgeon Lieutenant Robert Coplans, R.N.—a daughter. 

DUNLoP.—On Feb. 23, at Steeple Bumpstead, Essex, the wife of 
Dr. J. E. Dunlop—a son. 

FawpRy.—On Feb. 27, at Famagusta, Cyprus, the wife of Dr. 
A. L. Fawdry—a son. 

GOODWILLE.—On Feb. 23, at Attleborough, Norfolk, the wife of 
Major G. M. Goodwille, R.A.M.C.—a son. 

LEwis.—On Feb. 24, in Edinburgh, the wife of Surgeon Lieut.- 
Commander B. S. Lewis, R.N.—a son. 

MARSHALL.—On Feb. 28, at Cheltenham, the wife of Dr. A. G. 
Marshall—a daughter. 

MYLECHREEST.—On Feb. 23, at Eyam, Derbyshire, the wife of 
Lieutenant W. H. Mylechreest, R.A.M.C.—a daughter. 


MARRIAGES 


‘+ DRYSDALE—RITTER.—On Feb. 27, at Addington, Surrey, Ivor 


McNeil Drysdale, M.B., surgeon lieutenant, R.N., to Anne 
Beryl Ritter. ‘ 
LEVITT—WILSON.—On Feb. 14, at Blackpool, Harry Natalie 
Levitt, L.M.S.S.A., lieutenant R.A.M.C., to Joan Diana Wilson. 
NASH—ALLEN.—On Feb. 24, at Newcastle, co. Down, Henry Kinsey — 
Gifford Nash, M.R.C.S., major R.A.M.C., to Joscelyne Allen. 
PRICE—Kypp.—On Feb. 24, at Swansea, John Eric Price, 
L.R.C.P.E., syrgeon lieutenant R.N., to Mary I. J. Kydd. 
SOUTHWELL—DEckK.—On March 1, in London, Neville Southwell, 
M.B., to Elizabeth Deck. ; 


DEATHS 


Banks.—On Feb. 25, Robert McLachlan Banks, M.B. Glasg., 
D.P.H., of Bournemouth, aged 77. l 

CANNEY.—On Feb. 27, at Bexhill, Henry Edward Leigh Canney, 
M.D. Lond., D.P.M. ? 

CocK.—On Feb. 22, at Exmouth, Charles James Edward Cock, 
M.R.C.S., surgeon captain R.N. retd., aged 68. 

Dixon.—On Feb. 24, Henry Edward Dixon, M.R.C.S., of Bunting- 
ford, aged 92. 

NeEss.—On March 1, at Iver, Bucks, Thomas Matheson Ness, 
M.D. Edin., late of Bedford Court Mansions, W.C. 

OrR.—On Feb. 26, at Salisbury, William Robert Orr, M.D. R.U.I., 
of East Finchley. . 

PoLLock.—On Feb. 25, Richard Gordon Pollock, M.R.C.S., of 
Hove, aged 76. ` l 

S hi 3, Thomas Arthur Ross, M.D. Edin., F.R.C.P., 
age . l aa oS ' i ' 
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Notes, Comments and Abstracts 


SERPENT IN EIRE 


A BILL for a hospital bed bureau drafted by the 
government of: Eire came in for warm criticism at a 
meeting of Dublin College Historical Society,’ a body 
which it seems likés to deal with history as it comes. 
Prof. Henry Moore, who took the chair, said that as a 
consequence of state supervision of the sweepstakes 
government departments had found themselves in a 
position to control policy in the Irish voluntary hospitals. 
They had attempted to found a municipal hospital to 
the detriment and possible extinction of the voluntary 
hospitals, but fortunately this attempt had been de- 
feated. The new draft for the establishment of the bed 
bureau seemed to him to represent state control, naked 
and unashamed. At the possibility of this serpent 
rearing its head again, Professor Moore must have felt 
all the warmth of a St. Patrick, for he spoke of a fierce 
combat taking place behind the scenes, from which the 
bill escaped with its sting drawn. The belief that the 
enemy was now innocuous was shaken, however, when it 
emerged again ‘‘in a new but transparent disguise.” 
Under the text of the bill a doctor who wished to take 
either a paying or a non-paying patient into his own 
hospital could only do so through the bureau; the 
bureau officials might send the patient to a different 
hospital if they wished, leaving the doctor no redress. 
He believed that if the bed bureau regulations were not 
amended to protect the voluntary hospitals from state 
control the hospitals themselves would withdraw from 
participation in future sweepstakes ; and, for his part, if 
the sweepstakes meant state control he was utterly 
opposed to them. A motion disapproving of sweep- 
stakes was introduced by Mr. T. H. Lyle; Mr. R. J. 
Monaghan, who seconded him, remarked that sweep- 
stakes afforded a convenient way of gambling in a 
country where every small town had half a dozen public 
houses, a police station and a bookmaker’s office. Mr. 
A. Lieven and Mr. J. N. Ross favoured sweepstakes, 
which had, after all, benefited virtually every large 
hospital in the country, but the motion condemning 
these characteristically Irish institutions finally won by a 


short head.. . 
CHITS FOR THE CIT 


IT is certainly more difficult to be a creditable citizen | 


today than in John Gilpin’s times, for a body of con- 
fusing legislation has sprung up overnight, and we,find 
it difficult to know what we ought to do or to discover 
which authority now regulates which department of 
our disordered lives. But if anyone is worried about the 
activities of youth, barrage balloon breakaways, control 
af cameras, destruction of rats, or nearly a thousand other 
subjects, and above all the great labyrinth of A.R.P. 
rules and regulations he will find the answers to his 
questions neatly codified in the second edition of ‘‘ Citi- 
zens Advice Notes ’’—a digest of useful information of a 
social and domestic nature as it affects the life of the man 
‘in the street, it is modestly called. The book may now 
be had from the National Council of Social Service 
(26, Bedford Square, London, W.C.1) on a subscription 
basis. The notes will be kept up to date by monthly 
supplements and the cost of this service is 10s. 


CONSTRUCTION AND RECONSTRUCTION 


IN a period allotted to the old human game of breaking 
things down, it is pleasant and reassuring to take up the 
annual report of the Commonwealth Fu md 2 2 and see how 
the builders are getting on. The fund has always kept a 
generous eye on the growing child, here as well as in the 
United States, and an account of the progress of work in 
mental hygiene in Great Britain since the outbreak of 
war has a special interest. Two definitions from another 
part of the report lend point to the record. A growing 
child is ‘‘ an island of humanity almost entirely sur- 
rounded by parents,” and a parent is ‘a relatively 
adult human being in a tight place.” To this we can add 
. the picture of the child as an island transported to strange 
seas, and the parent remaining behind in a tight place 
of a different kind. To the agreeable surprise of the 

- Reported in the Irish Times, Feb. 20. 


. Twenty Second Annual Report of the Commonwealth Fund, 
1910. New York. 
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directors of the fund, the work of child guidance, though | 
recent in origin and still only slightly developed, has not | 
gone under with the war. The Child Guidance Council 
during the past year has worked with other bodies, | 
including the Joint Mental Health Emergency Commit- | 
tee, to maintain the training of mental health workers | 
by the London School of Economics, now at Cambridge. | 
Mrs. St. Loe Strachey’s Book, ‘t Borrowed Children ”3 
has been republished by the fund in the United States. 
The difficulties of transplanted children have been met in 
some places with misunderstanding and lack of interest, 
in others by the .establishment of child-guidance | 
clinics, and by a spread, through the council, of workers | 
trained in the care of difficult children. All the older 
provincial clinics are open, and the Government has 

granted £3600 to the emergency committee to further — 
the work of mental health. The report suggests that — 
the war may have had the unforeseen effect of accelerating — 
the progress of mental health services in Great Britain. 


~ 3. Reviewed in our columns on on August 10, 1940, p. 183. 
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L. “Daracteristie of blue babies . They usually settle the 
patient one way or the 
other (6). 


b= 


5. S 16 down. 


9. Compound produced by a 2. Always so positive (6). 
chemical change of plan (8). 3. Feeling Fröhlichsome ? (5). 
10: SNS ( y emptied) by a 4. Just two eyes and a dot (5). 
12. Simpler state to the 6. Puts the lid on the island 
chemist than the physicist (9). 
ia ee: ii ee 7. S.O.S. (8). 
3. ere or thereabouts ( 8. Vaults (8). 
14. Gives a decided thrill chien 11. No a alarms (6). 
17. epee wo dage 15. Lunch' with the Colonial 
tout passe.” » (5), oam ? (three words, 1, 
- 20. Lacking this you are a mere 16 and 5. Heartsick Latin (two 
ceelenterate (5). 
21. My riddle includes addition words, 6, 6). 
(6). 18. Withdraw the fluid from 
24. inert eae you get your the angry serpent (8). 
eeth 19. Leader of twelve (two words, 
25. This kind of helper is often , 3). ( 
willing (9). 22. “Make assurance double 
28. Confusion polieeriing the sure ” (6). 
old (6). 23. Turn to for a popular 


29. Chink not necessarily 


, 6). 
Asiatic (8). appeal ( 
30. Can follow shelter legs (o): 26. Knobs on his nibs (5). 
31. Diversion in dressing (8). 27. A fine fat 10 (5). 


The Index and title-page to Vol. II, 1940, which was 
completed with the issue of Dec. 28, is now ready. A copy 
will be sent gratis to subscribers on receipt of a postcard 
addressed to the Manager of THE LANCET, 7, Adam 
Street, Adelphi. W.C.4. Subscribers who have not ‘already 
indicated their desire to receive indexes regularly as 


published should do so now.. 
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THE NEUROLOGICAL APPROACH TO - 
MENTAL DISORDER * 


By C. P. Symonps, D.M. Oxfd, F.R.C.P. 


GROUP CAPTAIN R.A.F. (V.R.); PHYSICIAN FOR NERVOUS DISEASES, 
GUY’S HOSPITAL; PHYSICIAN TO OUTPATIENTS, NATIONAL 
' HOSPITAL, QUEEN SQUARE '’ 


TuHat there is an approach to the study of mental 
function by way of neurology would, I suppose, be denied 
by no-one prepared to admit that brain is the organ of 
mind. ‘By implication the brain contains what Hugh- 
lings Jackson called the anatomical substrata of mental 
processes. This does not mean that what may appear 
as mental disordér must be due to disease of the brain. 
We know that the kidney is the organ of urinary secre- 
tion, without which there is no urine, just as without the 
brain there is no mind, but abnormalities in the quantity 
or constituents of the urine do not always mean that the 
kidney is diseased. It is legitimate hypothesis to 
suppose that between the anatomical substrata of 
consciousness, and consciousness itself, there is functional 
correlation. 

Neurophysiology has grown from infancy to full 
stature within the life times of Hughlings Jackson and 
Sherrington. . Jackson deduced from observation in 
- cases of nervous disease rules which have been of in- 

calculable value for physiological research. Sherrington 
and his followers have built knowledge of function level 
-by level, on Jacksonian principles reaching up towards 
those at which functional activity is associated with 
consciousness. That gap between psychology and phy- 
siology is still so wide that it is beyond imagination to 
pass it. Yet physiological experiment has confirmed 
Jackson‘s view that the nervous system from first to last 
is a sensori-motor arrangement, in which, at higher 
levels, there is re-representation in ever-increasing com- 
lexity of all parts and functions already represented. 
Bi iology has shown, too, that much response may be 
unseen. Inhibition is as important as excitation, and 
it follows, in Sherrington’s phrase, that to refrain from 
an act is no less an act than to commit one. 

The variability of function at forebrain level is be- 
wildering. Even in the excitable motor cortex, where 
functional pattern is relatively stable, stimulation of a 
point may determine, now flexion, now extension of the 
same digit. Which will happen depends upon what has 
just happened, not only at this point, but in the sensory 
cortex behind it. | 

The neurologist conceives the nervous system, even 
at forebrain level of complexity, as governed by the 


principles obtaining at spinal segmental level. There 


the rule is afferent impulse and response by excitation, 


or inhibition ; but even at the spinal level subliminal 
excitation and inhibition, unseen but legitimately 
‘inferred, determine complex variety of response. Long 
circuiting at the higher levels allows more and more 
opportunity for delayed reaction, and so for the interplay 
of impulses seemingly remote in space and time. With 
such evidence before him the neurologist approaches the 
study of mental disorder prepared for what indeed he 
finds—no fixed clinical syndromes but types of reaction 
roughly and arbitrarily defined, with, in the individual 
patient, inexplicable vagaries of response. 


CONTROL OF MICTURITION 


Whether neural activities are associated with con- 
sciousness is not the neurologist’s prime concern, but he 
can observe at what levels of reflex activity conscious- 
ness becomes active. The control of micturition offers 
anexample. Left to itself the bladder would (and does, 
when separated from the brain) evacuate its contents 
automatically from time to time. When its nervous 
connexions are intact, and while it contains low or 
moderate volumes of urine restraint is unconscious. At 
higher volumes restraint is initiated by conscious 


* Being a résumé of the presidential address to the Section of 
Psychiatry of the Royal Society of Medicine delivered on Feb. 25. 
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activity but is maintained thereafter at unconscious 
level. Restraint though unconscious can be removed 
at any moment by conscious activity. Here it seems are 
phenomena which might have been described in terms of 
psychological theory: conflict at an unconscious level, 
repression, suppression, and, through emergence into 
consciousness, catharsis. . 

As with all high level activities, individual experience ` 
determines the final pattern of behaviour. The infant 
learns to exercise control by adult rule, and there is 
& stage at which it seems that brain and mind are for 
the moment largely absorbed with this activity. In the 
adult control is automatic and unconscious. Yet in the 
adult when higher cerebral levels are for the time being 
out of action we may observe behaviour that in no way 
differs from the infant’s. In a man after head injury, 
showing no evidence of consciousness except response 
to painful stimulus, fidgety movements are an indication 
to the nurse to apply the urinal. For the moment again 
almost all the brain there is seems to be used for this 
act; how much mind is another question. | 

In circumstances depending upon individual experi- 
ence willed inhibition may again be inhibited. One 
subject of experiment was quite unable at any time to 
increase bladder contraction at will, being unused to 
performing the act of micturition in the presence of 
others. Here there is a factor depending upon experience 
probably forgotten. I should prefer not to speak of 
unconscious experience; unconscious activity for the 
neurologist. means physiological activity and no more. 
Unconscious cerebral function has meaning, uncon- 
scious mind has literally none. But that conscious 
experience may be forgotten and yet have left its imprint 
on pattern of behaviour makes sense. At what level or - 
levels, physiologically, or even anatomically speaking, 
consciousness may appear is a problem unsolved, but it 
seems possible that activity as low as thalamic level may. 
be attended by crude sensation. 

The psychologist may ask whether the neurologist from 
his study of micturition has anything of practical value 
to offer to the investigation and treatment of disordered 
function. He will probably admit the neurologist 
contributes something if the disorder be ‘“‘ organic,” 
but may deny it if ‘‘ functional.” Functional for some 
means disorder of a kind which has never been proved 
due to demonstrable lesion ; for others it means mentally 
as opposed to physically caused. Neither distinction 
is wholly valid. Disordered function not yet traced to 
demonstrable lesion may be so traced tomorrow. We 
have no right to speak of mental or physical causes ; we 
can at most say that certain causes operate at levels of 
neural integration usually attended by consciousness, 
others not. _ 

Another meaning sometimes given to these terms has 
more validity—disorder of the function is reversible, 
organic disorder is not. But it would be better to say 
so, implying in each instance physical change. Physio- 
genic and psychogenic are terms which have better value 
as indicating factors in causation to be described re- 
spectively in terms of physiology and psychology, but 
all cerebral activity, whether conscious or unconscious, 
must have its physical basis. 

The neurologist can apply physiological principle to 
nocturnal enuresis, for example. If, as commonly, the 
story is that of adequate but unsuccessful attempts at 
training, it is reasonable to suppose defect of unconscious 
inhibition—a constitutional or congenital flaw in the 
mechanism. In some cases associated defect in fusion 
of the vertebral arch strongly suggests this. But 
conscious inhibition can reinforce that which is un- 
conscious,’ and, with repeated exercise, become uncon- 
scious too; there is therefore much in reserve. The 
instruction to the child is to see how many times in the 
day he can say ‘‘ No ” to his bladder, with the promise 
that this practice will eventually ensure no emptying 
without a conscious ‘‘ Yes.” This does not imply 
neglect of other factors, physiogenic or psychogenic. 
Too full a bladder at bed time may be important, also 
laziness and defeatism. This naively simple approach 
would not deserve mention were it not that its success 
is equal I believe to the more tortuous methods of the 
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analytic psychologist. Physiological hypothesis also 
allows the patient a ‘‘ something wrong” which is 
objective. 
he has a target at which to aim. 


THB STRUCTURAL BASIS 

The neurologist’s question is ‘‘ What is wrong with 
the works ?” Often enough the examination will be 
negative, sometimes no doubt because we know not 
what to look for. The extensor plantar response was 
discovered half a century ago. How many persons with 
disseminated sclerosis before that era might have been, 
and doubtless were, dubbed ‘‘ functional ” ? 
-~ It is true that attempts at localisation at the higher 
levels of cerebral function have yet contributed little to 
the understanding of mental disorder. A man deprived 
of one frontal or one temporal lobe may show little 
alteration of mental function. It would seem as though 
at these levels, so vital for competitive existence nature 
has generously provided reserve. The neurologist 
approaches his clinical problems with two other questions 
prominent in his mind. ‘‘ Where is the trouble ? ” and 
‘“ What is its cause?’’ Symptom and sign depend 
rather upon localisation than on pathology. A right- 
sided weakness with extensor plantar response and 
aphasia may for example be due to vascular lesion or 
tumour ; or on the other hand to reversible disorder, 
migraine or post-epileptic phase. The clinical signs are 
‘the same. The neurologist thus approaches mental 
disorder ready to accept the occurrence of a particular 
and complex clinical syndrome from quite different 
causes, the pattern being determined by the level at 
which disorder has occurred. He will not be surprised 
therefore when he encounters a state of mental depression 
directly following in one case bereavement, in another 
a head injury. 
as CENTRAL PAIN — 
.. Foremost in the symptomatology of all disease is dis- 
agreeable sensation. Pain arising from central nervous 
_ disorder is a phenomenon worth scrutiny, for example, the 
thalamic syndrome, causalgia, and the phantom limb. 

The thalamic syndrome is the most striking instance 


of disagreeable sensations caused by central lesion.’ 


_These sensations are continuous and are usually described 

in terms which have vague resemblance to normal 
sensation, though the sufferer can distinguish well 
enough between the varieties of his own sensations, 
which are.for him specific. Associated with these spon- 
taneous sensations there is always some degree of impair- 
ment for normal sensation in the affected parts—a 
raised threshold. But stimulus which surmounts this 
threshold (for example wide stroking contact) causes 
sensation which is intensely painful, radiates far beyond 
the area stimulated and persists abnormally long. It 
has been suggested that in the thalamus is localised the 
function of crude sensation, and that the abnormalities 
described are release phenomena in the Jacksonian sense. 

In causalgia the origin is incomplete lesion of sensory 
nerve, usually median or posterior tibial. It is charac- 
terised by burning pain referred to the appropriate dis- 
tribution, and over-reaction to effective stimulus of the 
same kind seen in thalamic lesions. If the individual is 
of sensitive type, and especially if pain has persisted long 
and has disturbed sleep, section of the sensory nerve 
above the lesion, though it abolishes sensation, may fail 
to, alter quality, distribution, and intensity of spon- 
taneous pain. Intense and continued stimulation from 
the periphery has caused disorder in the mechanism of 
sensation at higher levels, which persists even when the 
stimulus is removed. Success in the treatment of 
causalgia depends as much upon the re-establishment of 
normal feeling-tone at the one end, as upon removal of 
irritant scar at the other. In many cases sedatives, 
hypnotics, occupation, and re-education in the larger 
sense will effect cure. But after—sometimes long after 
—recovery, disturbance of feeling-tone may be associated 
with return of pain. 

A man with a posterior tibial:nerve injury developed 
causalgia, from which, after some months, he completely 
recovered. After he had been free from ,pain for several 
months he reported momentary recurrence on two occasions. 
On the first he was driving his car fast when a wagon emerged 
suddenly from a field gate. He swerved and avoided accident 
-by a hairs breadth; on the second he was rock-climbing, 
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missed a hand hold and for the moment thought he would 


‘fall. On each occasion his pain, though transient, was 


characteristic in quality and distribution. 


The painful phantom limb, I believe, most commonly 
follows amputation, by trauma, or by operation in 
emergency conducted with less delicate handling of the 
nerve trunks than is usually possible. : 


A woman of 40 had an amputation through left mid-thigh 
for sarcoma of the femur. Immediately afterwards she felt 
the painful phantom in a position of flexion at the knee. 
This appeared to be maintained by tonic muscular spasm, 
which was itself painful. At first when she sat up in bed the 
flexed phantom would appear to hang downwards as if 
through the bed. Two operations were performed for relief 
of pain—resection of stump of sciatic nerve, and subsequently 
resection of anterior crural. Neither made any difference 
to the pain, but on each occasion there was some change of 
posture in the phantom; this ultimately gave way to the 
original posture which persists. I have seen another case of 
painful phantom following lower limb amputation, in which 
secondary deposit ultimately caused compression of the spinal 
eord with total loss of movement and sensation from the 
axille down, and yet the painful phantom persisted 
unchanged except for transient alteration of posture. 


Here then are examples of profound and persistent 
disturbance of feeling-tone dependent upon central 
nervous disorder. In the first instance—that of the 
thalamic syndrome—the cause is demonstrable, a struc- 
tural lesion at, or near, the level of feeling. Causalgia 
and phantom limb we cannot explain in terms of 
any known pathology. We must assume that physio- 
logical stimuli, of normal kind but excessive degree or 
duration, may result in persistent disturbance of function 
at higher levels. This disturbance may be manifest in 
spontaneous pain alone (phantom limb), or in spon- 
taneous pain together with an excessive response to 
appropriate peripheral stimuli (causalgia). There is 
legitimate comparison here with phenomena described 
as psychogenic. As the result of excessive psycholo- 
gical stimulus—for example, terror—a state of fear may 
persist long after cause for fear is removed, and in this 
state there may be over-reaction to appropriate stimuli 
from without. Such persistent disturbance of feeling- 
tone is most likely to occur in the sensitive type of indi- 
vidual who is also liable to causalgia. We may carry 
comparison a stage further: a persistent state of fear 
may sometimes result not from psychological stimulus, 
but from cerebral trauma or softening ; here a feeling- 
tone disorder, of psychogenic type, is caused by central 
lesion, comparable with the disorder of physiological 
type caused by a lesion of the thalamus. 


AFFECTIVE DISORDER 


Discussion of feeling-tone leads to the neurological 
aspect of what is known as the affective disorder though 
I do not like this term. But I agree with Mapother and 
Lewis (1937) in including in it all mental disorder, major or 
minor, in which disturbance of feeling-tone is persistently 
the central feature—at the one end of the scale all that 
bas been called manic-depressive insanity and involu- 
tional melancholia; and at the other end states of 
depression and anxiety, or fear, commonly called 
neurotic or psychoneurotic. They state that ‘‘ the dis- 
tinction between neuroses and psychoses is at times 
convenient but without substance.” Ross (1935), on the 
contrary, in his Morison lectures, insists on the import- 
ance of absolute distinction between psychosis and 
neurosis, and admits no difficulty. I have no objection 
to distinguishing between neurosis and psychosis for 
practical purposes of classification, so long as these are 
not allowed to obscure scientific classification. Of the 
essential unity between the most severe and mildest 
degrees of the affective disorder I have no doubt. It is 
not very difficult to find a patient in a state of affective 
disorder with marked diurnal fluctuation of degree. In 
the morning he may show all or most of the features 
called psychotic: in the evening features which by the 
same standards must be called neurotic. Is he suffering 
from two separate diseases one in the morning the other 
in the evening? Such assumption would be absurd. 

Disorder of fecling-tone is most obviously manifest 
in change of mood—depression, fear, anger, elation, and 
occasional specificity of disagreeable feeling. Depression 
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may include a sense of guilt “ as if I had committed a 
crime, although I know I have done nothing of the sort.” 
Fear may be specific in the shape of phobias. 

On the somatic side there are often general malaise— 
described. as resembling the experience of infective 
illness—and sensations of fatigue identical with those 
which we all sometimes experience. They may be 
sensations of mental or of physical fatigue. 
consider the affective disorder as a disturbance of 
function at the level of feeling, thesé symptoms are no 


more remarkable than the complaint of the patient with. 


a thalamic lesion that he feels his finger tips being crushed. 
Both, as the result of central disturbance, have specific, 
though different, sensations of discomfort. Disorders 


of special sensation are commonly recognised in the 


psychotic cases, highly compounded, as hallucinations. 
Giddiness is described as a continuous sense of insecurity 
or disturbed balance. This sensation of dysequilibrium 
‘differs in no respect from that sometimes encountered 
in labyrinthine disease. If we are prepared to regard 
the affective disorder as a central disturbance of feeling, 
we need be no more surprised at the occurrence of dys- 
equilibrium than any other dysesthesia. We shall at 
the same time be spared the attempt to explain such 
feeling as a symbolic fear of moral falling. Disagreeable 
sensations referred to the viscera also are common 
without any corresponding disturbance of ‘visceral 
function (sense of palpitation, for example, without 
alteration of cardiac rate or rhythm). There is the 
loss of feeligg of well-being and confidence, loss of 
affection for others, loss of feeling of reality in self and 
surroundings, loss of feeling for smells and tastes, loss 
of sexual feeling, and of the natural ‘“ calls ’’ to micturi- 
tion and defecation. I would not quote these common- 
places except to emphasise warrant for the assumption, 
that the affective disorder corresponds so far with 
neurological conception of disorder at level of feeling-tone. 


With the affective disturbance. there is commonly. 


associated disorder of function throughout the sphere 
of activity directed by the vegetative nervous centres— 
sleep disorder, altered metabolism, tachycardia, 
abnormalities of secretion and motility in stomach and 
gut, alteration in sweat, and body odour, nutritional 
changes in skin, hair and nails. We have, I believe, no 
ground for assuming that these changes are secondary’ 
to the symptoms of feeling disorder. They are associated 
with them, however, so frequently that it seems that the 
disorder of nervous function includes that of vegetative 
control as well as feeling-tone. 
us when we consider how closely associated are these 
functions in health. Sleep is controlled by a compact 
and localised mechanism in the hypothalamus. When 
this is disturbed sleep is disordered. In many cases of 
affective neurosis disturbances of vegetative function 
may predominate; and in others somatic or visceral 
dysesthesie. The leading symptom may be sleep dis- 
order, dyspepsia, fatigue, giddiness or headache, with 
mood disturbance in the background. Hence the 
patient’s common complaint of headache, with the 
observation that his headache makes him feel depressed. 
The interpretation of the psychologist is often the reverse, 
that his depression is causing the headache. I believe 
the truth to be that headache and depression are 
associated symptoms of the affective disorder. 


PSYCHOSIS AND NEUROSIS 


What is’ adequate cause for affective reaction of 
specific kind and degree ? How long and in what degree 
should a man feel sadness after bereavement, or fear after 
narrow escape from bomb explosion ? Questions of this 
kind can hardly be answered. All we can say, in an 
individual case, is that considering all the circumstances, 
physiological as well as psychological, the affective 
reaction is more, or less, severe and persistent than we 
should have expected in the ‘‘ average ’’ person. Unduly 
persistent duration of affective disturbance, in relation 
to other factors, provides the most conclusive evidence 
of central disorder. We should include as evidence of 
such disorder visceral disturbance—for example tachy- 
cardia—as well as subjective statement of feeling. 


War experiences provide many examples of the diffi- 


culty of distinguishing between pathological and normal. 
If a man, after being knocked over by a bomb without 
bodily injury, recovers from the affective disturbance 


If we 


This should not surprise 
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within a few days, we may regard this as affective dis- 
turbance within normal limits ; if it persists for longer 
than a week.we might consider him suffering from affective 
neurosis. The longer the duration the more likely it is that 
he will prove to have been a person of the sensitive type, 
in whom there was always a tendency for feeling-tone, 
together with its associated visceral manifestations, to 
be more easily roused, to rise to greater intensity, and to: 
persist longer than in most people. | 

Curran concludes that there is no sharp division 
between affective neurosis and psychosis. Rogerson(1940) 
argues that the neurosis is not only precipitated by real 
situations but kept going by the ‘‘ preoccupations of the 


‘patient, themselves related in a proper manner on the 


one hand to external reality, and on the other to his 
instinctive strivings.’’ The psychosis on the contrary, 
whether precipitated or not by external situation, has, 
momentum of its own. This distinction implies ability 
to discriminate between central and peripheral quota 
of causes, to decide whether sadness is responsible for 
sad thoughts or sad thoughts for sadness. It is true that, 
at the most severe end of the scale, the person who is so 
completely absorbed in his misery as to be inaccessible 
is presumably anesthetic to external happenings of a: 
kind which might cause affective reaction, and it may be- 
assumed therefore that the affective disorder is inde- 
pendent of outside stimulus. But in the less severe 
degree of the disorder there seem to be two: elements : 
spontaneous pain (sadness which in itself tends towards 
appropriate preoccupations) and a lowered threshold 
for certain kinds of stimulus, with abnormal intensity 
and persistence of reaction when roused. External 
happenings are more or less effective in determining 
fluctuations of the illness, depending upon a number of 
factors, some of which are centrally determined. We 
might roughly compare causalgia. 7 

I believe it true that in the milder degree of ‘the 
affective disorder preoccupations will always be dis- 
coverable which are the product of central disorder and 
external stimulus in varying degree. It is common 
to find the patient depressed and anxious over real 
difficulties. Often these same difficulties have existed 
before the illness, but the patient did not become depressed 
or anxious over them until he became ill. i Sa 

Rogerson’s distinction is useful, however, in its impli-- 
cation of therapeutic possibility. There are patients 
with mild affective disorder, who, though they are not: 
normal (and know it), when things go well for them may 
pass for normal to the outside world, But if things do 
not go so well they develop symptoms which in Rogerson’s 
apt phrase “ are as it were a running commentary upon 
this failure.” Here is opportunity for psychotherapy to 
develop an improved technique of living, and so to 
remove symptoms. A further practical distinction is 
that proffered by Adolf Meyer, for mental disorder in 
general, between holergasia and merergasia—a difference 
in degree between illness involving the whole person, and 
illness leaving some part of the personality free. In the. 
merergasia we see not only the illness, but the patient’s 
attempt, in terms of what he has left, to react to it. 
Hencé there is variety in the clinical picture of the — 
merergasias as great as the numbers of patients. ` This 
superficial variety in the merergasias (affective neuroses) 
has hindered some psychiatrists from seeing the funda- 
mental unity with the holergasias (affective psychoses). 
In the whole-reactions there is nothing to be seen except 
the illness ; in the part-reactions, form is variable and 
outline hazy, depending upon, and altering with, environ- 
ment. This distinction is also true of pain in general. If 
pain is maximal and all-absorbing the clinical picture is 
little subject to variability, and the converse also is true. 


CAUSES AND TREATMENT 


Apart from heredity little is known of the cause of 
the affective disorder. Precipitating causes may be. 
various: emotional disturbance, infective or toxic 
illness, fatigue, or head injury. The -neurologist is 
accustomed to different causes operating at the same’. 
level producing the same symptoms. Absence, in many’ 
cases, of apparent cause is remarkable, and I suspect this 
is equally true of neurosis and psychosis though harder 
to prove in the neurotic who tends to rationalise 'his 
illness. There is generally some cause for depression or 
fear, or even for elation, in the background of a man’s 
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mind. The neurotic, once he becomes ill, becomes pre- 
. occupied with whatever memory suits his mood, and is 
easily convinced that the preoccupation is causal. 

Time may be an etiological factor. We have reason 
to conclude from Pavlov’s experiments that each minute 
of the 24 hour cycle has its own physiological value : how 
else could the dog be conditioned to salivate at a fixed 
time ? May not each minute of the life-cycle also have 
value to determine balance, and direction, of excitation 
and inhibition, and so precipitate a phase of illness. 
The affective disorder can persist so long and yet be so 
completely reversible that there can be no structural 
alteration. It is possible, if not probable, that there is 
a cause outside the brain itself—physical or chemical. 
It seems that in certain persons once the points are set 
in a particular direction ‘there they stick till something 
happens—usually it would appear the passage of time. 
What is that something which can reverse the points ? 
Probably chance combination of countless happenings. 
Is there any short cut to cure of this illness, and, if not, 
what treatment is there ? Many will reply, that for the 
psychotic there is no short cut, and for the neurotic 
psychotherapy will effect cure. I believe neither of 
these statements to be true. As Curran and others have 
stated, this illness, whether of psychotic or neurotic 
degree, in most cases tends to recover in its own time. 
- I do not imply that psychotherapy is useless, far from 
it (though certain forms of psychotherapy I am sure do 
harm). Psychotherapy can help the affective neurotic 
to make the best of his illness while it lasts, and it must 
. be remembered that it may last all his life. This may 
save him from suicide ; it may save him from losing his 
employment; it may make a great deal of difference 
to the happiness of those around him; it may sometimes 
help him to avoid recurrence, by acquiring a better 
technique of living. Sometimes, but I think rarely, 
psychiatry may short-circuit the illness, equally in cases 
of neurotic and psychotic degree—by continuous narcosis 
or convulsive therapy, for example. 

I do not seek to belittle the contribution to psycho- 
pathology of Freud and his followers. It has shown the 
meaning of individual symptoms, and proved in certain 
instances the importance of forgotten experience and un- 
recognised cravings in contribution to emotional unrest. 
But my impression is that the analytic method has 
been responsible for as much ha as good in the 
treatment of affective disorder. It was in one sense 
unfortunate that the Freudian method of approach 
scored such an immediate success in the interpretation 
of hysteria. This led to the false assumption that 

. because hysteria was a neurosis, and because the origin 
of hysteria was ‘“ unconscious ’’ motivation, all other 
neuroses had similar origin. I have no doubt that a 
hysterical reaction is more often associated with, I 
would say secondary to, affective neurosis, than it is to 
a broken leg, and that it is very often defensive. The 
man with a broken leg has something to show as evidence 
of disability. The person with affective neurosis may 
feel so ill that he cannot cope with work or responsi- 
bilities, and has nothing to show. 

If the true nature and measure of the disability in 
affective neurosis are disregarded hystericalsymptoms may 
be engendered. Ihave seen hysterical disability in cases 
- of affective neurosis which I believe has been engendered, 
not by simple disregard, but by misguided psychotherapy. 


MEDICAL PSYCHOLOGY 


Between neurology and psychiatry, or perhaps more. 
truly in another part of the field altogether, there has 
appeared, during the last quarter of a century, a separate 
‘ edifice, called medical psychology. The medical psycho- 
logist asserts that for this purpose of diagnosing and 
treating neurosis training in psychiatry is unnecessary 
because the business of the psychiatrists is the diagnosis 
and treatment of the psychoses and there is no connexion 
between neurosis and psychosis. His attitude is just 
as much deserving of criticism as would be that of the 
specialist in tuberculosis, if he were to state that he would 
confine himself only to the diagnosis and treatment of 
cases in which one lung was involved, and that if both 
lungs were involved, that was a matter for another 
specialist with two-lung training. The medical psycho- 
logist may be prepared to admit that all mental activity 
has its physical basis, and that brain is the organ of mind, 


Ay Dos propositions are for him of theoretical value 
only. 
in such argument, with reference to the affective dis- 
orders. Another example is offered by the neurosis 
following head injury. The patient’s adjustments to 
inner need and external stimulus are faulty. How far 
is this due to inherited disposition, training, experience, 
present needs and difficulties ; how far to the nature and 
situation of cerebral damage? Is the cerebral injury 
reversible or irreversible ? If there is headache, how much 
is due to meningeal adhesion, alterations in the cerebro- 
spinal fluid pressure or circulation, or disordered 
cortical rhythm ? How much to fear,.depression, or 
defeatism arising from difficulty in coping with the 
situation as a whole? If there is insomnia how much is 
due to anxiety, how much to hypothalamic damage ? 
The answers to some of these questions are impossible 
without neurological training, and that unless they are 
all answered diagnosis and treatment must be at fault. 
Success in treatment must depend much more upon 
the personality of the physician than the method 
employed. But medical psychologists—at least some 
of them—are modest people ; it is not we, they say, who 
are successful because of our particular qualities of 
sympathy, wisdom, candour, and courage, it is the 
technique we employ. The truth is, I think, that there 
is no justification whatever for psychotherapy as a 
special branch of medicine. There will always be some 
outstanding psychotherapists in the profession. They 
may be psychiatrists, neurologists, gynecologists, specia- 
lists in any branch, or general practitioners. A valuable 
contribution of Freud and his followers has been their 
insistence upon the necessity for full examination. It 
is just as important that the doctor should learn to strip 
the mind bare as the body with as little embarrassment, 
and with as much respect for human dignity and feeling. 
With the aid of personal experience and a few funda- 
mental principles to guide him, any man who has the 
qualities of a good doctor can become a sound psycho- 


therapist. 
NEURO-PSYCHIATRY 

How far, and how long, psychology will maintain its 
claim to be a separate branch of medicine will depend 
upon the readiness of neurologists and psychiatrists in 
this country to acknowledge that, as brain really is the 
organ of mind, their subject is one and indivisible, and 
that they have common interest and duty in the field 
of the neuroses. Welcome signs are the intention to 
establish wards for organic nervous disease as an integral 
part of the Maudsley Hospital, and to incorporate a unit 
for'the study of mental disorder at the National Hospital, 
Queen Square. The need for unity has also been 
recognised for some time on the psychiatric side by the 


inclusion of neurological experience in the requirements. 


for the diploma of psychological medicine, and of papers 
and clinical examinations conducted by neurologists. 
An aspirant to consulting status in neurology should 
hold a resident appointment for a year in a teaching 
hospital for mental disorders, and the psychiatrist should 


have held a similar appointment at a neurological . 


hospital. The title and syllabus’ for the diploma of 
peyoholoeical medicine might well be revised. It should 

e called a diploma of neuropsychiatry, and the require- 
ment of neurology should be increased on the clinical 
side. It should then be an essential qualification for 
hospital staff appointment, no less for neurologist than 
psychiatrist. 

Looking to the past I believe that neurology and 
psychiatry in this country were kept apart at first, because 
the neurologist was interested in morbid anatomy, and 
the psychiatrist in the care of the insane. At the 
beginning of the present century they were coming 
together when the psycho-analytic wave widened the gap. 
At present the gap is narrower than it has ever been. 
The fruits of recent research and experiment have 
emphasised common interest, for example the work of 
Bard and others on hypothalamic function, the contribu- 
tion of the biochemists to the understanding of brain 
metabolism, the study of cortical rhythm by the electro- 
encephalogram, the lessons of continuous narcosis and 
convulsive therapy. Looking to the future I believe 
that the merging of the two specialties into one is, not 
only desirable, but inevitable. as 
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FOR some years past the old carron-oil treatment of ' 


burns has been more or less discarded in favour of tannic 
acid, as advocated by Davidson in 1925. At a recent 
discussion at the. Royal Society of Medicine! McIndoe 
showed that the tan produced over burnt areas by tannic 
acid is too tough and impervious and that pus tends to 
_accumulate beneath the membrane. He also showed 
that bad end-results are obtained by this method, with 


contractions and deformities, especially in the case of: 


burns of the hands. At the same meeting Bunyan 
described satisfactory results obtained by continuous 
immersion of the burnt areas in saline plus active 
hypochlorite in transparent bags. It should be re- 
membered, however, that tannic-acid treatment was 
introduced for the purpose of sealing off the burnt areas 
by coagulating the serous effusion, and to stop the 
dangerous loss of serum flowing out from their surfaces. 
By continuous immersion in saline baths, one would 
imagine, loss of serum will be increased rather than 
retarded, so that when the burnt surface is large this 
method would seem to be contra-indicated, at any rate 
until the serous effusion has ceased. Moreover, if the 
hands are immersed too much in water the skin is liable 
to become sodden and later chapped. We suggest that 
there is one type of application which will check any 
dangerous loss of serum and at the same time will keep 
the tissues supple and counteract the possible bad effects 
of continuous immersion. This is an animal or vegetable 
oil. Oil should act in the same way as tannic acid, since 
it forms an insoluble film by a physico-chemical 
coagulation where it meets an albuminous fluid. It is 
likely, however, that this film will not have the dis- 
advantage of being too tough and impervious. 


INTERFACIAL FILMS 


Assuming that the primary aim of a burn dressing 
is to seal damaged tissues its coagulant action is funda- 
mental. It is clear that the origin and physico-chemical 
behaviour of the coagulating systems are not appreci- 
ated by doctors. Thus, commenting on the use of crude 
cod-liver oil Mitchener (1935) observes: ‘‘ It is difficult 
to see, however, how this oil can achieve better results 
in the prevention of collapse than any other greasy 
preparation, for it has no coagulant action.” The 
present communication is an attempt to define the 
underlying principles from the standpoint of modern 
physical chemistry and plead for further investigation. 
The problem concerns interfacial films, and in particular 
films at liquid/liquid interfaces. As long ago as 1838 
Ascherson read a paper before the Paris Academy of 
Sciences (Ascherson 1840), in which he revealed an 
extraordinary premonition of modern views on this 
subject. | 

“ Imagine within a coagulable liquid—e.g., liquid albumin— 
a drop of oil, and assume that the albumin for some reason 
coagulates at the surface of contact: then a spherical vesicle 
will necessarily form round this nucleus, which, once formed, 
can easily alter its content by exosmosis or endosmosis. .. . 
To confirm this theory by experiment I endeavoured to find 
some means of actually producing the assumed coagulation 
of the albumin, and, with a pleasure which will be readily 
understood, I made the important discovery : that coagula- 
tion in the form of a membrane occurs inevitably and in- 
stantaneously when albumin comes into contact with liquid 
fat, and that consequently an oil drop cannot be surrounded 


1. See Lancet, 1940, 2, 621. 
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form distinct interfacial 


washing out the alcohol with water. 


even for a moment by an albuminous liquid without a vesi- 
cular membrane or a cell forming round it. For the sake of 
brevity I shall call the property of forming membranes hymeno- 
gony, and the membranes thus formed haptogen membranes.”’ 


This phenomenon is illustrated in fig. 1. The interface 
is that between olive oil and a 1% aqueous solution of 
egg albumin. In recent years such interfacial mem- 
branes have been extensively studied with results sum- 
marised by one of us (Clayton 1935). Ascherson came 
to the same conclusion as is held today when he wrote. 
that he regarded ‘‘ hymenogony as a physical property, 
as a kind of capillary 
condensation which pro- 
ceeds at the surface of 
heterogeneous liquids in 
contact.” Not only 
proteins but many other 
hydrophilic colloids such 
as saponin, gums, Irish 
moss, bile salts and soaps 


membranes when their 
aqueous solutions come 
into contact with oil. 
The speed of formation 
of the membranes and 
the strength of the films 
depend on the system in- 
vestigated. Membranes - 
formed by mineral oils 
behave quite differently 
from those due to 
glyceridic oils. 

en serum comes 
into contactwith aqueous 
tannic acid mutual 
coagulation between 
serum proteins and 
tamnic acid occurs. 
Stocks (1917) mentions 
that the amount of tannic 
acid precipitated by 1 
part of gelatin varies 
from 091 to 3 25 parts, 
according to the concen- 
tration of the solutions ade: 
and the time. There is a suggestion that the age of the 
tannic-acid solution affects the quantitative ratio of the 
mutually coagulating materials. | 

That there might be a distinct difference between the 
characteristics of interfacial oil/protein membranes and 
tannic-acid/protein membranes seems reasonable since 
the latter are entirely hydrophilic in make-up, while the 
former are dual in make-up, hydrophobic and hydro- 
philic. One of the remarkable features of animal’ cell 
walls, considered as living membranes, is that they 
permit the passage of both water-soluble and fat-soluble 
substances to nourish the cell. Various theories have 
been advanced to explain this apparently paradoxical 
fact, the most notable being that of Clowes (1916) who 
suggested that living membranes resembled emulsions 
near their inversion point, where the delicate balance 
between oil-in-water and water-in-oil emulsions exhibits 
differential permeability to monovalent and divalent 
cations. 

The problem of forming, for laboratory study, a mem- 
brane which would afford continuous though irregular 
paths for migration of both water-soluble and fat- 
soluble substances was solved by Holmes (1939). He 
dissolved 1% of lecithin, oleic acid, stearic acid, choles- 
terol, lecithin+ cholesterol (ratio 5:1), or rosin in 
common collodion solutions of cellulose nitrate, evaporat- 
ing the ether as the solution was swirled in a flask and 
Good membranes 
of double permeability were thus prepared. 

We believe that in the treatment of burns the mem- 
branes formed by the presence of oil will prove superior 
to those purely hydrophilic membranes induced by tannic 
acid. We recognise, however, that laboratory investiga- 
tions are needed to decide whether mono- or duo-per- — 
meability of the film is desirable and whether adsorption 
of toxic materials varies according to the nature of the 
film. Since the protein/tannic coagulum involves 
stoichiometric, or possibly adsorption, relationship, the 


L2 


Fic. 1—Interface: olive oil/aqueous 
egg albumin. Showing the for- 
mation of a film coagulum where 


protein and oil meet. 
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product may not possess much capacity to adsorb toxic 
materials from burns, whereas the purely physico- 
chemical film formed by contact of protein and oil, 
devoid of any stoichiometric relationship, may not only 
drain better but adsorb better. True, the problem has 
still to be examined qualitatively and quantitatively in 
the laboratory, but to a colloid chemist the return to oil 
treatment for burns is rational. ` 

Even so elementary a question as the most effective 
concentration for the tannic-acid solution is not settled 
‘in medical literature. Some authorities recommend 
25%, others from 5 to 10% and even 20% (Heggie and 
Heggie 1940). The extent of penetration into damaged 
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tissues by aqueous tannic acid would be expected to depend. 


on the concentration of the solution employed. The 
weaker the solution the deeper, probably, will be the pene- 
tration, while concentrated solutions would no doubt 
lead to more rapid and superficial coagulation. A study 
is required here of the interfacial tension as affected by the 
concentration of tannic-acid solution coming into contact 
with the liquid from the burned area; an optimum con- 


centration would probably be revealed. At the same 


time the rate of development of the coagulum, its 
strength, its flexibility and its drainage possibilities 
could be correlated with the interfacial tension measure- 
ments. Once the identity of burn toxic agent is known 
its adsorption by the coagulum could be quantitatively 
followed. 
COD-LIVER OIL 

Our knowledge of the physical chemistry of protein/oil 
interfacial membranes is more complete and recently 
much has been reported ‘concerning cod-liver oil in this 
respect. Cod-liver oil has long been used by fishermen 
for the treatmént of wounds and skin lesions. In 1885 
Shoemaker reported that the oil was absorbed by the 
tissues. In 1922 according to Heald (1936) cod-liver 
oil was used at the Royal Free Hospital for injuries, 
burns and infected wounds with considerable success. 
Later work has shown the value of this oil in tissue- 
culture studies. 

Lohr (1934a and b) has reported treatment of extensive 
first, second and third degree burns embracing nearly 
1000 cases. He states that: 


The cod-liver oil treatment of burns does not influence 
primary shock but is remarkably effective in controlling the 
secondary infection of large areas. A rapid cleansing of the 
wound follows its application, and epithelialisation is stimu- 
lated to a degree not seen in any other form of treatment. 
It has been used in the closed method of treatment with a 
plaster-of-paris cast. Third degree burns of the extremities 
are treated by enfolding in sterile towels thickly covered with 
cod-liver oil salve. After a few days a cast may be applied, 
especially when contractions of the joints are feared. 


In his treatment of over 100 cases of second and third 
_ degree burns Löhr did not once resort to skin transplanta- 
tion. He also found that bacteria ordinarily encoun- 
tered in infected wounds—streptococci, staphylococci 
and Bacillus coli—perish when introduced into cod-liver 
oil. The oil permeates the tissues and causes a rapid 
liquefaction of the necrotic tissues, followed by a power- 
ful stimulation of the growth, which affects all tissues 


including the epithelium. The excellent results of Lohr . 


by use of cod-liver oil ointment have been substantiated 
by Steel (1935), using liquid cod-liver oil. Lint heavily 
soaked in cod-liver oil was applied widely over the part 
to be treated and covered with dressing. The dressing 
was left in place and changed each 24 hours, the lint not 
being taken from the surface until the expiration of 
48 hours. Almost every patient stated that the first 
application of cod-liver oil gave more comfort than any 
other dressing. 

While some workers (Chevallier et al 1937, Franzetti 
1935) have sought to find in this treatment evidence of 
the value of oil-soluble vitamins, the colloid chemist 
seeks an explanation on wider grounds and one that 
would cover variations in benefit according to the par- 
ticular oil employed. In an important series of papers 
Haas (1938-1939) deals with physico-chemical effects 
at the lipoid/water interface in tissues. Acid-free cod- 
liver oil injected into the subcutaneous tissues of guinea- 
pigs formed distinct membranes at the interface. Such 
membranes developed gradually, and, when fully 
formed, possessed several properties which were similar 
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to those of elastic tissue. Comparable results using 
liquid unsaturated fatty acids showed the influence of 
the length of the carbon chain of the fatty molecule 
which, of course, determines the ratio of polar to non- 
polar groups. A further fundamental observation was 
the formation of insoluble material when liquid soluble 
fatty unsaturated compounds were confined in the 
subcutaneous tissues of guineapigs. 

In view of Haas’s results, and bearing in mind the long- 
known carron-oil emulsion prepared from linseed oil, 
the importance of the presence of considerable amounts 
of highly unsaturated acids in the oil becomes evident. 
Indeed, the physical chemist would anticipate different 
interfacial membranes according to the chemical structure 
of the oil. Here it is interesting to note the observa- 
tions of Lichtenstein (1939) that the bactericidal action 
of cod-liver oil is raised by ultraviolet irradiation and is | 
closely related to its peroxide content. The evidence 
points to the value of the unsaturated components in 
oils, but it must be recognised that these components 
lead to the development of rancidity in the oil. How- 
ever, it should be possible to incorporate an antioxygen, 
preferably phenolic in character, which would greatly 
decrease rancidity. : : 

Commenting on interfacial protein films, Danielli 
(1940) says that, generally speaking, the more polar 
an oil the less protein it adsorbs per square cm. and the 
less rigid is the resultant film—that is, polar groups 
decrease the efficiency of protein film formation. He 
adds : 


Hence any specific action of cod-liver oil cannot be attri- 
buted to the polar groups in the general sense. But occasion- 
ally oils containing particular compounds, for example, 
cholesterol and soap, or lecithin with soap, form unusually 
thick interfacial films with proteins. This is probably due 
to the formation of complexes containing oil and protein 
molecules which are of a rather specific character. Such 
complexes may be dependent on the existence of a particular 
polar group in the oil, consequently we can anticipate that 
the specific action of cod-liver oil, if verified, is due to 
immobilization of toxic substances by specific adsorption. If 
the nature of the active oil molecules could be ascertained it 
seems probable that more active preparations could be 
obtained. 


Is there any advantage in employing the oil itself or 
would an emulsion be better ? Planned investigation is 
needed to settle this point, but if an emulsion is required, 
then it must obviously be of the water-in-oil type. In 
such a system the oil is the continuous phase. In the 
opposite type of emulsion, oil-in-water, the oil is only 
present as globules surrounded by the protecting colloid 
or emulsifying agent. Contact with serum would serve 
merely to dilute this emulsion. In a water-in-oil 
emulsion a bulk oil phase is presented to the serum and 
yet the dispersed water globules can carry any desired 
water-soluble agent. Carron oil, an emulsion of about 
equal parts of linseed oil and lime-water, presents bulk 
oil, and assuming the double permeability of the resulting 
interfacial membrane, allows the diffusion of calcium 
ions from the lime-water. That calcium ions profoundly 
influence the permeability of the interfacial membrane 
is well known from the classical researches of Clowes 
and it is more than likely that a water-in-oil emulsion 
prepared with lime-water will behave quite differently 
from a similar emulsion stabilised by a nonionogenic 
material such as gum dammar. 


Terrell (1918) and Nagle (1940) have employed an emulsion 
of water (3-4%) in a vegetable oil (90%) 2; this emulsion also 
contains benzocaine, phenol and oxyquinoline base, together 
with calcium salts. Strikingly successful results followed its 
use, even in cases where prior dressing with tannic acid had 
failed and sepsis had supervened. 


The problem of burn treatment bristles with physico- 
chemical factors awaiting investigation; the present 
empirical treatments can only be tolerated until such an 
investigation is completed. So much is now known 
concerning oil/water interfacial films, and the apparatus 
for their study is so accurate and dependable, that the 
way is clear for a rapid solution, later to be confirmed by 
clinical trial. 


2. Made by the Carbisulphoil Company of Dallas, Texas, and 
marketed under the name Foille. 
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SPECIAL OILS COMPARED WITH TANNIC ACID 


In an endeavour to obtain confirmation of the physico- 
chemical arguments just indicated, experiments were 
carried out in the Pickett-Thomson Research Laboratory 
on rabbits and guineapigs. In each case the back of the 
animal was shaved and the animal was anzsthetised with 
A.C.E. mixture. 

Expt. 1.—A rabbit was burnt in six places with a 
small cautery ; each burn being } in. in diameter. One 
lesion used as control was pntreated. The dressings 
used on the other five lesions were :— 


1. Tannic-acid jelly (Boots). 

2. A normal proprietary form of cod-liver oil. 

3. Cod-liver oil + 1% Coeffectol (a highly germicidal 
chlorinated oil). 

4. Cod-liver = 
oil+1% Nastur- | 
tiol (an iodised ` 
oil-soluble germi- | 
cide). Wis er tie 

5. Cod-liver oil (~~ 7 
-+- hexyl-resorci- ~~ 
nol (1 in 1000). 

After 14 days’ ; Ste 
treatment the fom. % ae | 
scabs had come 
off all the burns 
treated with oil 
and the skin 
underneath was 
perfectly healed. 
In the control 
and the burn 
treated with 
tannic acid, 


Fic. 2—Five experimental Bane on & a rabbit after 14 day? iratont with ( 1) tannie acid: : (2) 
.cod-liver oil; (3) cod-liver oil plus Coeffectol ; (4) carron oil; and (5) no treatment. 
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emulsion had almost lost its scab, although very little 
scab formation had taken place. After 17 days all the 
scabs were off, but on the areas treated with carron oil 
and cod-liver oil emulsion new skin had grown and 
there was also a well-defined growth of hair. 

These results show that the theoretical points raised 
in this paper are borne out in practice—that healing is 
promoted, and that regeneration of damaged tissue occurs 
with greater ease, when burns are treated with carron 


. or cod-liver oil than when treated with tannic acid. 


Since the carron oil (containing linseed oil) was free from 
added germicidal agent, it would appear that the cod- 
liver oil may not require the addition of a halogenated 
compound, except perhaps for septic burns. The scabs 
formed with tannic acid tended to be hard and somewhat 
T brittle, whereas 
FIT - SF) RSAC in the oil- 
SS | = treated: cases 
they were soft 
and fiexible. 
‘Further’ ex- 
periments are 
how in progress 
~ to determine : 
foo a 1. Whether a 
-= medicinal paraffin 
type of carron oil 
is less effective 
than an emulsion 


EEN prepared froma 

En drying or semi- 
drying o 

2. Whether a 


linseed-oil emul- 
sion is more 
effective if the 


however, the | | oil phase contains 
scabs remained a ee = an accelerator for 
ee several days X REER ae drying (9-8 : a 
onger. metal linoleate 
nxt Frc. 3—The same , five barns ater 21 days’ treatment. Note the better results obtained 
Expt. 2.—To with oils, especially carron oil. 3. Whether a 


make more cer- 
tain that each of the experimental burns were of the same 
degree of severity a special type of steam jet was used in 
further experiments. The area covered and the distance of 
the steam jet from the treated surface remained constant, 
and the time of exposure was in all cases 10 sec. After 
exposure, the treated areas were covered with the appro- 
priate dressing and the whole surface with a linen jacket 
to prevent rubbing of the dressings. The dressings were 
changed and observations were made on the progress of 
the lesions daily. The five steam burns were treated 
with : 

1. Tannic-acid jelly. 

2. Cod-liver oil. 

3. Control (untreated). 

4, Coeffectol (1%) in cod-liver oil. 

6. Carron oil. 


After 14 days’ beanie all scabs had fallen off 
except on the burn treated with tannic acid and the 
untreated control. At the end of 21 days the scab came 
off the lesion treated with tannic acid, but the control 
scab remained. Hair was,seen to be growing on the site 
of the lesion treated with carron oil and it seemed com- 
pletely healed. The carron oil appeared to give the best 
result (figs. 2 and 3). 

Expt. 3.—Because of the apparently better results 
produced by carron oil in the previous experiment we 
decided to try cod-liver oil/lime-water emulsion. The 
oil contained 1% nasturtiol. The oil/water ratio was 
1:1, and the emulsifying agent was 5% of Protegin, 
the effective dispersing factor of lanolin. A guineapig 
was used in this experiment, on the assumption that the 
hair would grow more slowly than that of a rabbit and 
obscure the results less. Exposure to the steam-jet 
was for 5 sec. The lesions were dressed with : 

1. Carron oil. 

2. Cod-liver oil/lime-water emulsion. 

3. Tannic acid. 

4. Control (untreated). 

After 15 days the scab on the burn treated with carron 
oil had fallen off and the lesion treated with cod-liver oil 


“blown ” linseed 
oil is more effective than raw linseed oil in the lime-water/oil 
emulsion. 

4. Whether pine oil, alone or in proportion with cod-liver 
oil or linseed oil, will furnish a water-in-oil emulsion with rapid 
film-forming property and antiseptic action. 

These experiments follow from the observation that 
normal carron oil was slightly more effective than the 
emulsion prepared with cod-liver oil. 
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re I want you to realize that boredom may be a worse 
enemy than the Germans; it is during periods of inaction 
that Leadership is taxed for it is at such times that grievances 
incubate and eventually emerge.” —Major-General H. 
WILLAns in an address on Army Welfare and Education given 
to the Royal Society of Arts on March 7. 
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PROCAINE IN THE TREATMENT OF 
MINOR INJURIES 


By J. GRIEVE, B.Sc., M.B. St. And. 


‘LATE HOUSE-SURGEON AT THE ROYAL INFIRMARY, DUNDEE 


IT is now a number of years since procaine was first 
used in the treatment of acute and chronic sprains by 


Leriche (1928) who later (1936) used it successfully on . 


tennis elbow. Campbell (1938) confirmed his results 
and has treated first-degree ankle fractures without 
immobilisation. Fontaine (1936) has obtained a satis- 
factory result by repeatedly injecting procaine into a 
fracture of the head of the radius. 

Up to the present the method has been used exten- 
sively only in hospitals, but there are many cases in 
general practice which would benefit by an injection of 
procaine, whether or not a radiogram is thought desirable. 


TECHNIQUE 
After the patient has demonstrated the point of 


maximum tenderness the skin is cleaned with methy- 
lated spirit, and the operator gently palpates with the 


e 


left index finger to determine the most sensitive spot, 


which is usually within a centimetre or two of the one 
indicated by the patient. The needle is then sharply 
pushed through the skin for a short distance and a small 
amount of procaine injected. The needle is then passed 
more deeply, nerves and blood-vessels being avoided, 
and a small amount of procaine is injected at each 
advance. It is advisable to make certain the needle is 
not in a blood-vessel by withdrawing the plunger a 
short distance from time to time. When the needle 
seems to be in the most sensitive spot, 1-5-2 c.cm. of 
procaine is injected. If pain is relieved, a further 1 c.cm. 
is injected and the needle withdrawn. The patient then 
moves the part and reports any remaining pain. In 
some cases more procaine will be needed, but it is import- 
ant to inject as little as possible. After 24 hours it 
may be necessary to give a further injection. The patient 
should report at the end of another forty-eight hours, 
and then after a week. After the first injection the 
injured part should be moved normally. Experience 
is the best guide in getting good results. 


CASE-RECORDS 


In six months we treated 40 cases in the casualty 
department at Dundee Royal Infirmary, and of these 5 
failed to show benefit; in addition, we did several 
hundred injections on other cases in the surgical out- 
patient department. One case of fractured ribs 
developed traumatic pleurisy, but made a good recovery. 
The following are examples of the kinds of case in which 


excellent results can be achieved. Procaine, 1% 
solution, was used in every case. 
CasE 1.—This was a personal experience: one night I . 


tripped and fell on my outstretched hands. There was 
momentary pain and some discomfort, but not sufficient to 
disturb rest. When I woke in the morning, the right wrist 
was comfortable, but the left was stiff and extremely painful 
on movement. Examination showed that the pain was 
chiefly ligamentous. Radiography was not thought neces- 
sary. At 12.20 p.m. 2 c.cm. of procaine was injected, 0:5 cm. 
to the ulnar side of the left radial artery, and I no longer 
felt pain there. Relief was followed by tenderness at the 
ulnar styloid ; this apparent shifting of the pain is character- 
istic of wrist cases, and makes them more difficult to treat. 
A further 2 c.cm. was then injected at the point of tenderness 
over the ulnar styloid, and all tenderness disappeared., On 
extreme extension and flexion and on violent rotation I still 
had slight pain, but I could open a door in comfort with 
only a slight twinge at the summit of the movement. By 
‘2.25 p.m. I began to feel the pain returning and it grew 
steadily worse. At 3.45 P.M. my wrist was much more painful 
than it had been before injection, and the pain was consider- 
able even with the joint at rest. During a period of 20-30 
min., the pain was bad enough to make me walk about the 
room. At 4.30 p.m. the pain became easier, and by 7 P.M. 
movement was much freer and less painful than before 
injection. Next morning there was only very slight pain 
and at the end of a further 24 hours all pain had gone. 

CAsE 2.—A calender worker, aged 19, slipped going 
downstairs and injured her right ankle. She had great 


tenderness between the right internal and external malleoli, 
and a good deal of pain when she put her foot to the ground. 
There was no clinical ' evidence of fracture. Procaine, 
5 c.cm., was injected, 3 c.cm. between the malleoli and 1 c.cm. 
on each side just distal to the malleoli. Local tenderness 
was completely relieved. Next day she had little pain, but 
was not able to walk properly ; 2 days later all pain had gone 
and apart from slight stiffness she showed no evidence of her 


injury. 


CasE 3.—While dancing an eightsome reel, a housewife, 
aged 32, gave a sudden twist and felt severe pain just below 
her ribs on the right side. Next morning she reported in the 
casualty department unable to stand erect. She had a 
tender area in the right upper rectus, but no evidence of 
extensive rupture of the muscle. After the injection of 
2 c.cm. of procaine she was able to stand upright without 
pain or discomfort. Next day she reported that all was well, 
and a week later she had almost forgotten her accident. ` 


Case 4.—A marine fireman, aged 34, slipped at work on 
board ship and injured his right knee. There appeared to be 
no-damage to the ligaments and no great restriction of move- 
ment, but there was a good deal of tenderness over the right 
internal semilunar cartilage.. After the injection of 2:5 c.cm. 
of procaine into this spot he felt no further pain and was able 
to walk as usual. He returned to his ship which was sailing 
the same evening. . 

CasE 5.—A housewife aged 68 fell and injured her right 


shoulder the day before she was first seen. She complained 
of pain and tenderness over the head of the humerus. Radio- 


. graphy showed no fracture, but she was unwilling to move the 


arm and objected strongly to any form of passive movement. 
Procaine, 10 c.cm. was injected at the site of maximum- 
tenderness over the head of the humerus, and the patient 
then allowed almost full passive movement, but she seemed 
reluctant to move the arm actively. Next day, although 
movement was not complete, her actions were freer, and she 
was willing to use the arm slightly. Three weeks later her 
range of movement was almost complete and she used the 
arm freely. 


CasE 6.—While unloading his lorry, a motor driver, aged 39, 
slipped and injured his left hip. Pain was severe, and he was 
very tender over his gluteal muscles, but there was no signs 
suggesting fracture; radiography confirmed the absence of 
bony damage. Procaine, 10 c.cm., was injected in the region 
of the greater trochanter and a further 10 c.cm. into the 
gluteus. He experienced complete relief. Next day his only 
complaint was slight discomfort on sitting. He was asked to 
report on the following day, but did not appear as he had 
returned to work. 


CasE 7.—A machineman, aged 41, slipped at work and 
injured his left side. He had much pain on breathing and 
coughing, and he was tender over the sixth, seventh and 
eighth ribs in the nipple line. Radiography showed no 
fracture. Procaine, 5 c.cm., was injected into the area of 
maximum tenderness and strapping was applied. This gave 
complete relief. Next day he reported that his side had been 
painful late on the previous evening; 3 days later he was 
admitted to hospital with a traumatic pieurnisy; but made an 
uneventful recovery. 

DISCUSSION 


There has been some controversy in recent years 
between Leriche and Mondor, regarding the degree and 
nature of the damage occurring in sprains. Leriche has 
described 12 cases on which he operated and found no 
evidence of damage to ligaments although the cases 
were clinically sprains. Mondor (1940), on the other 
hand, has found several cases in which damage was 
clearly demonstrable. Leriche (1939) in the case of the 
knee-joint, made a distinction between sprains and 
subluxation. The difference of opinion and results 
may be partly due to differing nomenclature. Many of 
our cases were simpler than those of Campbell and 
Leriche, but they demonstrate the essential value of this 
form of treatment. The 7 cases described show that there 
is a wide field in which the general practitioner could 
achieve still better results. His evening consulting 
hour overcomes the economic difficulty which confronts 
patients who have to attend hospital in the morning ; 
and people will go at once to their doctor although they 
would put off attending hospital until the day after 
injury. In hospital it is often impossible to get patients 
to attend at the desired intervals, but in the cases whicb 
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we have been able to follow up the results have been 
almost uniformly good. 
those in which an amount of procaine less than 5 c.cm. 
‘was used, and in which the injection was carried out as 
soon as possible after injury. Early injection enabled 
us to fulfil the first condition in nine cases out of ten, and 
it was seldom necessary to repeat the injection. 

Two groups of cases present especial difficulties: 
wrists and shoulders. In these the results have not been 
uniformly satisfactory and some modification in tech- 
mique seems to be indicated. The distinction between 
subluxation and sprains may explain why wrist and 
shoulder cases respond less well to injection therapy. 
Possibly these injuries are often subluxations. The 
possibilities of injection of the cervical sympathetic 
have not yet been fully explored. This method of 
approach is suggested by Leriche’s segmental theory of 
pain. Campbell (1939) has described successful results 
. in ankle cases treated by lumbar sympathetic injection, 
but the cervical sympathetic is more difficult of approach. 


I am indebted to Mr. W. G. Campbell for encouragement 
and advice and for carrying out the injection in my own case. 
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ANURIA WITH CASTS 
l NOT ASSOCIATED WITH TRANSFUSION 
By ALLEN B. BraTTON, D.S.O., M.C., M.B. Camb. 


SENIOR ASSISTANT PATHOLOGIST IN CHARGE OF THE CENTRAL 
HISTOLOGICAL LABORATORY, ARCHWAY HOSPITAL (L.C.C.) 


DURING the past few years material has been received 
in the Central Histological Laboratory from necropsies 
performed by pathologists of the laboratory or by medical 
officers in the council’s hospitals on cases of unexplained 
anuria. The kidneys from these cases presented an 
unusual appearance and histological examination showed 
the presence in the tubules of large numbers of casts 
of recent and altered blood ; in none of the cases had 
the patient received a transfusion. 


In general, the kidneys are enlarged, usually only to © 


a slight degree ; the subcapsular surface is smooth and 
pale mottled brownish-yellow, sometimes showing a few 
petechiz. On section, the cortex is pale and swollen, 
its pattern straight but indistinct; there is clear 
demarcation between the cortex and the pink or red 
medulla. There are occasionally small hemorrhages 
in the pelvis. On histological examination there is 
‘considerable degeneration of the tubular epithelium 
with necrosis of individual cells and occasionally of the 
lining of whole tubules or even small groups of tubules. 
Apart from occasional necrosis of a few cells of the tuft 
or a little albuminous exudate in the capsular space, 
the glomeruli are unaffected. Casts in tubules are 
numerous throughout, but especially in the collecting 
and discharging tubules; most consist of red corpuscles, 
brownish amorphous blood pigment or strongly 
‘eosinophil agglutinated material; neutrophil leucocytes 
are occasionally present in the tubules forming pure 
leucocyte casts or mingled with other casts, and 
desquamated epithelial cells also form casts. The 
interstitial tissue is oedematous and in it are small foci 
of subacute inflammatory infiltration in relation to 
. blocked tubules ; these foci are far fewer in number than 
the blocked tubules and are most numerous in the inter- 
mediate zone. The vessels are engorged but show nd 
other abnormality. 


CASE-RECORDS 


The first of these cases was noted in 1934 and one or | 


two have occurred in each year since. 

1.—Female, aged 33. Admitted during pregnancy on 
account of suppression of urine. Aborted the day after 
admission. Bilateral decapsulation of kidneys performed. 
Necropsy : purulent inflammation of the uterus, acute septic 
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Case 1. Degeneration of tubular epithelium ; hematogenous 
casts in tubules ; small focus of inflammatory infiltration. 
Glomerulus unaffected. (H. and E. x 87.) 


spleen and acute membranous pharyngitis. The micro- 
scopic appearance of the kidney is shown in the figure. 

2.—Female, aged 23. Septic abortion; suppression of 
urine ; peritonitis. i 

3.—Female, aged 29. Septic abortion and anuria. 
Necropsy: abscesses in uterine wall, acute septic spleen 
and areas of hemorrhagic degeneration and necrosis in liver. 
Many of the tubules of the kidney contained foamy pale 
eosinophil albuminous casts in addition to those of types 
already described. , 


In other cases there was not definite anuria, but only 
oliguria or a high blood-urea. The kidneys presented 
a similar picture; individual variations are described 
with the cases in which they occurred. 


4.—Female, aged 40. Difficulty with micturition and 
some incontinence. Necropsy: pyelonephritis diagnosed ; 
no evidence of pregnancy. 

5.—Female. Pregnancy. History of anuria doubtful 
but blood-urea 423 mg. per 100 c.cm. 

6.—Female, aged 30. Abortion. Owing to incontinence 
oliguria doubtful. Blood-urea 420 mg. per 100 c.cm. 
Necropsy : some purulent inflammation of uterus, cystitis, 
and mild subacute septic spleen. The kidneys were enlarged, 
weighing together 154 oz., and so white that, though lipoid 
flecks were absent, a naked-eye diagnosis of subacute neph- 


- ritis was made; on histological examination, however, they 


showed the same picture as the others of the series. 

7.—Female, aged 35. Oliguria and fits. Abortion. 
Necropsy : partly organised resolving bronchopneumonia and 
mild subacute septic spleen; uterus clean. The kidneys were 
enlarged, weighing together 15 oz., and presented to the naked 
eye a similar appearance to those described. On micro- 
scopical examination there was much foamy pale eosinophil 
material in the capsular spaces and similar material or hyaline 
pale eosinophil casts in the majority of the tubules, but no 
hematogenous casts; subacute inflammatory reaction was 
slight and mainly in the medulla. 


In two other cases kidneys of the same type were 
found but there was no history of anuria or oliguria. 


8.—Female, aged 28. Septic abortion. Necropsy: puru- 
lent metritis, general peritonitis and subacute septic spleen. 
Microscopically the inflammatory infiltration in the kidney 
was greater in amount and more purulent in nature than in 
the other cases. 

9.—Female, aged 42. Septic abortion. Necropsy : fibrino- 
purulent inflammation of lining of uterus and mild acute 
septic spleen. 


These cases all occurred in women, and, except in one 
case, in association with abortion or parturition usually 
accompanied by sepsis. The histological appearances 
suggest that the changes in the kidney are toxic in origin, 
but as the onset of anuria may precede the abortion or 
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parturition it appears that the toxic process is not neces- 


sarily puerperal in origin but may be initiated previously. | 


Changes of the same type have also been found in the 
kidneys of similar cases which have received a transfusion. 

Material has recently been examined from a necropsy 
performed by Dr. C. C. Bryson on a woman aged 39 who 
had been injured in an air-raid, had received several 
transfusions and subsequently developed anuria. Her 
injuries consisted of a laceration, 3 cm. long, with hema- 
toma of the scalp, scabbed abrasions of the trunk and 
lower limbs and a small area of hemorrhage in the peri- 
nephric fat; there was cedema of the arms and legs. 
The kidneys showed naked-eye and microscopic changes 
similar to those described above. The degree of tubular 
degeneration and inflammatory change was much in 
excess of what might have been expected if the produc- 
tion of Hamatogenous casts had been due to an incom- 
patible blood-transfusion, and in view of the presence 
of a similar picture in cases of anuria in which no trans- 
fusion had been given it appears that the transfusion 
was not the cause of the anuria in this case. 

SUMMARY 

Kidneys in cases of anuria with casts (not associated with 
transfusion) show degeneration of tubular. epithelium ; 
casts consisting chiefly of red cells or blood pigment are 
numerous. The glomeruli are unaffected but the 
interstitial tissue is cedematous and contains foci of 
subacute inflammatory infiltration. | 

‘Similar changes were found in a case of air-raid injury 

in which anuria followed transfusion and it was considered 
that this was not responsible for the changes. 

In view of the numerous transfusions now being given, 
it seemed worth noting that anuria with casts can arise 
independently of transfusion. 


.I wish to thank Dr. W. Allen Daley, medical officer of 
-health, London County Council, for authority to report on 
L.C.C. cases, Prof. W. G. Barnard for his advice and 
permission to use his cases and the medical superintendents 
of the hospitals concerned for clinical information. 


BACILLUS LACTIS AEROGENES 
INFECTION IN THE NEWBORN 


By Jean M. Cass, M.D. Lond. 


MEDICAL RESEARCH COUNCIL FELLOW ATTACHED TO THE BABIES 
: HOSPITAL, NEWOASTLE-ON-TYNE 


In July, 1939 an outbreak of acute infection occurred 
in a maternity ward, affecting 5 infants, 2 of whom died, 
apparently as a result of B. lactis aerogenes septicemia 
or pyemia. The outbreak, though small, illustrated 
the fact that organisms which are harmless to adults 
may harm or kill young infants, and the incidence of the 


infection suggested that breast-feeding exerted a pro-: 


tective influence. 
EPIDEMIOLOGY 


The ward in which the outbreak took place was one 


to which only mothers with puerperal infection and their 
babies were admitted. The newborn infants were kept 
in cribs in the nursery for the first few days, after which 
they were transferred to the mothers’ ward where they 
were put in cribs at the end of the ward. Any infant who 
was not thriving was kept longer in the nursery instead 
of being transferred to the ward. All the infants, 
whether sleeping in the nursery or in the ward, were 
weighed and had their napkins changed in the nursery, 
changing being done on a stand covered with a linen 
sheet. The same nurses attended to the mothers and to 
the babies, but they usually wore gowns while attending 
to the mothers and removed them before attending to 
the babies; they did not wash between handling the 
babies. Each feed was a test-feed and any supple- 
mentary feed which was necessary was made up at the 
time in the nursery by the nurse who weighed the child, 
and taken with the child to the ward where the mother 
fed it. All the bottles and teats were boiled together 
and left covered in the water in which they were boiled 
until they were required again. It will be seen that there 
were ample opportunities for the exchange of alimentary 
flora between all the infants in the ward, and had the 
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infants all been equally susceptible a highly infectious 
disease could have spread rapidly through the nursery. 

The first child (A) to be affected was born on July 12, 
1939, in a clean ward which was apparently free from 
infection among either mothers or babies. Three days 
after birth it was transferred to the septic ward with its 
mother, because the mother had Pyret a and an infected 
perineum. At this time the child appeared well and the 
other babies in the nursery to which it was admitted 
were free from infection except for one who was a fort- 
night old and had slight blepharitis and conjunctivitis, 
then clearing up. On July 17, child A became ill. The 
condition was not thought to be serious and the child 
was not removed from the ward until the 19th, when he 
was transferred to another hospital. On that day another 
child (B) sickened, and on the 20th a third child (C); 
again the onset was insidious and the condition was 
unrecognised until the 22nd. On the 23rd children 
B and C were removed to another hospital with a fourth 
child (D) who was apparently just beginning the disease, 
on the same day a fifth child (E) was thought to be 
developing symptoms but did not become really ill and 
was not isolated. Up to this time no precautions had 
been taken to prevent the spread of the disease; 12 other 
infants had been in contact with the infected infants but 
showed no evidence of the infection at any time. 

On July 23 all the healthy infants were removed 
from the nursery to the ward, but were changed and 
weighed as usual in the nursery. Next day the nursery 
was thoroughly cleaned and the walls and all the contents 
were washed or changed. No newborn infants were 
admitted to the ward or cared for by the nurses who 
worked in it until July 26, when fresh infants were 
admitted as usual, the only precautions being that 
they were changed on a separate stand, their feeding- 
bottles were kept apart from those of the 12 contacts, 
and the nurses were told to wash before and after hand- 
ling each infant. There was no further illness among the 
infants. 

The mothers of all the infants in this ward had a 
puerperal infection of one type or another, but no unusual 
type of infection. The medical, nursing and cleaning 
staffs were free from apparent infection. In view of the 
multiplicity of infections in the ward it was not con- 
sidered practicable to search systematically for the 
source of infection. 

There were 17 infants in the infected wartl at the time 
of the outbreak; 5 others had been in contact with 
child A in the clean ward, and these 5 remained well. 
Thus, in all, 22 infants were in contact with the infection ; 
4 of the infants (A, B, C and D) in the infected ward 
were seriously ill and (E) had a mild abortive illness. 
The 4 sick infants were the only ones in the ward for 
whom breast-feeding had never been established. 
At the time of the outbreak 2 other infants were receiving 
only dried milk, but 1 was a fortnight old and had been 
breast-fed for the first ten days, and the other was a 
month old and had been breast-fed for the first fortnight. 
Child E, who had the abortive attack of the disease at 
the age of eight days, was breast-fed from the fourth 
day after birth. | 

OLINICAL FEATURES 

The age of onset of the disease was between three and 
nine days. The initial stage was insidious and character- 
ised by the passing of relaxed yellow stools which were 
not unduly frequent and were not considered unusual at 
the time; there was reluctance to take feeds, an occa- 
sional small vomit and stationary weight. The colour 
was poor and the extremities felt cold. In the only case 
in which there is a record of the temperature at this stage 
it was 96-8° F. The initial stage varied in duration 
from twelve hours to four days. Child E recovered 
spontaneously at this stage of the disease. 


The second, or toxic, stage followed suddenly: ` 


within a few hours the infant changed from one who was 
merely not thriving into a very il child. The colour 
was greyish-blue and the extremities cold; the tem- 
perature was between 97° and 99° F. and the pulse-rate 
about 160; the child was slightly dehydrated but not 
sunken-eyed and the skin was not in the loose folds seen 
in acute gastro-enteritis. Motions were frequent, green 
and watery and in severe cases contained no curds or 
solid matter; they contained no blood or mucus. 
The child cried restlessly as though thirsty, and sucked 
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the first half ounce of fluid eagerly but refused to take 
more. Vomiting occurred occasionally but was not 
severe. The two infants (B and C) in whom this stage 
of the disease was prolonged lost 8-12 oz. There were 
mo signs of involvement of the central nervous system 
such as coma, convulsions, paresis, loss of tendon 
reflexes. Diarrhoa and occasonal vomiting persisted 
throughout this stage of the disease, but these symptoms 
were not severe enough to account for the gravity of the 
child’s condition, which seemed more like a toxsemia 
than a primary gastro-enteritis. 

Child A died in this stage of the disease after twelve hours 
acute respiratory embarrassment, grunting respirations and 
cyanosis. At autopsy the lower lobe of the left lung was 
consolidated and a smear from its cut surface yielded Bacillus 
Zactis aerogenes in pure culture. The right ear contained a 
little mucopus which yielded the same organism in pure 
culture. No histological changes were demonstrable in the 
wall of the jejunum, ileum or colon, but many bacteria were 
present in the lumen and mucosa ; the predominant organism 
in the contents of the colon was B. lactis aerogenes. 

Child D, who had never been extremely ill, recovered 
quickly from the second stage, improvement starting about 
twenty-four hours after the onset. The first sign of recovery 
‘was an improvement in the general condition, the colour was 
better, the temperature was between 98° and 99° F. instead of 
around 97° F., and the amount of fluid taken at a feed 
increased. Within forty-eight hours the child looked normal 
and slept, cried and fed normally, but the diarrhea persisted 
almost unchanged with 6-8 loose green stools daily and an 
occasional vomit. The stools gradually became curdled 
instead of watery. The later progress was complicated by 
mild staphylococcal and dysenteric infections, but neither of 
these affected the child’s general condition. A wound made 
over the internal malleolus for intravenous therapy became 
infected and broke down; a week later an abscess (Staphylo- 
coccus aureus) developed over the left ankle, and an effusion 
appeared in the left knee-joint. The effusion subsided without 
aspiration; three weeks later radiography showed slight 
periosteal thickening over the lower end of the femur. During 
the convalescent stage the child passed a stool containing a 
little blood and mucus on two occasions. One of these 
yielded one colony of Shigella dysenterie Sonne. 

In the two remaining infants (B and'C) the beginning of 
recovery was dramatic. Both had been extremely ill for 
several days; on the evening of the eighth day of the illness 
the temperature of the child B rose from 97° F., which it had 
been constantly for the previous four days, to 98° F. A few 
hours later the child was warm, its face had filled out, its 
colour had improved and it was sleeping peacefully. Next 
day the same changes occurred in the other child, C, after 
eight days of subnormal temperature and severe toxemia. 
In both cases vomiting ceased after this improvement and the 
children took their feeds better, but the stools did not return 
to normal until about a week later. In these two infants the 
temperature rose suddenly to 100° and 103° F. respectively 
between twenty-four and thirty-six hours after this clinical 
improvement. Pyrexia was attributed to infections with 
Staph. aureus. In child B an abscess appeared on the scalp 
at this time. In child C an extensive staphylococcal infection 
of the subcutaneous tissues and skin of the arm had appeared 
thirty-six hours previously without pyrexia. The lesions in 
both cases localised rapidly. to subcutaneous abscesses, 
drained freely and healed rapidly. In child B further 
progress was uninterrupted. In child C progress was satis- 
factory until it died suddenly after a convulsion at the age of 
twenty-five days. At autopsy the only abnormal finding was 
a soft thrombus apparently in the early stages of suppuration 
in the umbilical vein about $ in. from the umbilicus. B. lactis 
aerogenes was cultured from this thrombus in pure culture. 


BACTERIOLOGY 

The organism was a gram-negative cocco-bacillus, 
often occurring in pairs; it was non-motile with a 
‘clearly defined capsule. On MacConkey’s medium large, 
pink mucoid colonies appeared resembling typical 
colonies of B. lactis aerogenes. The cultural reactions of 
the organism isolated from the pus in the middle ear, 
the cut surface of the consolidated lobe of the left lung, 
the contents of the colon, and scrapings from the colon 


. wall obtained at the autopsy of child A and from the 


thrombus in the umbilical vein and intestinal wall of 
child C were identical. The organism fermented lactose, 
glucose, saccharose, mannite, salicin, glycerin, cellobiose, 


ay 
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and inosite, and failed to ferment dulcite, inulin, indole and 
gelatin. The Voges-Proskauer and methyl-red reactions 
were negative and the citrate-utilisation test positive. 
Stools from all the cases were examined repeatedly ; 
no organisms of the enteric-dysentery-food-poisoning 
group were isolated from any specimens except for one 
colony of Sonne dysentery bacillus isolated on one occasion 
from child D. The first specimen of stools sent in the first 
4 cases yielded B. lactis aerogenes as the predominant 
organism or in pure culture. The infants were at this 
stage between seven and eleven days old. In child C 
the organism was still present in pure culture in the 
intestinal contents after death at the age of twenty-five 
days. In the mild case, E, mixed coliform bacilli were 
grown with a fair proportion of B. lactis acrogenes at the 
time of the loose motion at the age of eight days, and no 
further stools were examined bacteriologically. Catheter 
specimens of urine examined in the height of the disease, 
four and six days respectively after the onset in children 
B and C, were sterile. Cerebrospinal fluid examined on 
the same day in the same infants was sterile. Blood- 
culture was sterile in B, C and D on the sixth, fifth and 
third days respectively of the disease. Post-mortem swabs 
from a pneumonic lung and infected ear in child A and a 
softening thrombus in the umbilical vein in child C 
yielded a pure culture of B. lactis aerogenes. The 
intestinal contents at autopsy in these cases yielded 
B. lactis aerogenes in pure culture or as the predominant 
organism. The remainder of the dried milk from which 
the infected and healthy infants had been fed was exam- 
ined and yielded a scanty growth of Staph. albus on culture. 
One week after the outbreak of diarrhoea the stools of 
6 healthy infants between three and nine days old in the 


ward in which the outbreak had occurred were examined ; 


2 yielded a scanty growth of B. lactis aerogenes, 2 yielded 
a very scanty growth, and in 1 no B. lactis aerogenes was 
isolated. Four months later the stools of 6 healthy 
infants between eight and fourteen days old, whose 
mothers were infected, were examined ; in 1 there was 
a fair growth of B. lactis aerogenes, in 1 a scanty growth, 
and in the remainder the organism was absent. All these 

infants were breast-fed. : 


DISCUSSION ¢ 

The fact that so few succumbed to the infection and 
that the outbreak was so easily controlled, in spite of the 
persistence of the organism in small numbers in the 
stools of healthy, breast-fed infants in the same ward a 
week later, suggests that most of the infants had a high 
degree of immunity. In child E this was evidently the 
case, for although the stool contained a fair proportion 
of B. lactis aerogenes, only one relaxed stool was passed 
and the child was not ill; and this child was the only 
one who was being breast fed. The fourth child, D, 
although passing stools which yielded B. lactis aerogenes 
in pure culture was never gravely ill. This child received 
1 oz. breast milk on the second and third days after birth. 
The remaining 3 infants were all gravely ill and two of 
them died from the original infection. None received 
any breast milk and they were the only infants in the 
ward at the time who had never received breast milk. 

Since newborn infants can become ill as a result of 
infection with organisms which are not pathogenic in 
later life an overcrowded or understaffed maternity 
ward is highly dangerous to them. 


SUMMARY 

Of 22 infants in the nursery of a maternity hospital 
5.suffered from an acute infection. B. lactis aerogenes 
appeared to be the causative organism in all the cases. 
In 2 cases this organism invaded the blood-stream and 
was the cause of death. The clinical findings included 
mild diarrhoea and vomiting accompanied by severe 
toxic symptoms appearing abruptly. Recovery was rapid 
in those cases which survived. 

Staphylococcal infection occurred during the course of 
the illness in 3 cases, but was not thought to be primarily 
responsible. 


I wish to thank Dr. Richard Norton, bacteriologist at th 
City Hospital for Infectious Diseases, Newcastle-on-Tyne, 
and his assistant, Miss L. Aynsley, for doing the bacterio- 
logical work in this outbreak; Prof. A. F. B. Shaw for the ~ 
histological work; Dr. J. C. Spence for his advice, and 
Dr. E. G. Brewis who performed the autopsy on child C. 
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CHRONIC HYPOGRANULOCYTOSIS 
By ALFRED Prey, M.D. Birm., M.R.C.P. 


CONSULTING PHYSICIAN TO THE E.M.S.; PHYSICIAN TO 
8T. MARY’S HOSPITAL, PLAISTOW 


Roberts and Kracke! called attention to a “fatigue 
syndrome ’’ accompanied by a persistent reduction in 
the number of leucocytes, especially of the granular ones, 
but interesting though this observation was, little 
attention has been paid to it, probably because blood- 
examination of ‘‘ tired ’’ patients is unusual. I cannot 
contribute to our knowledge of the frequency of this 
syndrome, but it may be of value to record one case, 
especially as the treatment of the condition is so 
vexatious.. 


A married woman, aged 38, the mother of one child, had 
complained of persistent malaise for some three years during 
which she had been examined and investigated by several 
general practitioners and consultants. Nothing that could 
reasonably be supposed to be the cause of the symptoms was 
discovered, and, as is not surprising, its genesis was assumed 
to be psychological. The chest was clinically and radiologi- 
cally normal ; the urine and renal function unimpaired ; and 
gastric secretion (as tested by a fractional test-meal) was also 
normal. Her appendix was removed some two years before 
I saw her, but, so far as I could determine, this was done 
for psychological . reasons; certainly, no symptoms or 
si suggestive of infection of that organ had shown them- 

` selves, 

The first blood examination was performed three years 
before the patient was sent to me ; and I was informed that the 
only abnormality was leucopenia (4200 white cells per c.mm.) 
and reduction of neutrophils (34%). This finding had not 
been regarded as having any ætiological significance ; and no 
treatment was instituted for it. When I saw the patient the 
condition was much the same ; no clinical signs of disease, 
but leucopenia (3200 white cells per c.mm.) with 32% of 

neutrophils. 

As the Roberts-Kracke syndrome was known to me, I 
presumed that I was, for the first time, seeing an example of 
it ; and, with the optimism of ignorance, gave a good prognosis. 
Nuclein was given by mouth; liver extract (Neo-hepatex) 
by intramuscular injection; and purified milk-protein 
(Aolan) by the intradermal route. After six months of this 
treatment (weekly injections), the blood-picture was 
unchanged. The patient’s confidence in my prognosis was 
still not exhausted ; and I suggested that she be given six 
intramuscular injections of pentnucleotide on alternate days. 
The white cells rose to 3800 per c.mm., with 38% of neutro- 
phils for eight days, and then returned to their previous 
level. 

The patient now sought the advice of other physicians, and 
I saw no more of her for eighteen months, when, poorer but 
no better or wiser, she returned to me, with an unchanged 
blood-picture. My optimism had now abated, and I had no 
rational suggestions to make. I was, however, persuaded to 
try once more ; and, for no special reason, decided to give her 
a course of injections of Hepatex-T, of which samples had 
been sent to me by the manufacturers.* That the treatment 
would be harmless seemed certain, and that the nicotinic acid 
might be of value seemed possible. The white-cell count was 
3300 per c.mm., with 34% of neutrophils on the day of the 

_ first injection (2 c.cm.). On the seventh day (after daily 
injections of the same amount), the white cells were 4800 per 
c.mm., with 48% of neutrophils. The patient now returned 
home, where she continued to have injections, given by her 
.own doctor ; and when I saw her seven weeks later her white 
cells were 7600 per c.mm., with 69% of neutrophils. I have 
seen her once more since then, six months after all treatment 
had been stopped, and her blood-picture was normal whilst her 
symptoms had vanished. 


The case seems to be worthy of record because the 
leucopenia (and symptoms) had persisted for some five 
years in spite of all kinds of treatment, so that it seems 
reasonable to assume that the ultimate improvement was 
due to the injections of hepatex-T, a fact for which I 
cannot find any. rational explanation. 


L. Roberts, S. R. and Kracke, R. R. J. Amer. Med. Ass. 1930, 95, 


s Hepatox-T (Evans Sons Lescher and Webb) contains liver extract, 
vitamin B,, riboflavin, nicotinic acid and vitamin B,. 
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FACULTY OF RADIOLOGISTS 


AT a meeting of the faculty on Feb. 21, Dr. WALTER 
LEVITT, the vice-president, who was in the chair, opened a 
discussion on the 


Organisation of Radiotherapy in War-time 


He said that in no branch of medicine had the disorgani- 
sation been so complete as a result of the war as in radio- 
therapy. <A recent census by the faculty of the work 
being done in the radiotherapeutic departments of the 
voluntary hospitals in London showed that the number 
of X-ray treatments per day averages about 176, com- 
pared with 321 before the war—55% of the pre-war total. 
Therefore 45% of patients previously treated in London 
hospitals are not coming now for treatment. This 
reduction in numbers is not due to any contraction of 
facilities, because facilities in the hospitals are not being 
used to the full. It is largely due to dispersal of the 
patients themselves over the countryside, often to places 
where facilities for diagnosis are limited and facilities for 
therapy non-existent. This state of affairs was foreseen, 
and early in the war members of the faculty approached 
the Ministry of Health and asked that a radiotherapeutic 


service should be organised on the lines of the E.M.S. The , 


ministry replied that it was the duty of the voluntary 
hospitals to make their own arrangements to meet the 
emergency. Late in 1940, however, the ministry agreed 
to put at the disposal of cancer patients a generous 
number of beds in E.M.S. hospitals, provided that the 
cost of maintenance was borne by the voluntary hospitals 
from which the patients would be referred. This did not 
seem unreasonable, and progress has been made with a 
scheme for London and other large centres on those lines. 
Such schemes would mean that patients at present 
treated in London would be moved out and treated in 
safer areas. Facilities would be concentrated in one, 
two or possibly three places, so that apparatus would be 
economised. But schemes of the kind would not cover 
the 45% of dispersed patients. Presumably these could 
only be treated at clinics set up in suitable places, and to 
set them up would require funds. He understood from a 
recent circular (2283) that the Ministry of Health is 
prepared to permit the treatment of evacuated persons 
in E.M.S. hospitals, and it seemed possible that the 
ministry will be prepared to bear the cost of.such 
patients. If so, the difficulty may be solved. 


Dr. MALCOLM DONALDSON, speaking as a member of 
the Radium Commission, said that the present chaotic 
state of radiotherapy was foreseen as far back as March, 
1939, and the commission had conferred with representa- 
tives of the British X-ray and Radium Protection 
Committee, King Edward’s Hospital Fund,- and the 
Ministry of Health. They urged the ministry to make a 
compulsory register of all holders of radium, so that they 
could be required to place it in an approved safe deposit 
in time of emergency ; it would be dangerous if dispersed 
by a bomb. The commission attempted to draw up a 
voluntary register but it was not by any means complete. 
The ministry thought a compulsory register unnecessary, 
and the commission then decided to protect the radium 
which was in their own hands. Large numbers of 
casualties were expected in London alone, and it was 
thought that there would be little room for cancer 
treatment. On the outbreak of war the radium belong- 
ing to the Radium Trust was put down the safety holes, 
and with it a certain amount of private radium. At the 
end of three weeks there had been no bombing, and the 
commission tried to get radium therapy going again. 
They asked the ministry to start some country centres in 
which radium therapy could be carried out in compara- 
tive safety, the radium being applied in isolated buildings 
or huts which, if a direct hit was received, could be fenced 
round and isolated for the remainder of the war. The 
ministry decided that there was no necessity to have such 
centres and that interstitial radium should not be used 
but only radon. The commission therefore sent round 
another circular leaving individual centres to. decide how 


much radium work they should undertake, but pointing 


out the advisability of setting up country centres. Only 


.e SS NSD OSE a 


` cancer treatment. 
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two centres—Manchester and Sheffield—took this advice, 
but they are glad they did so. The commission has 
repeatedly tried to persuade the ministry to start country 
centres, and largely through the energy of Dr. Levitt 
they are at last taking an interest in the matter. In the 
London area three centres have been suggested and for 
the rest of the country possibly six. The commission, 
jointly with King Edward’s Hospital Fund, are discussing 
the formation of a centre at Mount Vernon Hospital. 
Such a centre should be a unit of about 200 beds with 
a staff of radiotherapists and possibly surgeons chosen 
from the hospitals taking part in forming the centre. 
All the cases that need radiotherapy should be sent out 
to them. An isolated hut should be put up for treatment 
of radium patients. 


Mr. E. Rock CARLING emphasised the importance of 
having competent physicists attached to any radio- 
therapeutic unit. Such centres should be complete in 
themselves, with radium-therapists, X-ray therapists 
and physicists working with the specialists in surgery 
and medicine. e Apparatus and laboratories should be 
moved not to an isolated hut but to an established 
general hospital where all facilities are available. 
Radiation treatment has not been standardised like 
brain surgery. A radiotherapist is sometimes rather 
reluctant to transfer a patient into the care of another 
radiotherapist who uses different methods. Without 
readiness to collaborate, and a consensus of opinion as 
to proper methods of treatment, it will mean much 
duplication of apparatus and technicians. It will 
probably prove necessary, however many centres are 


~ established, to allow radiotherapists of any given insti- 


tution to have access to the apparatus for the treatment 
of their patients. 


=- Later in the discussion Lt.-Col. A. B. SMALLMAN 
(medical officer, Ministry of Health) said that the Radium 
Commission began moving in the matter of the protection 
of radium some months before war broke out. After 
two months of war the ministry, in conference with 
representatives of the voluntary hospitals, decided that 
X-ray treatment could safely be carried on in the hos- 
pitals in the ordinary fashion; and that radium treat- 
ment should: also be carried on with the precautions 
which the commission recommended. It was thought 
that the type of small country radium centre suggested 
might divorce radium treatment from other forms of 
Throughout the summer of 1940 
X-ray treatment was carried on in an ordinary, and 
radium treatment in a restricted, fashion, but in the 
autumn of 1940, when hospitals were bombed and many 
X-ray departments were closed, radium therapy was 
restricted even more. It seemed that the best thing 
would be to form cancer-treatment centres in hospitals 
outside the large towns of such a nature that all the 
radiotherapeutic apparatus and staff could be transferred 
to them; the surgeons being there already, they would 
serve as real cancer-treatment units. The ministry is 
prepared to give what help it can in the direction of 
cancer-treatment centres working through the agency of 
the E.M.S. As regards the Cancer Act, the time which 
iocal authorities are expected to submit their schemes for 
treatment has been postponed until March, 1942. When 
the act finally comes into operation it is expected that 
the treatment centres will be formed on a regional basis, 
a number of local authorities combining to form a centre. 
Radiotherapeutic centres set up in hospitals outside large 
towns should therefore be on a regional basis and should 
receive patients not only direct but also by transference 
from the hospital with which they were associated in the 
town and from any other hospital within a reasonable 
distance. At the end of the war they could then be 
transferred back to the large town in which the radium 
centre originally operated. 


Dr. A. P. BooTtH (Wolverhampton) described the work- 
ing of a centre run jointly in a county-council hospital 
between Birmingham and Wolverhampton for the pur- 
pose of carrying out radium treatment in a safe area ; 
the X-ray work was maintained in the parent hospitals. 
This ran from January to June, 1940, but was ultimately 
given up, partly on financial grounds, partly because one 
hospital had to take in a large convoy of wounded, but 
largely because the constituent units both found it 
preferable to bring the work back into their own central 
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‘with available beds at a nearby hospital. 


‘by the patients. 


upset the work entirely. 
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hospitals. The decision was influenced by opinion 
among members of the contributary scheme that if the 
factories and factory workers were willing to work in 
dangerous areas the hospital should do likewise. 

Dr. F. ELLIs (Sheffield) described the establishment 
of a country centre, first 18 miles out of the city and later 
at Buxton 25 miles away. X-ray apparatus was also 
moved from the infirmary to the outskirts of the town, 
The travelling | 
time involved in the working of a split centre of this 
type is greatly increased because the infirmary now only 
operates as a codrdinating and consultation centre. 

Dr. B. W. WINDEYER (Middlesex Hospital) thought 
that so long as London continued to be inhabited it is 
important to provide for outpatients. It would be a 
retrograde step to set up radiotherapeutic centres 
divorced from the clinical and pathological department 
of a general hospital, because the arrangement might be 
perpetuated after the war. 

Dr. T. A. GREEN (St. Thomas’s Hospital) said that 


a block of available E.M.S. beds would be of 


great advantage to hospitals incapacitated by heavy 


bombing. . 


Dr. G. LIEBA BucKLEY (Bournemouth) described 
heavy difficulties on the coast. Beds were restricted 
owing to the demands of London evacuees and military 
cases. 

Dr. J. RALSTON PATERSON (Manchester) in closing the 
discussion said that since the war far fewer people suffer- 
ing from cancer are being treated by radiotherapy than 
before the war. Those not receiving treatment are just 


as much casualties as people injured by enemy action. 


Centres have either gone out of action or been deserted 
More loss has occurred by dispersal 
and by failure to make contact with patients in their new 
surroundings than by disorganisation of treatment 
facilities. Nevertheless in some areas treatment facilities 
are also lacking, and waiting-lists are being created 
which are not being dealt with. In cancer a waiting-list 
of any length should never occur. A delay of 6—8 weeks 
will convert most of the curable cases into .those which | 
can only be given palliative treatment. Before the war 
responsibility for the treatment of most of the civilian 
sick, including cancer cases, lay with the voluntary 
hospitals; even in war the voluntary hospitals are 
responsible for continuing that service. Too much 


demand is made on the Ministry of Health to shoulder 


the whole problem. The policy of regionalisation by 
which the best economy of material and personnel would 
be achieved has so far failed. No aggregated centre 
is in action. ` 

In Manchester the vulnerability of radium to bombing 
was first met by burying the radium in a bore hole; but 
it was such a delaying method that it seemed likely to 
In January, 1940, a small 
country unit was put into operation, consisting of a house 
with an operating-room and 20 beds. It is possible here 
to cope with work which would normally require 50—60 
beds, the patients returning to the central hospital as 
soon as the radium treatment is over. The unit is 
integrated with the central hospital and is thus able to 
deal with many more patients than if it were operated 
as a radium centre with only its own bed accommodation. 
When real bombing started the work of hospital clinics 
was handicapped because people were unwilling to come 
to a target town. Fortunately there were many clinics 
in towns in the surrounding area of North and East 
Lancashire and in Cheshire to which the work of the central 
clinics could be referred. The loss of patients at the 
central clinics was thus taken up almost entirely by these 
outside clinics. Total beds were much cut down, and 
this was offset by switching over a large amount of 
palliative X-ray therapy to short-term courses of four 
days or one day. Priority-right to 40 or 50 beds in one 
of the E.M.S. hospitals outside Manchester has been 
obtained and will be taken up if Manchester becomes 
uninhabitable. Each therapist, each voluntary and 
municipal hospital carrying out therapy, and each radium 
centre should face its own problems and solve them itsẹlf 
to the best of its ability. That does not preclude getting 
together with other hospitals, but does condemn the 
idea that somebody else should be responsible for getting 
things done. Each unit should keep its own clinics going 
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and when necessary create new ones, to ensure that as 
many patients are now seen as were seen formerly ; and 
it should keep its own plant going or get hold of plant in 
other hospitals as might be locally expedient. It is 
important to get rid of the idea of ‘‘my patients,” 
“ their patients,” ‘‘ county patients,” and the like, with 
all the anomalies which arose from such conceptions. 
He thought that the ministry should help with addi- 
tional expenditure; the simplest plan is that cancer 
patients should count as E.M.S. cases from the point of 
view of warding and maintenance. 


EARLY MATERIA MEDICA CABINETS IN 
CAMBRIDGE 


. Mr. E. Saville Peck at a recent meeting of the 
Pharmaceutical Society described the materia medica 
collections of Vigani, Addenbrooke and MHeberden. 
When Queens’ College allowed the Antiquarian Society 
to look over the library in 1922 a chest was noticed under 
the staircase ; there was no inscription on it, but the late 
president, Wm. Fitzpatrick, was kind enough to search 
among the college papers and found several invoices, 
letters and receipts bearing Vigani’s name. Mr. Peck’s 
examination of the labels on the specimens in the chest 
satisfied him that the writing on them was the hand- 
writing of John Francis Vigani, a native of Verona who 
was appointed professor of chemistry at Cambridge in 
1703 and lectured at Queens’ College from his collection 
of materia medica specimens. The contents of the chest 
consist of over six hundred specimens. John Adden- 
brooke’s chest, which is now in St. Catherine’s library, 
contains besides the drugs many geological specimens 
which he collected and labelled when an undergraduate, 
at the end of the seventeenth century. The chest was 
presented to St. Catherine’s College by Addenbrooke 
himself before his death ; in the college steward’s account 
book of 1705-16 there is the following undated entry : 
“ Library account given to Dr. Adenbrooke’s man for 
bringing ye materia medica presented by ye doctor his 
master to ye library 00.5.0.” The chest itself is made of 
deal and contains some 20 drawers, each divided by 
wooden ‘partitions with compartments about 3 in. 
square. Mr. Peck said that perhaps the best of the 
collection were the gums, resins, roots and rhizomes, 
barks and woods and seeds ; some of these specimens are 
labelled by Addenbrooke himself. William Heberden’s 
chest contains the collection of materia medica which he 
formed to illustrate his lectures at St. John’s of which 
he was made a medical fellow in 1734. The cabinet is of 
oak and contains in the upper portion 28 drawers and 
below a cupboard with two shelves. Four of the drawers 
contain an extraordinary collection of seeds, medicinal, 

j and horticultural. Two drawers are filled with 
specimens of flowers, nuts and fruits of great variety and 
six others contain specimens of roots; the contents of 
other drawers consist of woods, including lignum guaiaci 
and sassafras, and of substances in stoppered bottles such 
as balsam of copaiba, balsam of Peru, oil of cloves, and 
oil of mustard. All these cabinets have many points of 
similarity : those of Vigani and Heberden are certainly 
alike in design. All three contain almost identical 
substances, most of which are mentioned in Culpepper’s 
Herbal and the London Pharmacopoia of that time. 
As Mr. Peck said, Cambridge is fortunate in preserving 
such treasures. 


HOSPITAL TREATMENT FOR EvacuaTED PERsons.—The 
Minister of Health has decided (Circular 2283) that treat- 
ment in general E.M.S. hospitals shall be provided (so 
far as accommodation permits) to all homeless and evacuated 
people who are billeted or otherwise accommodated at the 
Government’s expense, and also to people who move privately 
from evacuation areas into reception or neutral areas if their 
residence in the new area may be assumed to be temporary. 
As a rough guide, people are to be regarded as temporary 
residents if they remain liable to pay rent or rates on their 
homes in the evacuation area, or would remain liable but for 
damage to their houses by enemy action. Contributions to 
the cost of their treatment will be recovered by the hospital 
at the usual rates from the persons concerned. 


Reviews of Books 


Mosquito Control 


By W. B. Herms, Sc.D., and H. F. Gray. London: 

Humphrey Milford, Oxford University Press. Pp.317. 20ə. 

THE authors of this rather unusual book are mainly 
concerned with mosquitoes as nuisances and with the 
control of them, particularly with the problems that 
arise in North America. They give little attention to 
what has been done in Europe or the tropics, and not 
much to the control of mosquitoes in relation to yellow 
fever or malaria. One might therefore perhaps com- 
plain that the title of the book is almost misleading in 
that it is much more extensive than the text. Within 
its rather restricted field, however, it is a good book, 
practical and sensible in tone and based on much field 
experience. The European reader will be interested and 
instructed to see the extent to which American workers 
rely on publicity, persuasion and on getting on the 
right side of people; and it throws censiderable light 
on the particular problems of dealing with rice fields, 
“ duck clubs” and urns and flower pots in cemeteries. 


Holt’s Diseases of Infancy and Childhood | 
(llth ed.) Revised by L. Emmerr Hout, Jr. M.D., 
associate professor of pediatrics, Johns Hopkins University ; 
and Rustix MolInrosH, M.D., Carpentier professor of 
pediatrics, Columbia University. London: D. Appleton- 
Century Company. Pp. 1421. 50s. 

For this edition a large number of colleagues of the 
two revisers have been called in to advise, collaborate 
and contribute. This, it is claimed, gives all the 
advantages of multiple authorship without the usual 
uneven style and length of individual contributions. 
Certainly it seems to make this volume more valuable than 
its predecessors, good as they were. Many sections are 
completely new, such as the new chapter on the eye, 
and many have been enlarged. The whole book has 
been revised and some parts almost completely rewritten. 
The general introductory chapters are well done and 
there are some useful growth charts and tables of ossifica- 
tion. Many new illustrations have been added to what 
was already a well-illustrated volume. 


Medical Reports of John Y. Bassett, M.D. 
Edited by Prof. Daner C. ELKIN, M.D., Atlanta. 
field, Ill.: Charles C. Thomas. Pp. 62. $1:50. 
to the Harvey Cushing Library at Yale.) 


ONE of the most prized parerga of Sir William 
Osler is ‘‘ The Alabama Student ” : and in this charming 
volume are reprinted the original papers the reading of 
which inspired Osler to commemorate a forgotten worthy. 
Reading them now it is easy to understand the spell 
which they cast on Osler’s receptive mind. With the 
addition of a few facts about Bassett unknown to Osler 
the picture of the life of a highly intelligent and devoted 
student of medicine and the humanities stands out 
vividly in these pages. Bassett was not only in love 
with his profession but also with his fellow men, and 
had the capacity and literary talent—how cultivated is 
obscure—to set down his experiences, his speculations 
and his laboriously acquired knowledge in words and 
phrases that reflect both his own admirable character 
and the persons and manners of the men among whom 
he spent his life. Every man, it is said, has it in him 
to write one good book; and it is clear in these few 
pages that Bassett had it in him to have written at least 
one first-rate novel of manners. He had the power to 
draw a character in a few lines and to seize the essential 
points of the pageant of the ordinary life of his place 
and times; and had the spirit moved him to tell a 
connected story of the Alabama life of his day, we 
cannot doubt that his picture would have been as true 
and striking as that of any of the renowned novelists. 
But he lived before the days when the composition of a 
novel is the natural outlet for a doctor with literary 
tendencies; and so far as we know his written relics 
are limited to these two attractive papers. Among the 
devoted servants of medicine in the past there must be 


Spring- 
(Profits 


others no less worthy of renewed life than the Alabama . 


student, but it needs the love of research into the past, 
and the kindred spirit which moved Osler, to reanimate 
their forgotten ghosts. 


° 
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FOOT-AND-MOUTH DISEASE 


Most medical men will have felt some sympathy 
with the views of those who have lately been urging 
the abolition of the Government’s slaughter policy 
in the control of foot-and-mouth disease. The Duke 


of WESTMINSTER ! has described how he has overcome! 


outbreaks in his pedigree dairy cattle, and he has had 
the support of such authorities as Lord BLEDISLOE. 
On the face of it the slaughter of all infected cattle 
seems a desperate measure for a disease with a low 
fatality, especially now when we need all the meat and 
milk we can get. The opponents of slaughter argue 
that the disease could be as effectively and more 
economically controlled by a combination of isolation 
and inoculation, and also that research can make little 
progress while all infected animals are immediately 
killed. 

Like influenza in man, foot-and-mouth disease 
comes in waves and favours the winter months. It 
attacks cattle, sheep and pigs, in that order of import- 
ance, but may also be carried by other animals, such 
as rabbits, rats, foxes, hedgehogs, and possibly birds, 
by human beings, in contaminated food, and perhaps 
in dust. It is one of the most contagious diseases 
known. As the name implies the lesions are mainly 
found in the mouth and feet ; they consist of vesicles 


on the tongue, buccal mucous membrane and gums, 


which produce an exaggerated flow of highly infectious 
saliva, and similar blistering just above the hoof or 
behind the claws leading to lameness. In dairy 
cattle the udder may be involved, and hence human 
cases haye arisen in milkers and milk-drinkers. 
Recovery within two or three weeks is the rule—the 
fatality in adult animals is not more than 2-5%—but 
complications such as mastitis, local necrosis round the 
lesions and even_shedding of the hoof are not uncom- 
mon and may greatly prolong the illness or even make 
it necessary to destroy the animal. Occasionally the 
disease takes the form of an acute gastro-enteritis, and 
in young animals a septicemic form, without local 
lesions, is highly fatal. The cause is a virus, of which 
three main immunologically distinct types are known. 
From the farmer’s point of view it is not so much the 
killing powers of the disease which are to be feared as 
the loss of flesh from wasting and of milk from reduced 
lactation. In most continental countries foot-and- 
mouth disease has long been endemic and it appeared 
in this country a hundred years ago. Until measures 
for preventing the import of infected animals and for 
dealing with outbreaks here were taken, towards the 
end of the last century, there were repeated epizodtics 
in Great Britain, of which that of 1883-84 affected 
half a million animals. Since then the incidence here 
has been small compared with that abroad ; thus in 
1937 and 1938 there were 37,000 and 667,000 out- 
breaks in Germany, compared with 187 and 190 here. 

In this country attempts at curing the disease are 
not allowed ; when an outbreak is reported and con- 
firmed all affected animals are destroyed and restric- 


1. Sunday Times, Feb. 23, 1941. 


tions are placed on the movements of all farm animals: 
within a 15-mile radius. Before the war the carcasses. 
of both cases and contacts were destroyed, but now 
although contacts must still be slaughtered their meat. 
is saved for food. Compensation is paid by the 
Government for all animals slaughtered, but in the last 
fifteen years the cost of this has not averaged more 
than £100,000 a year. Compared with this figure the 
estimated losses abroad are gigantic: for instance, 
the Germans put theirs as £83,000,000 for 1937-38. 
Where the disease is endemic a-slaughter policy is 
impracticable, but it seems that most European coun- 
tries would adopt one if they could. The alternative 
is strict isolation of infected herds with the use of 
vaccines. Isolation in such a disease is extremely 
difficult—if dust and birds can really act as carriers, 
almost impossible ; and if slaughter was abandoned 
there would be great danger of dissemination., Ever 
since the Foot-and-Mouth Disease Research Com- 
mittee was set up in 1924 intensive studies have been 
made of methods of immunisation, and much 
knowledge has been and is still being accumulated at 
the research station at Pirbright. The Germans, too, 
have been similarly engaged, and two years ago 
WALDEMANN and Kose? reported a high degree of 
immunity in cattle injected with an attenuated virus. 
They claimed that there were only 3-3% of failures 
after the composition of the vaccine had been satis- 
factorily stabilised, but 1 animal in 108 developed the 
disease as the direct result of vaccination. In a 
country where foot-and-mouth disease is endemic even 
a partially successful vaccine would be valuable, but 
here its advantages must be offset by the added risks 
of introducing into the general animal population 


: immunes which might act as carriers and imperil our 


vast export trade in pedigree livestock. The sugges- 
tion that adherence to a slaughter policy has led to 
neglect of research and experiment has been denied 
by Mr. R. S. Hupson,’ and he makes it clear that it 
will need stronger arguments than those so far 
advanced to move the Government from their present 
policy. 


ANDROGENS IN GYNECOLOGY 


TESTOSTERONE propionate has given satisfactory 
results in a number of gynecological complaints, 
notably functional hemorrhage and painful chronic 
mastitis, and may prove useful in dysmenorrhea and 
postpartum engorgement of the breasts. J. W. 
Hvurrman‘ of Chicago has made a critical experimental 
and clinical survey of the possibilities of androgenic 
therapy and largely agrees with previous workers. He 
treated 22 cases of functional] uterine hemorrhage with 
250-450 mg. of testosterone, given in doses of 25 mg. 
every other day. Some of these patients had been 
very stubborn bleeders, notably one who at the age 
of 24 had been curetted six times. He found the 
following sequence of events to be usual : for: the first 
10-14 days of treatment bleeding would continue as 


before; after that the flow would gradually lessen ` 


and stop by the 18th day. When the flow ceased he 
gave three additional injections. The interval of 
amenorrhcea thus provoked varied in his cases accord- 
ing to the size of the dose used; with doses up to 
450 mg. the longest interval noted was 103 days. 


2. See Lancet, 1938, 1, 1404. 3. Sunday Times, March 9, 1941. 
4. Amer. J. Obstet. Gynec. 1940, 40, 675. 
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After this interval] a scanty flow lasting 1-3 days is to 
be expected, to be followed in a month’s time by a 
slightly heavier period and thereafter if all goes well 
by normal periods which may in time become heavier 
and longer. 
of injections is repeated. Several papers have 
appeared on the treatment of painful chronic mastitis 
with androgens, and A. W. Spznor® has reported 
favourably on the use of testosterone by injection and 
inunction. The rationale of this treatment is a 
reduction of glandular activity and it is reasonable to 
carry the argument a stage further and test this theory 
on puerperal patients in whom it is necessary to 
inhibit lactation. R. Kurzrox and C. P. O’ConNzELL ê 
report successful inhibition of lactation in 19 out of 21 
recently delivered women who were given 25 mg. of 
' testosterone propionate intramuscularly twice daily 
for 1-3 days. None of the patients had notable breast 
engorgement on this treatment. P. V. Durry and 
J. CoRsaRo’? have extended this investigation and 
reported on 25 cases of recently delivered women in 
whom it was found advisable to inhibit lactation. 
The optimum time for the exhibition of the testos- 
‘ terone is 48 hours after delivery and the effective dose 
at this time was found to be 50-75 mg. ; this regime 
was successful in 18 of the 25 cases. In the remaining 
7 testosterone was ineffective in similar dosage ; this 
they attribute to the mistiming of treatment—for 
instance, in 4 of the 7 it was started after the full 
establishment of lactation and failed, while in the 
other 3 it was begun immediately after delivery and 
also failed. These results are explained by Durry 
and Corsaro in this way. During late pregnancy 
ovarian hormones responsible for breast proliferation 
are present in large quantities, and these hormones 
are inhibitory to the action of the anterior pituitary 
lactogenic hormone. After delivery there is a rapid 
withdrawal of these inhibitory cestrogenic factors, and 
the prolactin is thus free to initiate a secretion of milk. 
The continuation of this secretion is largely dependent 
on the peripheral stimulation of suckling. If testos- 
terone is injected immediately after delivery in a 
relatively modest dose of 50-75 mg. it will largely 
have been excreted, along with the inhibitory cestro- 
gens, by the end of 48 hours, and insufficient quantities 
will be left to counteract the secreting activities of 
prolactin. Hence the failure of Durry and Corsaro 
to inhibit lactation in 3 of their cases; no doubt a 
larger dose would have been effective. In their 
remaining 4 failures the inhibiting effect of testos- 
terone was set at nought by the stimulus of suckling. 
The conclusion is that if testosterone is to be effectively 
used for stopping lactation in the recently delivered it 
must be accurately timed and the treatment started 
48 hours after delivery; a daily dose of 25 mg. 
repeated twice or thrice combined with withdrawal 
of the baby from the mother should be sufficient. 
Similar results are to be expected by the use of methyl 
testosterone by mouth in doses of 25 mg. every four 
or six hours. If this proves as effective as stilbcestrol 
the obstetrician will be armed with another simple 
means of treating what used to be a difficult and 
painful condition in the puerperium. | 

American workers have reported favourably on the 
treatment of dysmenorrhea with androgens. J. P. 


5. Lancet, 1939, 2, 820. 6. Endocrinology, 1938, 23, 476. 
7. J. Amer. med. Ass. Jan. 4, 1941, p. 33. 
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GREENHILL and S. C. FREED,® using a dose of 25—50 
mg. of testosterone three times a week for the two 
premenstrual weeks, report that half of their cases of 
dysmenorrhea continued to benefit a year after dis- 
continuation of the treatment. While these results 


are promising, it must be remembered that in cases — 


of dysmenorrhea close investigation is needed to 
exclude the psychological effect of an injection of 
anything. It would be worth while for gynzcologists 


in this country to treat a large series of cases of 
dysmenorrhcea with the androgens and compare them ° 


with proper controls, to settle whether we have at last 
found the answer to the maiden’s prayer. 

Some pathological and clinical sidelights are note- 
worthy. Thus, if the total dosage of androgen exceeds 
400 mg. enlargement of the clitoris is liable to occur, 
though this is purely transitory, passing off with the 
cessation of treatment. Biopsy of the endometrium 
after treatment with testosterone should show a 
resting phase with few small inactive glands, straight 
and tubular in shape and lined with a single layer of 
cells with small basal nuclei; the appearance is that 
of inactivity rather than senile atrophy. In one case 
HUFFMAN opened the abdomen and removed an ovary 
and was thus able to observe what changes took place 
after 350 mg. of testosterone. The ovarian cortex 
contained small atresic follicles, but no young corpora 
lutea. The follicles were lined with small shrunken 
granulosa cells. Primordial follicles were present, but 
no ripening or mature graafian follicles. The granu- 
losa layer of all follicles was thin, with pale shrunken 
cells showing no sign of activity. The advantages of 
androgen therapy for functional bleeding are several 
—it is probably the most effective of the non-surgical 
methods of treatment, it is ambulatory, and there is 
every reason to believe that it preserves the repro- 
ductive ability of the patient. But it has a slight 
tendency to produce temporary masculinising pheno- 
mena, especially if the doses overstep a threshold of 
about 200 mg. It offers a potent means of arresting 
functional bleeding, but bleeding is only to be diag- 
nosed as functional after careful clinical examination 
has excluded all organic causes. An exploratory 
curettage may be necessary or at least an endometrial 
biopsy. For those who have not the skill and 
experience to do these things and to interpret the 
pathological findings, the androgens offer a tempting 
but dangerous line of treatment. They should eschew 
it as earnestly as they would condemn a man who treats 
irregular uterine bleeding in a woman after the 
menopause with a bottle of ergot instead of a vaginal 
examination. 


PYROTHERAPY OF G.P.I. 


MALARIA therapy will always be associated with the 
name of Wagner-Jauregg, who won the Nobel prize 
for introducing it. His researches revolutionised the 
treatment of early and latent neurosyphilis as well as 
of general paralysis of the insane, and malaria is now 
being employed as a prophylaetic agent in patients 
with a positive Wassermann reaction in the cerebro- 
spinal fluid, who must be regarded as potential cases 
of G.P.I. Malaria therapy was tried out in Vienna 
in 1918, and it was not until four years later that 
the first patient was inoculated in England. Since 


8. Wet Teena 1939, 47, 301; and Amer. J. Obstet. Gynec. 1940, 
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then this treatment has been widely adopted here, 
a special centre at Horton Hospital, Epsom, having 
been opened in 1925. The new form of therapy 
stimulated research into other ways of producing fever, 
and it was not long before chemical agents such as 
Sulfosin (a solytion of sulphur in olive oil) were found ; 
later, physical means were adopted, including 
diathermy and other electrical agencies such as the 
Kettering hypertherm. 

A committee presided over by Prof. PauL A. 
O'LEARY ! have now compared the relative merits of 
malaria and artificial fever produced by physical 
means. In their collected series 1100 patients were 
treated with malaria and 320 with artificial fever. 
The comparison is uneven, but justifies some definite 
conclusions. Evaluating their results in terms of 
clinical and serological response they find that clinical 
remission can be obtained in more than half the cases 
of early or mild paresis by either method ; but with 
severer degrees of paresis the chances of recovery are 
more favourable with artificial fever. On the other 
hand, once a complete remission is attained, there are 
slightly fewer relapses with the malaria-treated cases 
than with those who had been given artificial pyrexia. 
The fatality is reported to be higher with malaria. In 
about a quarter of the malaria cases and over four- 
fifths of the artificial fever cases serological tests were 
carried out after treatment. Reversal rates of the 
Wassermann reaction in the cerebrospinal fluid were 
not only more rapid but about twice as common with 
malaria as with artificial fever. Some of the results 
may have been coloured by the supplementary use of 
chemotherapy. The duration and intensity of fever 


= have been carefully related to clinical results in the 


patients treated by artificial fever, the best results 
being obtained with a moderate duration of 56 hours 
and high intensity, with a maximum temperature of 
106° F. Unfortunately, no comparable figures are 
given for malaria. At the treatment centre at Horton, 
Nico. and Hutton? have analysed 150 cases which 
were examined serologically before and after treat- 
ment, and have also reported on the histological 
findings in the brains of 88 treated cases and 39 
untreated. They employed malaria exclusively in 
treatment, and claim, on the evidence of a reversal 
of the Wassermann reaction in the C.S.F., that it is an 
effective spirocheticidal agent in 85% of cases. Of 
the brains examined post mortem those of the treated 
cases showed none of the histological appearances of 
G.P.1., whereas in the untreated cases there were 
perivascular changes and spirochetes were present in 
the parenchyma. 

Although malaria has been employed now for some 
twenty years in the treatment of neurosyphilis, the 
explanation of its effects is still uncertain, and the 
same must be said of artificial fever. Malaria stimu- 
lates the reticulo-endothelial system and probably 
electropyrexia does the same. Not only is our 
information incomplete regarding the disappearance 
and destruction of the spirochete under treatment, but 
the degree of fever necessary to produce this result is 
still uncertain. Nor is it generally agreed that a 
course of fever should be supplemented with chemo- 
therapy ; Nicou and Hutton find that malaria alone 
will produce a negative cerebrospinal fluid and a 


1. O’Leary, P. A. et al. J. Amer. med. Ass. 1940, 115, 677. 
2. Nicol pW- D. and Hutton, E. L. Proc. R. Soc. Med. 1937, 
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lasting remission. O’LEaRy and his committee, 
however, think it important that both malaria and 
artificial fever should be combined with chemotherapy 
in order that as high a C.S.F. reversal-rate as possible 
should be gained and maintained. They aim at a 
temperature of 106° F. with an optimum duration of 
56 hours above 101° F., and 41% of the total fever | 
time between 106° and 106-9° F. The usual practice 
with malaria is to control the temperature at 105° F. 
the average duration of fever being 8-10 hours, and 
the duration of fever above 101° F. about 90 hours for 
10-12 peaks of fever. Possibly supplementary chemo- 
therapy is only necessary when the amount of fever 
given is in itself inadequate to produce the desired 
result. Both malaria and artificial fever have proved 
their value ; neither can be lightly undertaken. Only 
analysis of clinical work and experimental research 
will teach us the minimum duration of fever and inten- 
sity necessary to destroy the spirochetal process. 


ROCKEFELLER STUDENTSHIPS 


THe Rockefeller Foundation is to undertake the 
clinical training of 25 British medical students in 
American or Canadian universities. The student- | 
ships will cover tuition fees, maintenance and other 
expenses for a period of two years, but not the cost 
of travel between this country and America. The 
students will be chosen by a committee, of which the 
vice-chancellor of the University of Manchester is 
chairman, from candidates nominated by the universi- 
ties and medical schools of England, Scotland, Wales 
and Northern Ireland. Candidates must have com- 
pleted - their preclinical studies and passed their 
examinations in anatomy and physiology. At the 
end of their time in America they will return to this 
country to complete their clinical studies and take 
their final examinations. Licensing bodies will no 
doubt be willing to:accept the work done abroad in 
view of the standing of the schools to which students 
are to go. Twenty-three universities have each 
agreed to accept one or two students, and, since the 
purpose of the studentships will best be served if they 
are spread as widely as possible, not more than two 
students will be sent to any centre. Applications, 
which can only be made through a dean of a medical 
school, must be in before April 26, and the date of 
departure is likely to be early in August. This very 
splendid offer has been made to help particularly, but 
not exclusively, those schools in which clinical instruc- 
tion has been hindered by enemy action, and will be a 
welcome encouragement to the many of our medical 
schools which are facing great difficulties. Moreover 
the studentships will surely mark the beginning of still 
greater coöperation between the universities and 
medical schools of America and Britain. For more 
than a generation medical students and younger 
graduates of the American medical schools have been 
coming across to the universities of England and the 
Continent and have taken back with them new ideas 
and fresh inspiration. The Rockefeller Foundation 
offers our young men the same opportunity, and it is 
for us to send as Rockefeller students young men who 
will profit from it to the full. If they hesitate now 
to seize this chance of studying in comparative safety 
they may take Mr. Ernest BRown’s word for it that 
by so doing they will be carrying out the best form of 
national service. 
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Annofations 


RADIOTHERAPY IN WAR-TIME 


THE misfortunes of war cause suffering to all classes, 
healthy and unhealthy alike, but among the latter no-one 
has suffered nfore than patients with cancer. If all those 
patients were elderly and owing to the advanced con- 
dition of their disease had only a few months to live, then 
it might not be justifiable to make any special effort 
on their behalf. But many of them are in middle age, 
and, with immediate treatment, will live for many years, 
helping not only in their homes but in the special war 
effort. Before the war it was estimated that a minority 
of patients suffering from cancer were able to obtain 
efficient treatment; only half as many are now able. 
The type of treatment which has been most difficult to 
carry out owing to the war is radiotherapy. A-number 
of factors have contributed to this decrease. The war- 
time upheaval in the hospital services with consequent 
dispersal of personnel has reduced facilities for treatment. 
Evacuation has taken many people away from their own 
medical advisers and hospitals, and led to delay in seeking 
medical advice. Some practitioners think that no 
radiotherapy is being carried out during the war. Some 
' patients dislike the idea of prolonged hospital treatment 
in a danger area. These and other difficulties have 
combined to bring about the present tragic state of 
affairs. What then is the remedy? It is clearly brought 
out in‘ the discussion reported on p. 348. The clue 
will be found in country centres attached to general 
hospitals or sector hospitals situated in comparatively 
safe areas, an isolated hut or building being provided for 
cases which are being treated with radium. Some of the 
London hospitals are still able to treat a limited number 
of patients, and it may be advisable to keep up these 
centres so as to spread the risks ; but the argument that 
they are necessary in order to treat ambulant patients 
will not appeal to those who hold that malignant disease 
should be treated in hospital. Certain it is that unless 
additional facilities are found there will be a revival of 
“ the waiting-list ” which should not in a civilised com- 
munity be tolerated for an acute progressive disease like 
cancer. 


LONDON: MENTAL HEALTH SERVICES 


In the course of this month the mental-hospitals 
department of the London County Council will cease to 
exist as a separate department and the hospitals for the 
mentally sick will join the hospitals for the physically 
sick in coming under the control of the public-health 
department. It is understood that the transfer was not 
made at Dr. Daley’s request but that he expressed his 
willingness to accept the added responsibility if so 
desired. The many elements and problems that the two 
groups of hospitals have in common have heretofore been 
dealt with by consultation between the two services. 
The council however felt that the medical and nursing 
experience of the general hospitals ought to be at the 
disposal of those in charge of the mental hospitals and 
that this could best be ensured by inviting the chief 
medical officer to become ultimate head. This will not 
in itself take the central administrative control of the 
mental hospitals out of the hands of the laymen who have 
always had it. Mr. W. S. Leeming, at present chief 
assistant in the mental-hospitals department, becomes 
the head of a separate branch of the public-health depart- 
ment, with the title ‘‘ administrative officer, mental 
health services,” and the mental-hospitals committee 
‘of the council will continue in being with its complement 
of 28 members of the council and 20 codpted non-mem- 
bers, but with the clerk to the council now at the desk. 
The clerking of the institution subcommittees will be 
transferred to the medical officer, on an arrangement 
parallel to that with the education committee. The 


reshuffle is an interesting compromise and one that 
contains the germ of success, for it gives everyone who 
has knowledge and experience in the care of mental illness 
the opportunity of using them to the best advantage. 
The change-over too will not be arduous. The outcome 
will be watched with particular interest by the local 
authorities, such as Surrey and Glasgow, which have 
already taken action in the same direction. In other 
cases envy may be followed by emulation. 


THE GREEN SICKNESS 

In the consulting-rooms of today the chlorotic maiden, 
drooping beside an anxious mother, is a rare bird indeed. 
Dr. Gunnar Alsted,! who suggests the new name of 
‘essential iron deficiency anæmia,” reports that only 
Six cases were seen in a large hospital in Copenhagen in 
the last ten years. Sixty years ago, six cases might 
often be seen in a single day’s outpatients at a large 
London hospital. Dr. Charles Waller,? lecturing to his 
students at St. Bartholomew’s a hundred years ago, 
warned them that chlorosis was the commonest cause 
of emansio mensium; in. his compact summary of 
symptoms, after mentioning the greenish pallor, the 
languor, the small frequent pulse, and the pains in the 
head, chest and precordium, he says: ‘‘ The secretions 
are almost universally at fault, the appetite bad, and 
bowels constipated ; palpitation of the heart, difficulty 
of breathing, and a teasing cough, are produced upon 
slight exertion; the countenance exhibits a. strong 
deficiency in the red particles of the blood, the cheeks 
becoming sallow and the lips pale; swelling of the lower 
limbs, especially towards evening, is also a very common 
symptom.” The differential diagnosis had to be made 
from pulmonary tuberculosis, then the expected cause of 
ill health in a young person—expected not only by the 
doctor and the relatives but with resignation by the 
young person himself, as ‘‘ Wuthering Heights’? makes 
Strangely clear. Chlorosis, however, probably held 
second place, at any rate among women, and had been 
recognised from Tudor times; some of Shakespeare’s 
female characters are accused of having it, and he was 
evidently aware that men did not suffer from it, since 
Falstaff speaks of boys in whom their drink and many 
fish meals lead to “a kind of male green sickness.” 
Those afflicted were certainly greenish ; teachers of last 
century used to contrast the dead-white pallor due to 
profuse loss of blood and the lemon-tinted pallor of 
pernicious anemia with the characteristic tint of 
chlorosis. The diagnosis established, there was no 
difficulty about the cure; they recognised deficiency of 
iron as the essential cause and supplied it in various 
elegant forms—compound mixture of iron, muriate of 
iron, acetate of iron (considered the most agreeable of 
the liquid preparations), or as a powder, the sesquioxide, 
or as compound iron pill made from the sulphate with 
extract of gentian. Otherwise treatment was directed 
to curing the constipation and helping the female to lose 
the disinclination to move about. Ætiology was, and 
remains, obscure. The young women affected were 
usually within a few years, one way or the other, of 
twenty ; tight-lacing has been blamed, and a disappoint- 
ment in love used often to be given an honourable place 
in the history, at least by the patient.. Why has this 
disease, common four hundred years ago and still 
common at the end of the last century, almost dis- 
appeared? Has it gone with the passing of close, ill- 
ventilated, badly lighted basement bedrooms formerly 
provided for domestic servants? But elderly domestics 
did not get it, nor was it confined to that small group of 


‘women; indeed, one textbook of the period hints that 


it was commonest among the upper classes. - No. pub- 
lished collection of cases has ever proved tight-lacing to 
be the cause; it used to be common in post-mortem 


1. Amer. J. Med. Sci. January, 1941, p. 1. 
2. Lancet 1839-40, 1, 425. 
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rooms to see deep furrows in the liver due to pressure of larger amounts but not very much so, for though the 


the ribs caused by tight-lacing, but some of the deepest 
of these furrows occurred in men who wore tight leather 
belts. There is no evidence that chlorosis depended on 
the pelvic organs ; the amenorrhea was usually regarded, 
probably correctly, as a symptom of the anemia. The 
fact that many who had the disease were unmarried can 
be explained by the age at which it was most often seen. 
Perhaps Falstaff was right, and an analysis of menus 
would reveal that diet was at the bottom of it ; perhaps 
it was evidence of an endocrine imbalance, associated 
with puberty and provoked by a factor which has ceased 
to operate. Whatever the cause, chlorosis has gone, and 
like the lost smell of musk, its going offers scope for 
puzzled speculation. 


WORK IN HOT PLACES 

OUR expeditionary forces in Africa and elsewhere in 
hot climates give fresh interest to the question of the 
effect of hot atmospheres on the reactions of the body to 
exercise. The classical investigations of Leonard Hill 
and Haldane clarified the issue considerably, certainly as 
far as strenuous exercise is concerned, and the introduc- 
tion by Hill of the kata-thermometer has resulted in the 
clear demonstration of the pernicious effect of damp heat 
as compared with dry heat. The National Health and 


Medical Research Council of Australia has been _ 


responsible for an extensive investigation into the effect 
‘of hot atmospheres on tropical settlement, and Lee and 
Boissard! have now published some of their findings 
with regard to the effect on pulse-rate. They studied 
the effect of two forms of exercise, lifting and marching, 
on healthy adult males in two different atmospheres— 
“hot wet ” (dry bulb 87-5° F., wet bulb 83-5° F., giving 
a relative humidity of 87% and an effective temperature 
of 83° F.) and “hot dry ” (dry bulb 101° F., wet bulb 
79° F., giving a relative humidity of 38% and an effective 
temperature of 84-5° F.). Three different levels of water 
administration were used: (1) none; (2) half replace- 
ment of fluid lost (40 c.cm. in the hot wet room, 60 c.cm. 
; in the hot dry room) at 15 min. intervals; (3) full 
replacement of fluid lost (double the previous amounts). 
These findings were also compared with saline adminis- 
tration at half replacement quantities at intervals of 
either 15 min. or 2 hours. They found that full replace- 
ment of water lost has no advantage over half replace- 
ment, but the latter gives some improvement compared 
with no water in hot wet atmospheres and great improve- 
ment in hot dry atmospheres. On the other hand, under 
the conditions of their experiments, saline results in a 
slight improvement in hot wet atmospheres, but in hot 
dry atmospheres its effect is if anything deleterious. 
When the administration. of fluid is delayed the pulse- 
rate is consistently raised, and the administration of 
saline results in only a transient, or sometimes delayed, 
slowing. | 

The Queensland workers draw attention to certain 
practical applications of this investigation. Prolonged 
exercise makes less demand on the cardiovascular system, 
as judged by the pulse-rate, when undertaken in the 
morning than in the afternoon. Acclimatisation is less 
important in hot wet atmospheres than in hot dry 
atmospheres, but men from colder climes, such as this 
country, should only be transferred to tropical areas in 
the cool season. With regard to the important question 
of fluid intake, it seems as if the administration of saline 
is not essential except in the case of severe exercise, such 
as stoking, which results in profuse perspiration. Ade- 
quate salt will be obtained if taken with meals. Fluid 
intake, however, must be maintained, particularly in 
hot dry climates, and replacement of half the water lost 
(in the experiments reported 240 c.cm. per hour) is the 
Minimum required. Frequent administration in small 
amounts is preferable to infrequent administration of 
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_ the pædiatrician’s table with their wedge device. 


pulse-rate may rise when drinks are slow in coming 
it soon returns to normal when they do arrive. 


TREATMENT OF ASPHYXIA NEONATORUM 

DURING the past few years there has been a revival of 
interest in the subject of asphyxial troubles in the new- 
born infant, and, while on the one hand investigators in 
England and America have been tackling the problem of 
starting respiration and likely causes of failure, others 
have been elaborating methods of resuscitation. Un- 
fortunately for the general practitioner and his precursor, 
the medical student, the word “ elaborating ” is only too 
just, for the growth of apparatus limits the practical 
value of many new developments. In a recent article! 
J. D. Russ and R. A. Strong of New Orleans set out a, 
detailed account of what a specially trained pediatrician 
can do when resuscitation is required. Their work is 
based on nearly 200 newborn babies requiring resuscita- 
tion out of a total of 1200 births. Using a specially 
prepared table flanked by a mechanical resuscitator, 
the pediatrician, in a sterile gown, mask and gloves, 
stands ready to receive the baby. After the cord is cut 
the baby is handed over, to be wrapped at once in warm 
covering and have its skin gently and rapidly rubbed for 
a few seconds. Then the fingers of the psdiatrician’s 
left hand are placed beneath the child’s neck so that the 
head is hyperextended, and a catheter is used to aspirate 
all mucus, amniotic fluid, blood or meconium from the 
nostrils, mouth, pharynx and nasopharynx. In babies 
only mildly asphyxiated these measures suffice, and if 
respiration starts plain oxygen is administered with a 
face mask for some minutes. In severer cases, when 
respiration still does not begin, a-lobeline, gr., is at 
once administered into the umbilical vein and a catheter 
is introduced into the trachea. “This is done by with- 
drawing the left hand from beneath the neck and placing 
the left index finger in the mouth until the tracheal 
opening is felt beneath the tip of the finger. The 
catheter is introduced with the right hand and run along 
the side of the finger until the tip is reached, and then 
the end of the catheter is diverted beneath the tip of the 
finger and into the tracheal meatus.” Gentle artificial 
respiration is now performed and then by means of the 
pediatrician’s own breath 5-10 gentle inspirations ard 
expirations are made. 
is administered as before, but if the child still does not 
breathe the catheter is withdrawn and the special 
resuscitator is brought into action. Most of the babies 
treated (169 out of 196), however, apparently responded 
to the less elaborate measures. But even the passage of 
a catheter into the trachea may not be so easy as it 
sounds. Russ and Strong say that it can be easily 
learned after two or three demonstrations but it was 
precisely because this blind intubation usually proved 
so difficult that J. B. Blaikley and G. F. Gibberd 
advocated the use of a direct vision laryngoscope for 
intratracheal catheterisation.2 Moreover they distrust 
the gentle breaths of the trained pediatrician and speak ® 
of “the possible danger of rupture of the lungs from 
uncontrolled pressures.” Their method involves the use 
of a small rubber bag and a pressure gauge. Essentially, 
however, the English pair and the American pair are in 
fundamental agreement over the need for adequate 
aspiration of mucus from the mouth and pharynx, and, 
if this fails, from the lower reaches of the respiratory 
tract. Keeping the infant’s head low until breathing 
is well established is also an important part of resuscita- 
tion and it is certain that if Gibberd and Blaikley ever 
visited the New Orleans clinic they would itch to tilt up 
It is 
clear from all recent studies that adequate toilet of the 


1. Amer. J. Dis. Child. January, 1941, p. 1. 
2. Lancet, 1935, 2, 138. 
3. Ibid, 1935, 1, 736. 


If respiration now begins oxygen: . 
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respiratory tract is essential not only to initiate breathing 
promptly but also to prevent the subsequent development 
of neonatal pneumonia. The use of a special laryngo- 
scope for direct intubation is not likely to become popular, 
and the method of Russ and Strong has much to com- 
mend it. Unfortunately they give no details of the 
intratracheal catheter used beyond stating that it should 
have a glass saliva trap. 
proper tools were provided the job could be easily 
performed after only a few demonstrations. 


THOMBOCYTOPEN - 


. THROMBOCYTOPENIC purpura is a well-established . 
clinical syndrome in which purpura or profuse hzemor- ' 


rhage from mucous membranes, a blood picture of 
moderate anemia, a persistently low platelet count, and 
a. Marrow picture of erythroblastic and megakaryocytic 
hyperplasia. are the. characteristic features. The spleen 
is only sometimes palpably enlarged, but even if it is not 
its removal is followed by a rise in the platelet count and 
the cessation, apparently permament, of the hemorrhages. 


What is the explanation of this syndrome? One sug-. 


gestion, put forward on analogy with familial hemolytic 
icterus, is that there is unusual destruction of platelets 
in the spleen ; the fact that the bone-marrow often con- 
tains.an abnormally large number of megakaryocytes— 


the mother-cells of blood platelets—supports the idea: 


that it is peripheral destruction of platelets rather than 
failure of platelet formation that is occurring. But the 
histology of the spleen is uninformative; there is no 
hyperplasia of the phagocytic reticulo-endothelial cells, 
in fact no histological evidence at all to explain this 
` syndrome.. The possibility that the spleen produced 
some substance toxic to platelets has also been explored 
and the results though equivocal are interesting. 


The idea was suggested by: Frank! and by Minot,’ 


who thought the action was more on the megakaryocytes. 
‘Troland and Lee’ claimed to have extracted from the 
spleens of three patients with thrombocytopenic purpura 
a factor which, when injected intravenously into rabbits, 
promptly reduced the number of blood platelets; the 
action was transient but could be sustained by repeated 
doses. Injection of the extract into a cat, a dog and a 
monkey gave similar results. They called this factor 
‘“‘thrombocytopen.” No thrombocytopen was found in 
_ extracts of spleens from patients with other diseases. 
Reports of repetition of this work soon appeared ; the 
majority were completely negative, two were. positive 


but the results differed from those of Troland and Lee.. 


Hobson and Witts obtained a platelet-lowering sub- 


stance from the spleen of one case of thrombocytopenic. 


purpura, but a very large dose was needed to demon- 
strate the effect; Rose and Boyer® obtained positive 
results with spleen extracts from two patients, but the 
effect took 15-20 hours to reach its maximum. So far 
the number of spleens tested is relatively few; others 
will certainly follow. What seems to be most needed is 
a proper biochemical treatment of the spleen extracts 
and a systematic attempt to determine at least to what 
group of substances thrombocytopen belongs ; there is 
no clear reason for the acetone extraction in the cold for 
three weeks used by Troland and Lee and it may be 
partly responsible for the varying results. Hobson and 
Witts, like others, found that a saline extract of normal 
spleen reduced platelets when injected into rabbits in 
relatively small doses, and it is well known that after 
splenectomy for any reason there is a great increase in 
the blood platelets for a time; the chemical method to 
‘be used should distinguish. if distinction is possible, 
between this effect and the thrombocytopen cffect. 
Thrombocytopen is evidently still a name for an idea, 
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ANTITUBERCULOSIS WORK IN RUSSIA 


It is possible that if the 
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but since it is the only idea offering a reasonable explana- 
tion of this special type of purpura it is clearly worth 
pursuing until it is proved right or wrong. 


ANTITUBERCULOSIS WORK IN RUSSIA 

ANYTHING that raises the curtain between this country 
and Russia is welcome. According to Sir Bernard Pares?! 
we have much to learn from the Soviet social services ; 
and now Prof. D. A. Karpilovsky ? gives us a glimpse of 
the campaign against tuberculosis, which was one of the 
foremost health problems in pre-revolutionary times but 
has been considerably reduced in the past two decades.’ 
There is much similarity between the Russian methods 
and ours, but there are interesting developments and 
differences. In addition to the dispensaries, which as here 
form the basic unit of the service, there is a tuberculosis 
institute in the capital of most of the republics of the 
U.S.S.R., whose functions are research and teaching as 
well as the planning ‘of organisation and treatment. To 
these institutes professorial chairs are attached, and 
postgraduate and refresher courses (which are compulsory 
for practitioners) and extramural lectures are given. To 
avoid overlap of research, periodic meetings of specialists. 
take place at the various institutes, at which future 
programmes are discussed. The specialists attached to 
the institutes are often alsoconsultants to thesanatoriums 
of the area. In addition to the usual residential sana-. 
toriums, night-sanatoriums for selected patients who are’ 
at work have been in use in cities for some years ‘ and are ` 
considered a success. Possibly the germ of a similar 
system may be seen in the suggestion to make special 
air-raid shelters supply similar needs in London. Workers 
with infective sputum eat separately in the factories and 
can buy special food at subsidised prices in the canteen. 
On the prophylactic side in Russia, it is interesting to 
learn that in some sections of the population everybody 
is examined periodically to exclude tuberculosis: these 
include workers in the food industry, nurses and teachers 
in contact with children, students and other young 
adults. Infant nurseries pay special attention to the 
infants of tuberculous parents, while older children may 
be sent to country schools. B.C.G. vaccination is also 
being widely developed for infants and the results will be 
awaited with interest. All medical care is free and full 
wages are paid during illness, so that propaganda towards 
early diagnosis and treatment of tuberculosis has a fairly 
easy passage. In Moscow there is a state institute for 
devising schemes of health propaganda and education 
which are carried on by means of broadcasts, lectures and 
films, travelling exhibitions, and talks with the patients 
themselves. The Soviet authorities seem to be tackling 
the tuberculosis problem with great energy, using a 
flexible system of central and regional planning which has 
no opposing interests and is integrated with the whole 
social and economic system of the country. With the 
rapid increase in number of tuberculosis specialists, with 
the policy of drawing on the enthusiasm of the public 
to help in new projects, and with a rising standard of 
living they may hope to reduce the incidence rapidly. 


Tur retirement of Dr. H. A. MACEWEN from the 
Ministry of Health, where he has been a senior medical 
officer for many years, will cause a pang to health 
officers throughout the country who consulted him on 
their particular problems and enjoyed the fruit of his 
long experience and deep understanding. Macewen 
had been in local-government service before joining the 
staff of the Local Government Board so that he knew 
public-health problems by and large. It is said that 
even the evacuation scheme for expectant mothers 
could not remove the smile from his face. 


1. Russia, Penguin Books. 
2. Anglo-Soviet J. 1941, 2, 39. 

3. Lancet, 1938, 2, 1447. 

4. Dobbs, R. H. and Russell, A. E. Ibid, 1937, 1, G48. 
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Special Articles 
. INDUSTRIAL DISEASES AND ACCIDENTS 
IN 1939 


THE publication of the annual report for 1939 of the 
Chief Inspector of Factories! has been delayed by pressure 
of war work, and for economy’s sake is much slimmer 
than usual. Mr. A. W. Garrett notes that earlier in the 
year the staff was engaged in securing compliance with 
the provisions of the Factories Act, 1937, which came into 
operation in July, 1938, and entailed a new order in work- 
ing conditions. Even before the war began much time 
was spent in preparation for it, and under the Civil 
Defence Act the inspectors had to see that factories were 
provided with shelters against air attack. After September 
they were busy with the details of applications from 
individual factories for permission to work longer hours 
on munition making. 

During 1939 fatal accidents increased by 17% and 
non-fatal accidents by 7%. As would be expected the 
accident-rate was higher in the last quarter of the year, 
but taking into account the increased numbers employed 
and the longer man-hours worked the increase was more 
apparent thån real. Apparently a high accident-rate 
inevitably accompanies an industrial drive for war 
purposes, and an interesting side-light is thrown on the 
period during which the Germans have been preparing for 
the present war. Industrial accidents, including those 
sustained on the way to and from work, rose in Germany 
by 172% between 1932 and 1938, although the increase 
in the number of people insured against industrial 
accidents only increased by 73%. In September, 1939, 
no less than 129 fatal factory accidents were reported in 
this country—an unprecedentedly high figure—and most 
of them were due to men falling through roof-lights and 
asbestos sheeting in the rush to camouflage or blackout 
the factories. Although the general accident-rate for 
the year was raised there was a fall of 2% in the number 
of accidents.to young persons. In the textile industries 
there was a fall of 3% in such accidents whereas in these 
industries the total number of accidents rose by 19%. 
Mr. Garrett thinks that in this bright spot in an otherwise 
dark record can be seen the first fruits of the shorter 
hours and tighter safety regulations brought about by the 
1937 act, and also the results of the recent intensive 
campaign initiated by his predecessor, Sir Duncan Wilson, 
to reduce juvenile accidents. Analysis of the accidents 
to 604 workpeople under 15 years of age with special 
reference to the abnormalities found by the examining 
surgeons showed that 23% of them had some physical 
defect ; but in another group of 1750 young persons who 
had not sustained accidents 26% had some abnormality. 
It seems, therefore, that the presence of physical defects 
did not contribute materially to the accidents, most of 
which occurred in the middle of the morning or afternoon, 
about 3 hours after starting or re-starting work—a find- 
ing which suggests that fatigue was an etiological factor. 


BY-PRODUCTS OF THE BLACKOUT 


The blackout was responsible for more than accidents. 
The hurried and improvised methods used to dowse the 
lights interfered with ventilation and the natural lighting 
in the factory workrooms. Dr. J. C. Bridge, the senior 
medical inspector, found that the blackout added to the 
mental strain produced by expectation of air-raids, it 
increased. the risk of gassing in various occupations, 
raised the temperature of workrooms, especially in 
foundries, to an uncomfortable level, and deprived the 
workers of the advantages of daylight. One immediate 


effect was lessened production but after a time the — 


workers seemed to be able to adapt themselves to the 
conditions, which were being gradually improved, and it 
‘was found that the rate of production climbed back 
steadily towards its pre-war level. Doctors were begin- 
hing to talk of a condition which they called ‘‘ blackout 
anæmia,” characterised by pallor, impaired digestion and 
lassitude. The blackout was probably not entirely 
responsible for these symptoms, which might partly have 
1. Annual Report of the Chief Inspector of Factories for 1939. 


H.M. Stationery Oflice. Cmd. 6251. Is. 
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been produced by various additional factors, such as 
anxiety, overwork, bad ventilation or over-heated work- 
rooms. Dr. Bridge pays a tribute to the character of the 
British workman who under adverse conditions was 
always ready to make the best of things. His report 
deals mainly with specific occupational diseases, but he 
also bears in mind the general environment of workers at 
work and at home, food, wages, hours of employment, 
housing and facilities for recreation. 


CAISSON DISEASE 
No significant changes for 1939 are seen in the tables 


-of notifiable industrial diseases with the exception that 


there were 12 cases of compressed-air illness, a condition 
which became legally notifiable on Jan. 1, 1939. These 
cases arose during tunnelling operations and the symp- 
toms and signs differ in-no way, from those observed in 
caisson disease or in deep-sea diver’s palsy. They are 
noted in men who, after working in compressed air, 
return to normal atmospheric pressure without under- 
going gradual decompression. Partial arrest of the 
circulation in various parts of the body is brought about 
by bubbles of nitrogen from the blood and tissues which 
have become supersaturated with air under the higher 
pressure. The symptoms depend on the situation of the 
bubbles and may take the form of vertigo, pains in the 
abdomen (bends) or dyspnoea (chokes), with varying 
types of sensory or motor paralyses. 
by recompression is promptly applied loss of conscious- 
ness and permanent paralysis or death may result. Other 
effects include pain in the ear drum, slowing and deepen- 
ing of the respiration, bradycardia, increased secretion of — 
urine and inability to whisper or whistle. During 
decompression the heart beat quickens and the patient 
usually feels cold. Men between 18 and 26 can stand this 
type of work better than those of other age-groups, and 
obese subjects are particularly unsuitable because 
nitrogen is readily soluble in fat. When symptoms of 
compressed-air illness begin after too rapid decompression 
the patient should be placed in a special ‘chamber, 
known as a medical lock, where recompression should be 
started at a pressure slightly higher than that under 
which work has been carried on. Normally men can 
stand compression up to about 3 atmospheres without 
difficulty. . = 
POISONS AND INFECTIONS 

The number of.notified cases of lead poisoning remains 
at a low level. Of 10 cases of mercurial poisoning, one 
was a@.woman who had been gilding buttons for naval 
uniforms by the ancient process of fire-gilding which in 
the past has given rise to many cases of poisoning. Only 
4 cases of arsenical poisoning were reported ; 1 fatal case 
of poisoning by sodium arsenite seemed to illustrate the 
carcinogenic action of arsenic, a primary cancer of the 
lung being found at autopsy with metastases in the 
adjacent glands and in the liver ; in addition, the patient 
showed pigmentation of the trunk and limbs, perforation 
of the nasal septum and warty growths all over the body. 
Two cases of chronic benzene poisoning were reported 
and both had signs of aplastic anemia, one of them with 
purpuric manifestations. Poisoning by aniline and its 
homologues occurred in 12 cases, of which 5 were due to 
aniline, 2 to p-nitrochlorbenzene, 2 to nitrobenzene, and 
1 each to dinitrobenzene, chloraniline and trinitrotoluol. 
In addition to the usual signs and symptoms found in 
cases of poisoning by this group of chemicals, such as 
headache, cyanosis, dyspnoea and nausea, the 2 cases of 
nitrobenzene poisoning showed signs of peripheral neuritis 
affecting the legs, and in the case of chloraniline poisoning 
there was complete loss of vision for 36 hours. The 
solitary case of carbon-bisulphide poisoning showed 
characteristic signs and symptoms such as headache, 
tremor, vertigo, insomnia and paresis of the left arm and 

egs. 

Anthrax occurred in: 37 cases with 5 deaths. Skin 
cancers (epitheliomatous ulceration) amounted to 160, 
with 31 deaths, and of these 74 were caused by pitch, 
34 by tar and 52 by mineral oil; in the last group there 
were 23 deaths. The number of cases of chrome ulcera- 
tion rose from 115 in 1938 to 159 in 1939, the increase 
being chiefly found among workers on the processes 
of chromium plating and anodic oxidation. Two fatal 
cases of papilloma of the bladder occurred in men who 
had been engaged in the manufacture of synthetic dyes, 


fa 
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and in one of them a history of substantial contact with 
beta-naphthylamine and benzidine waselicited. Although 
there was a decrease for the year in the number of cases 
of gassing by carbon monoxide, 40% of them occurred in 
the last 3 months of the year probably on account of the 
defective ventilation due to the blackout. A number of 
cases of gassi by nitrous fumes occurred during 
tunnelling operations immediately after blasting, and 
can be explained by the incomplete combustion of the 
nitro-body used as an explosive. Two cases of death 
from trichlorethylene fumes suggest that this volatile 
ansesthetic may have a delayed effect, especially if the 
patient has been subjected to bodily exertion after 
inhalation of the fume. The symptoms of gassing by 
methyl bromide in 3 cases were abdominal pain, nausea, 
vomiting, vertigo, tremor, weakness of the legs, slurring 
of the speech, and disturbances of vision such as dilated 
pupils, nystagmus or diplopia, accompanied by amnesia, 
headache, drowsiness and sometimes convulsions. 

The report mentions the first cases of fluorine osteo- 
sclerosis discovered in this country and the clinical, 
radiological and chemical investigations into the con- 
dition now being carried on in Sheffield. At a factory 
where hydrofluoric acid and fluorides are made some of 
the workers present radiological changes in the bones 
comparable with those described in cryolite workers by 
Rohélm in Copenhagen. The fluorine content of the 
blood and urine of all men engaged either in the manu- 
facture of aluminium fluoride, sodium fluoride, sodium 
bifluoride, ammonium bifluoride or hydrofluoric acid, or 
in the crushing of fluorspar is greatly increased (5 to 10 
times) as compared with the findings in people who have 
not been exposed to conditions in the factory. The 
number of deaths from silicosis remains almost steady, 
with little variation in the numbers from the contributing 
industries. One case was a worker in an iron foundry 
where he had to break down a furnace lining twice a year, 
and the amount of silicosis found at autopsy was appar- 
ently related to the dust arising from the refractory 
material composing’ the lining. The numbers of 
voluntarily reported cases of dermatitis rose from 2195 
in 1938 to 2952 in 1939. The increase is pany due to the 
progressive introduction into industry of new chemicals, 
but it is mainly the result of increasing interest in these 
:- skin lesions which occur in many .industries and from a 
variety of skin irritants. 

TREATMENT OF CASUALTIES 

The first-aid arrangements in industry have gained by 
the intensive preparations for civil defence because more 
amb ce rooms have been provided, many more 
workers trained in first-aid, and more trained nurses have 
been engaged. The importance of making use of the 
services of medical men in industry is emphasised. The 
1940 report will no doubt deal with the effect of the 
Factories (Medical and Welfare Services) Order issued 
by the Minister of Labour in July, 1940, under which the 
` occupier of a factory in which work for the Crown is 
being done may be required to appoint doctors, nurses 
and welfare supervisors to look after the workers.? Dr. 
Bridge also reviews the activities of the examining 
surgeons and suggests that in industrial areas the local 
general practitioners might be encouraged to contribute 
more of their knowledge to questions arising out of hours 
of. employment, welfare and labour problems generally. 
For who, he asks, has so intimate a knowledge of the 
home life and personal problems of the workpeople ? 


MEDICINE AND THE LAW 


Duodenal Ulcer nat an Accident 


THE perforation of a duodenal ulcer has lately. been - 


held not to be an accident arising out of and in the course. 
of a workman’s employment. In Tyler v. New Hucknall 
Colliery the applicant for compensation said that a tub 
of coals, weighing half a ton, came off the rails. In 
lifting it back into place he slipped; he was conscious 
of a twinge of internal pain and said so to a fellow- 
worker. He was able to remain at work till the end of 
the shift but afterwards he collapsed. Next day an 
operation was performed for perforated duodenal ulcer. 


2. See Lancet, 1940, 2, 233. 
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He claimed that he must have suffered from the ulcer 
without being aware of it; his exertion must have 
caused the perforation. The colliery company con- 
tended that the perforation could reasonably be expected 
to occur without an accident. Accepting the medical 
evidence that it was unusual for perforation to- happen 


as the result of muscular strain, the judge refused to |: 


award compensation. 

The classic authority on this legal problem of strain 
due to employment is Clover, Clayton & Co. v. Hughes 
(1910), where the House of Lords considered that the 
rupture of an aneurysm when the workman was tighten- 
ing a nut with a spanner was an ‘‘ accident ”’ and arose 
out of the man’s employment. The workman’s physical 
condition was such that he might have died in his sleep ; 
the aneurysm was so far advanced that it might have 
burst at any time; the effort of tightening the nut was 
‘“ quite ordinary in this quite ordinary work.” The 
Lord Chancellor said that the question was whether the 
“ accident ”?” came from the disease alone or whether the 
employment contributed to it. In other words, did the 
man die from the disease alone or from the disease plus 
the employment ? The arbitrator had found that the 
strain of using the spanner (however slight) contributed 
to the death ; there was evidence on which such a finding 
could be based ; the House of Lords, by a majority of 
three to two, allowed the claim. The cgses of heart- 
failure have exhibited some diversity of result. In 
Ritchie v. Kerr (1913), where heart-failure occurred after 
exertion in lifting a number of baskets, compensation 
was refused. So also in Millar v. Coltness Iron Co. 
(1929), where the injury was due to a strain of no 
exceptional nature, the claim failed. Yet in McArdle v. 
Swansea, Harbour Trust (1915), where the rupture of an 
aneurysm was attributed to occupational strain con- 
tinuing over a period of 10 years, the employers had to 
pay. These and other cases on either side of the line 
doubtless turned upon the medical evidence. In 1910 
the Lord Chancellor was anxious that the decision in 
Clover, Clayton & Co. v. Hughes should not give the 
impression that everyone whose disease kills him while 
he is at work would be entitled to compensation. The 
recent Mansfield case is an apt illustration. 


PELVIC MEASUREMENT 


THE recent fashion of distrusting pelvic measurements 
as an.indication of the’ course of labour and relying on 
trial labour was deprecated by Prof. Chassar Moir in 
his Honyman Gillespie lecture, delivered recently at. 
Edinburgh, on the recognition of pelvic contractions. 
The most important single manual measurement is, he 
said, the diagonal conjugate, but no attempt should be 
made to make this measurement early in pregnancy. 
It should be delayed until the vagina is sufficiently 
relaxed in the last few weeks. By X-ray pelvimetry 
the mechanical difficulties can be gauged with greater 
accuracy. Some methods, aiming at high accuracy of 
measurement, are difficult and complicated, while others 
are too inaccurate. The method used in Oxford has 
been developed in order to combine reasonable accuracy 
with convenience. This has been a matter of detail 
modification rather than of revolutionary change. The 
lateral view of the pelvis with a notched centimetre 
rod as scale is more important than a plan view of the 
brim and in many cases one lateral view is sufficient. 
He urged the importance of recognising differences in 
the shape and position of the sacrum and of correlating 
the size of the pelvis with the size of the foetal head. 
It is not enough to compare the fotal head with the 
brim of the pelvis because this ignores the possible 
contraction of the lower pelvis. The funnel-shaped 
pelvis is more common than is often considered. he 
difficulty in this form of contraction does not show up 
until labour is well advanced and it is too late to carry 
out cesarean section. In many cases this can be obviated 
only by careful pelvimetry and encephalometry. In 
all primigravidse with breech presentations an accurate 
measurement should be made of the sizes of the pelvis and 
foetal head. Digital palpation, though less valuable than 


X-ray pelvimetry, can give useful information about the 


. size of the brim and also about the size of the lower pelvis. 


The head should always be compared with the brim by 
Continued on opposite page l 
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A Running Commentary by Peripatetic Correspondents 


WHILE everybody is talking and reading about the 
invasion from the East, I have been seeing something of 
another kind of invasion from the West. In the past few 
months a steady stream of American doctors has flowed 


_ —it would be more correct to say ‘‘ flown ’’—across the 


Atlantic to help us, or see how we’re taking it. It is 


. interesting to hear their first, and second, impressions 


of us. After the shock of finding that life goes on pretty 
much as usual, that air-raid sirens are things to be dis- 
regarded and that most of us sleep in our beds at home, 


they become, almost without exception, rather critical of 


/ our apparently complacent attitude to the war. 


One 


' man with an intimate knowledge of France said, after a 
look round, that London now reminded him of Paris 
before it fell, which both worried and annoyed me. 
- Another—he is rather the 100% American breed—was 


convinced that we would make no real progress towards 


- winning the war until the States came in and showed us 


how. Though not actually inferring that we are all 
fiddlers like Nero, they would like to see more signs of 
bustle, and less of our peace-time habits. Mind you, 
these are mostly men who have ‘ travelled around,” and 
have probably a better realisation of the immensity of 
the task which confronts the democracies than we here 
have. At the same time they admit that, if American 


- opinion is now almost wholly with us, there is even less 


.what we have to fight against. 


awareness in that country of what both we and they are 
up against, and certainly no real stimulus to do their 
damnedest to help us win through. 7 a 

It may seem uncharitable at a time when the spirit of 
our people is winning—and deservedly—universal praise, 
to. draw attention to our shortcomings. Yet J. B. 
Priestley sounded the right note when he verbally 
castigated the idle well-to-do, not for running away from 
the bombed cities but for hampering the war effort of 
others by monopolising country-town hotels. (It is good 
to hear his homely Yorkshire voice again and his honest- 
to-goodness talks, any one of which contains more food 
for thought than a dozen of his predecessors’.) But it 
isn’t only the idle rich who offend ; in every walk of life 
there is the selfish minority who by their very selfishness 
incite others to be and do likewise. There is—or was— 
the middle-class housewife who drives up to the butcher’s 
in her car and collects the only piece of veal while less 
fortunate customers queue up for their ration ; there is 
the man who tells you he can always get as much butter 
as he wants; there are the working-men who take pride 
in making a job last twice as long as it should ; there are 
all of us who hate having to change our way of living or 
forgo the things we are accustomed to. Selfishness is 
Bombs:and bullets and 
the hazards of war we can take in our stride, and here 
our complacency stands us in good stead; but the 
selfish streak that is in all of us is a more subtle enemy, 
which flourishes especially in a free country in times of 
war and privations. 
than a good Nazi. ä * * 


I once tried to read Mr. Dunne’s ‘“ Experiment with 
Time,” and although I couldn’t understand it all, if he 
means what I think he means, then what happened to 
me yesterday may be a case in point. You see, my 
name had been given to the River Emergency Service 
of the P.L.A. as a possible candidate for one of their 
seven river ambulance ships. I saw their P.M.O., who 
gave me a general idea of the scheme, how one lectured 
to the staff each morning, did practices in the afternoon, 


Continued from previous page 

abdominal palpation and the lower pelvis can be measured 
by first identifying the tip of the sacrum and then 
measuring the diameter to the apex of the pubic arch. 
The tip of the sacrum can be found by rocking the 
coccyx between a finger in the vagina and a hand outside. 
Prof. Chassar Moir described a method of charting the 
area of the pelvis at different levels and superimposing 
the calculated cross-section of the foetal head. This 
makes it easy to assess the difficulties, if any, of the 
subsequent labour. 
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‘stronger now, 


‘that time which I couldn’t quite place. 


and knitting. The morning dragged on. 


‘visit his native and neutral country. 


It is harder to be a good Democrat - 
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lived ‘‘ in comfortable billets,’’ but, of course, only really 
functioned when there was a: blitz on the river, when one 
rescued people off ships and wharves, or perhaps relieved 
the congestion of ambulances on the road. .° Apparently 
the service has been going since the beginning of the war, 
but in fact hasn’t had much to do up to date. Well,'it 
sounded all right, except for the lecturing at which I am 
distinctly poor, so during the week-end I brushed up my 
first-aid—they’d surely be adepts at-it after all these — 
months of lectures—and on Sunday evening felt fairly 
confident about everything except perhaps Thomas 
splint drill. I was up early on Monday and went round 


the garden with a torch to say goodbye to the crocuses, 


especially the lovely lavender one, tomasinianus which ' 
however was only in the folded-up umbrella stage. 
It was still hardly light when the huge bus hove in sight . 
and stopped to take me and my suitcase the 60 miles to 
London. Somehow I was very depressed and felt that 
I had been on a compulsive quest of this kind: before. 
No, it couldn’t be the occasion, forty years ago, when my 
father had taken me to school for the first time. I 
remember I had got up in the dark then, and gone 
round to say goodbye to my rabbits, and that my father 
had tried to cheer me up “ I expect you’ll make a lot of 
nice friends of your own age ”’ and ‘‘ You’ll have great 
fun with all the games ” or less wisely “‘ After all you’ll 
be back home for the holidays in no time.” No, it 
couldn’t have been that, ridiculous thinking of it. 
I tried to cheer myself up by imagining fantastic situa- 


tions on this ambulance ship I was going to: supposing 


the House of Commons was ringed with fire and we were 
the only ship to take the members off the terrace. Of 
course our accommodation would be limited. I'd stand 
at the top of the gangway : ‘“ Yes, I’ll take you, and you 
there. No, I won’t take you. Sorry, you must burn j 
Or suppose both ends of Westminster Bridge got blown 
off when the Lord Mayor and some Terribly Important 
People were having a procession on it, and they got 
marooned in the middle. ... But even with these 
stimulants, entering London was a dismal business. 
My instructions were to report to Dr. McCork who would 
show me the ropes, so I trundled down the drab dockland 
road to the pier. There was no mistaking the ambulance 
ship, it was prominently labelled. I went on board. 
Dr. McCork was well-fed and smooth-spoken and pleasant. 
He introduced me to the stretcher-bearers and crew, 
all in very gentlemanly uniforms, who were ornamenting 
the upper deck. We went below. I had that feeling 
a curious captive-being-shown-round- 
prison feeling, which I knew I had felt that time before, 
In the large 
cabin were about a dozen women, all in natty sailor- 
like uniforms, all quietly busy with cross-word puzzles 
Dr. McCork 
said he was glad I had come as he could now get off to 
I asked to be 
shown how they put a Thomas splint on. Well, I wasn’t 
so ignorant after all. At last Dr. McCork and I went up 
to see the ‘‘ comfortable billets.” Going up he told me 
about them—they were in a ward of a bombed hospital. 
‘* What do you do in the evening ?’’ I asked. ‘‘ Oh we 
just sit about in the ward.” We went through gloomy 


‘passages, past a notice ‘‘ To the V.D. Dept., through 


hospital smells. We came to a grim ward with about a 
dozen beds each side, where all the crew and stretcher- 
bearers and doctor lived when not on the ship, and slept. 
They appeared to have one washing basin. ‘‘ This will 
be your bed,” said Dr. McCork. With dramatic sud- 
denness I was standing with the headmaster and my 
father in the dormitory. ‘‘ That will be John’s bed,” said 
the headmaster breezily, while John with an instinctive 
loathing for communal sleeping gazed in horror at the 
wretched thing which was to be his bed of thorns and 
tears for three endless months. But that is where we part 
from Mr. Dunne, for that evening the same bus that had 
brought me up bore me swiftly and gladly home. 
* 


xk * 

I have found who Dr. Hughes, the auscultator, was. 
Ile was Henry Marshall Hughes of 14; St. Thomas St., 
Southwark, physician. He qualified M.D. Glasgow in 
1832, F.R.C.P. 1844, and when he made his observation 
on pneumothorax he was assistant physician to Guy’s 
Hospital. In 1845 he wrote a little book, ‘‘ A Clinical 
Introduction to the Practice of Auscultation, and other 
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modes of Physical Diagnosis : intended to simplify the 
study of the Diseases of the Lungs and Heart.” It was 
written more especially for the pupils at Guy’s, produced 
from materials principally there collected, and affection- 
ately inscribed to them by their sincere friend, the author. 
From his preface, it seems clear that he had not been to 
Paris, but had read a good deal of the French and English 
literature on the subject. He-does not mention Skoda 
or his monograph. His account of how he came to write 
the book would appeal to present-day medical students, 
who still confess that ‘‘ chests are terribly difficult ”’ ; 
he gives a sketch of conversations in which he had on 
several occasions taken part. ‘‘‘I want, Sir, to learn 
something about Auscultation,’ a pupil said to me; 
‘ what book would you advise me to read ?’ ‘ The book 
of nature, Sir; go to the bedside, and to the inspection 
room.’ ‘ Yes! but I know nothing about it, and I want 
some little information beforehand.’ ‘ Certainly! Read 
Andral, Bouillaud, Laennec with Forbes’s notes, Hope, 
Stokes, Williams.’ 

‘< Oh! but I have not time to read half of them, or 
perhaps really to study one of them. I only just want 
something to give me a little insight into the matter, and 
then I mean to work away in the wards.’ ‘ Then look 
over Martinet’s Manual, or get Sharpe’s little compila- 
tion, or Spittal, or Cowan’s Bedside Manual, or Dr. 
Newbigging’s translation of the exquisite little work by 
Barthe and Roger.’ ‘ Well! I have got one of those you 
mention, but I can make nothing out of it. There is 
such a profusion of terms, such lots of bruits and rales 
that I cannot get on at all. I wish you would write a 
book that beginners could make use of ; it is really much 
wanted for pupils.’ ” 

He has many shrewd remarks to make on the general 
aspect of the subject. Numbers of students find out 
their deficiencies only. when it is too late for them to 
devote their attention to clinical instruction, by the 
precepts delivered and the illustrations offered at the 
bedside. He thinks that if a student does not become 
practically familiar with auscultation and percussion 
while he is walking the hospitals, he will probably never 
develop dexterity and confidence in their use; ‘“‘ he will 
never have so wide a field or so suitable a time for the 
study of that which he will find of vast service to him in 
his future course.” The medical man is cautioned not to 
parade his stethoscope, for ‘‘ some undefined notion of an 
operation may be produced, and the patient may become 
unwilling, or unable, to submit to the ordeal.” More- 
over, lhe must wear a cheerful aspect, and develop a poker 
face; ‘‘ he must be careful not to permit the results of his 
investigations in any way to affect the expression of his 
countenance, each shade of which is sometimes watched 
by patients with the most intense anxiety, and even slight 
changes in which occasionally have a very depressing 
effect upon susceptible individuals.”’ 

In the chapter on ‘ Succussion, or examination by 
shaking,” he draws an analogy which must have appealed 
nostalgically to his students. A cask containing beer 
“ full to the bung ” does not produce a sound by being 
shaken. With a cask containing air and beer, ‘a distinct 


noise is heard when it is agitated. So with air and fluid in : 


thepleuralcavity. ‘‘Itisunnecessary to describe itfarther. 
It is like the noise produced by shaking fluid in a cask. 
It can scarcely be mistaken.’’ It rather looks as though 
Fagge’s compliment was well merited. But just a hint of 
. suspicion creepsin. Fagge also was a Guy’s man; and it 
is notorious how these Guy’s fellows hang together. 

* * * 

Once and once only, under the diplomatic suasion of 
my wife, I embarked on the keeping of detailed accounts. 
The experiment did not last long. I bought an account 
book bound in red cloth and made the entries of all my 
expenditure with the most meticulous care. But I am 
not good at mathematics. I count on my fingers and 
have only ten of them, and when I have exhausted them 
things become difficult. I could never make the change 
remaining over from the day’s transactions tally with 
the balance that should have been left after the daily 
payments were recorded. This led to the institution of 
a ‘“ sundries ’’ category, which as time went on claimed 
more and more of the daily expenditure. Did the item 
for cigarettes appear unduly large, then some of it must 
go to ‘‘ sundries.” (For a time it went to ‘ stamps, 
&c.,” until I grew uneasy as to the magnitude of my 


correspondence and my difficulty in accounting for it.) 
I opened the book in January. I closed it before March, 
for in the interval ‘‘ sundries ’’ had become a confession 
and a nightmare. I admit that I am unable to account 
for the very simple items of expenditure incidental in 
the life of an elderly gentleman of moderate habite and 
modest income. ‘The expenditure of more affluent 
people must be a very complicated affair. My statement 
‘* cigarettes, 3s.’’ might easily be translated into “ cigars, 
£5 10s.” ; and think what their outlay on ‘‘ sundries ” 
must be. But translate this into a nation’s expenditure 
even in peace-time and then try to picture it during the 
present war. My paper the other day told me that we 
were spending £500,000 an hour on our war-time effort ! - 
I do not quite realise what £500,000 means—it is a sum 
beyond my grasp—but I can guess there must be a large 
entry under ‘‘sundries’”’ in that statement. What 
puzzles me is this: if they could stop the war for only 
one hour there should be £500,000 left free to be spent 
on scientific research, preventive medicine, social service 
and the hundred-and-one other things for which in peace- 
time it is always argued that there is no money available. 
My paper goes on to assure me that “it is thought 
possible that the cost of the war may eventually rise to 
about £1,000,000 an hour.” Such expenditure baffles 
the understanding of anyone who was not bred up to 
the study of astronomy altogether divorced from finance. 
Sundries or no sundries, if we as a nation, during a war 
in which the destruction of everything cultural and 
beautiful seems to be the main objective, can spend a 
million pounds an hour, how is it that in peace we can. 
only afford an infinitesimal fraction of this sum in 
creating cultural and social amenities? A million 
pounds a year spent on these objects would make a new 
world in Great Britain. In blasting beautiful and 
useful things out of existence we can spend sums that 


mount into astronomical figures, and seem to be com- 


placent in acceptance ; but if we ask those in authority 
to spend a microscopical fraction of such sums in the 
betterment of social and cultural conditions in peace-time 
we are met with a decided answer: ‘‘ There are no funds 
available.” Something is obviously wrong; but since 
I could not deal with the item ‘‘ cigarettes °” unless I 
placed them in ‘“ sundries,’’ I am the last person to 
criticise the country’s finances. 


* * x 

The worst of having a clock that will not keep time is 
that one has to switch on the wireless some time before 
the news, and at eight in the morning this involves one 
in five minutes of concentrated uplift. Personally I like 
my uplift like the dew from Heaven, a drop here and a 
drop there. Still, I suppose, throughout the ages it has 
been the function of the witch-doctor or priest in war- 
time to stimulate the people in the fray, to frighten them 
from retreat, to console them in disaster, to lead in 
gloating and to restrain in victory. They are certainly. 
doing their job now, and by broadcasting are probably 
able to reach all the people for the first time since 
tribal days. Some of these monologues are, of course, 
quite delightful, some grate on me terribly, but perhaps, 
I thought, the village doctor is getting highbrow, let’s see 
what some of his patients have to say about it. Miss 
Emma Beech lives with her cat in a cottage by the wood. 
She is a diabetic, but refuses all treatment. She has 
never been known to say anything nice about anybody. 
Her comment, for instance, on the splendid R.A.F. lads 
last August was: ‘‘’Eroes? Why anyone can throw 
bombs about. We’re the ’eroes who have to wait down 
below for them ’’; or on our dear old rector: ‘‘ Visit 
me? Of course, he does. He’s paid.for it, isn’t he ? 
And I notice he always comes when there is a nice cup of 
tea ’andy.’’ Ihave noticed this querulous aggressiveness 
in untreated diabetes before. When I went to call on 
her I tactfully opened conversation by asking after her 
cat. ‘‘ Same as usual. en I ’as a nice bit of fish of 
course he always expects all the tit-bits.”’ Later I led 
the talk to these broadcasts. ‘‘ O, I turn it on, but I 
don’t listen. I suppose he ’as to make his living, same 
as you coming ere.” A morning or two later I listened 
to a particularly rasping piece of concentrated Calvinism 
and a few hours later, still jangling, I was asking dear 
old Mrs. Bunting of Rose Cottage what she thought about 
it. ‘‘ Beautiful, Sir, beautiful. When I listen to that 
genelman I feel we can’t lose the war.” 


eo 
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A HUNDRED CASES OF BREECH PRESENTATION 


Stmr,— What useful purpose is served by the article 
in your issue of March 1? The account given of the 
series of cases is very sketchy. In 3 of the 8 hospital 
cases individually described there are ‘f no notes of 
delivery ”?” : in 17 out of 64 hospital cases no note of 
parity was made. Case 3 is destribed as having “ alleged 
contracted pelvis.” Why not find out and make sure ? 
Out of 64 hospital cases 26 were treated by cesarean 
section, at least 7 of them being multipare ; one of 
them had a baby with hydrocephalus and spina bifida 
which survived an hour. Why was there this wholesale 
resort to fd a and why particularly do it for a 
hydrocephalic baby ? As far as it goes, 26 cases without 
a maternal death is satisfactory, but a larger series would 
almost certainly show a mortality higher than that of 
vaginal delivery. Was the classical or the lower segment 
operation used, or both ? 

At Exeter the leaning towards section is obvious; at 
Crediton, eight miles away, where two of the authors 
live, it appears to be otherwise, as none of their cases 
was treated so. At Crediton (see under ‘ Private 
Practice ’’) some breech presentations were ‘‘ deliber- 
ately left,” though the summary tells us that ‘“‘ if breech 
presentation is diagnosed, version should be attempted.”’ 
Though ‘it would be idle to attempt to draw con- 
clusions from a mere hundred cases” we are assured 


that ‘‘ if version fails, cesarean section is the treatment 


of choice,” not only in primipare, but “ especially in 
primipare or where some degree of pelvic contraction is 
diagnosed.” Version was apparently attempted in 20 
hospital cases; of these only 11 succeeded, a small 
number. We are not told how many of the cases were 
sent in as emergencies. In the 36. cases from private 
practice, where again we do not know how many were 


- emergencies, only 2 attempts at version appear to have 


been made, and both were unsuccessful. 
* When breech presentation is diagnosed by the thirty- 


fourth week, it should be possible to turn the great 


majority of the babies, most of them without anzsthesia ; 
some wil] require anesthesia, and in these there will be 
a foetal mortality from placental separation, well below 
that of breech delivery itself, so that it is worth doing. 
A few will recur, and these can be turned again; if the 
patient is near term, the membranes may be punc- 
tured immediately after a repeated version to ensure 
vertex labour. In cases where attempts at cephalic 
version have failed, and in cases seen as emergencies in 
labour, cesarean section may be considered if some other 
factor (e.g., contracted pelvis, placenta previa, elderly 
primiparity) besides the breech presentation calls for the 
safest method of delivery for the child. But breech 
delivery per vaginam remains the best treatment for 
most cases, and if the obstetrician will take the trouble 
to attain sufficient skill in breech delivery he will be less 
tempted to resort to section, which though easier tech- 
nically kills more mothers; incidentally, he will take 
pride and pleasure in his work. 
Leeds. ANDREW M. CLAYE. 


S1r,—I would suggest that the authors of the interest- 
ing article in your issue of March 1 are somewhat unduly 
frightened of breech presentations. Most obstetricians 
would disagree that a cesarean operation is the treat- 
ment of choice in all these cases. The crux of the matter 
is of course the cause of the breech. If this cause be a 
contracted pelvis or placenta previa then the causal 
condition needs its appropriate treatment, and the 
presentation, whether vertex or breech, is not the first 
consideration. With uncomplicated breech cases and 
normal-sized pelvis I fancy that most practising mid- 
wives would get a much lower fcetal mortality than 
25%. Many babies die as a result of too great anxiety 
on the part of the obstetrician to get them delivered 
quickly. Pushing from above instead of pulling from 
below is a golden rule. 

We expect an absence of maternal mortality in un- 
complicated breech cases, but a small foetal mortality is 
probably unavoidable in primigravide. For this reason 
version should be performed as a routine in all breech 
cases in first pregnancies, the time of election being the 
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34th week, before the foetal head has ascended behind the 
costal margin. If the attempt fails it should be repeated 
with the assistance of an angsthetic. The latter nearly 
always renders version possible even when ‘the legs are 
extended, and, if undue force is avoided, should not 
entail any risk of separating the placenta. Knack not 
strength is required, and if the fetal pelvis is first 
disengaged from the brim the child will usually turn 
without much difficulty. 

In the few cases in which version is impossible each 
case must be judged on its merits. In an elderly primi- 
gravida and where the child is urgently desired a 
cesarean section may be justifiable, but the routine 
performance of the operation is strongly to be deprecated. 
A laparotomy can never be devoid of risk, and a young 
woman left with a uterine scar is at a disadvantage with 
regard to future childbearing. 

Kensington, W.8. VIOLET RUSSELL. 


CHEMOTHERAPY OF CEREBROSPINAL FEVER 


S1r,—Dr. Banks’s letter further supports my observa- 
tions that the death-rate from cerebrospinal fever is not 
reduced to the low figure claimed by some workers. 
Dr. Banks states that, during 1940, 17% of the cases 
certified at his hospital had the diagnosis corrected. 
I assume from his letter that the original ' certification 
remained unaltered and the figure 868 was not a true 
return but a smaller figure by some 17%. Of the 158 
deaths which occurred in London, 152 were at London 
hospitals and these deaths would be correctly diagnosed 
cases ; thus the death-rate from cerebrospinal fever for 
London would be much greater than 18%. If I am to 
deduct Dr. Banks’s 234 verified cases from the corrected. 
figure of notifications I should find that the death-rate 
was a real increase and not an apparent reduced one for 
London. 

In Sheffield and a few other provincial cities the 
diagnosis is confirmed or corrected before the official 
notifications are submitted to the Registrar General. 
A number of cases are notified to Lodge Moor Hospital 
as cerebrospinal fever, but these are never certified as 
such to the Registrar General when the diagnosis has 
been corrected. Thus all the cases certified as cerebro- 
spinal fever from Sheffield have been diagnosed and 
confirmed as such. I cannot understand the explanation 
of other factors affecting Dr. Banks’s low death-rate, 
such as the verification by post-mortem. Should the 
pathologist report the actual cause of death, which may 
be different from that on the death certificate, the 
certificate is altered, or the Registrar General is notified 
and the correction stated. 

From Dr. Banks’s paper and reply I come to the 
conclusion that in London some hospitals have the 
highest death-rate, and the Park Hospital the lowest 
rate in the country in the treatment of cerebrospinal fever. 

I should just like to add that in my opinion there are 
no awkward times ina hospital, asa hospital gives 24 hours’ 
service irrespective of time, occasion or conditions. 


Lodge Moor Hospital, Sheffield. J. M. KENNEDY. 


ERGOT IN THE INDUCTION OF LABOUR 

Sır, —The passage on our work with ergot in your 
leading article of Aug. 3 (p. 138) may be misleading. Th 
following is our original discussion of the manner in 
which dosage was determined : 

“ U.S.P. ergota preparata is defatted and is standardised 
to possess the equivalent of 0-5 mg. of ergotoxine ethane- 
If kept dry, the product is 
stable indefinitely. According to Thompson, all of the 
alkaloids in ergot except ergonovine may for practical pur- 
poses be calculated as ergotoxine. The U.S.P. assay then, 
while adequate for all of the other component alkaloids of 
ergot, is inadequate for the determination of the ergonovine 
equivalent content. Theoretical objection to whole ergot for 
oxytocic usage is possible on the grounds that a high ergo- 
toxine equivalent assay may be accompanied by’ a low ergo- 
novine content or vice versa. However, a number of workers 
have shown that the total alkaloid to ergonovine relationship 
in various samples of whole ergot is from 4 or 5to 1. Whole 
ergot, therefore, may reasonably be expected to contain as 
ergonovine 20 to 25% of the whole alkaloid content. The 
gr. 12 equivalent of the ergot used during these observations 
was actually 165 mg. which, on a basis of the above computa- 
tion, would contain from 0:07 mg. (gr. 1/900) to 0-1 mg. 
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(gr. 1/640) of ergonovine equivalent strength.” (Ergonovine 
is the official U.S.P. nomenclature of British ergometrine.) 
We are fully aware that ergot has long since been con- 
sidered a dangerous drug when used antepartum or 
intrapartum. But is this danger due to an innate 
quality of ergot or is it due to the previous faulty methods 
of standardisation and preparation of ergot which 
resulted-in a totally indiscriminate dosage? . After 
examining many of the old reports which produced the 
dangerous reputation of ergot, we believe it is the latter. 
It will be noted that we use, not gr. 12 of ergot, but 
the 12-grain equivalent of any powdered defatted ergot 
standardised according to the U.S.P. directions after 
extraction by a method which completely exhausts the 
ergot (Thompson 1933). Ergot is admittedly a mixture 
of alkaloids and other substances, but we have the 
authority of a number of workers that the components 
remain in a fairly constant proportion even though the 
total of the mixture may vary greatly in different 
samples of ergot. This constancy of proportion between 
ergotoxine and ergonovine (ergometrine) in any sample 
of ergot permits of a standardisation which is as accurate 
as that accepted for solutions of posterior pituitary 
extract. The latter has been widely used for the induc- 
tion of labour and has been shown to have danger when 
used in toxsemias of pregnancy where induction of labour 
is often urgently needed. In this connexion, although 
the séries is very small, we failed to induce labour with 
the method in only one of seventeen cases of late toxemia 
of pregnancy. 
_ The use of whole ergot in place of the more accurately 
standardised ergonovine (ergometrine) may be ques- 
tioned, but some work (Burn 1935) has shown a probable 
desirable synergism of the various components of the 
whole ergot. Our preliminary report was published 
mainly with the hope of stimulating investigation which 
may lead to revaluation of the use of ergot before and 
during labour, especially now that ergot may be accur- 
ately standardised, reliably prepared, and stored without 
deterioration. CLAUDE J. EHRENBERG, 
Minneapolis, Jan. 22. JOHN A. HAUGEN. 


THINGS TO COME 

Sir,—Dr. Spence’s eleven proposals for medical reform 
are to me quite uninspiring. I write as a junior member 
of the profession, but I feel that I have some claim to 
be heard, as it is obviously with its junior members that 
the future of medicine or any other profession lies. 
Dr. Spence proposes a reduction in the number of 
medical students and therefore in the number of doctors. 
He does not, surely, think there are too many doctors 
in this country at present; and if he considers the 
Empire as a unit he cannot mean that there are too 
many doctors attending the African natives or the 
Indians. To want to prevent all reciprocity with other 
countries seems pure Blimpism. Are the failings of the 
present system in any way due to the arrangements with 
various countries which we had before the war ? 

Abortionists have long been rigorously prosecuted ; 
abortion persists because it is a social problem which can 
only be effectively. attacked by improving the social 
conditions. I+ cannot see why Dr. Spence should wish 
to forbid other people to use contraceptives, or how the 
medical services would be improved if he did. He would 
no doubt be resentful if those who do use contraception 
wished to compel him also to do so. I imagine that he 
wishes for a higher birth-rate ; but I believe that the 
birth-rate is governed by economic factors. In Russia, 
for instance, contraception is permitted and taught, but 
there is a rapidly increasing population because the 
factors which make people in this country unwilling to 
have children have been removed. 

For the rest, Dr. Spence’s proposals express worthy 
aims. Disagreement is likely as to how to reach them. 
While I think that reforms in the medical services in this 
country are badly needed, I do not see that Dr. Spence’s 
proposals help. Deficiencies in the medical services 
reflect deficiencies in the social system. I cannot accept 
Dr. Spence’s contention that after this war we must look 
forward “ for a generation or more ” to ‘‘ a lower standard 
of life.” The good earth can provide all with an increas- 
ingly high standard of life, and like many of my genera- 
tion I question our present system which seems only 
able to offer the majority poverty and insecurity, with 
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recurring wars and unemployment, and the frustration 
and prostitution of science when it would serve humanity. 
But I am not defeatist, for I believe that there is a way 
out to a new civilisation when we will be glad to have 
children and offer them a better future than we faced ; 
but the way out is not to be found by making contra- 
ception illegal. 
Selsey, Sussex. HOUSE-PHYSICIAN, 


PREVENTION OF DIABETES | 

SIR, —It would appear from Dr. Lawrence’s letter of 
March 1 that while he and I differ as to why we object 
to the prophylactic measures advocated by Haist, 
Campbell and Best, we agree in objecting to the measures 
themselves on the grounds that they are based on such 
inadequate evidence that we (to quote Dr. Lawrence) 
“., .. hardly feel that the suggestion can be taken 
seriously.” It appears also that we would both depre- 
cate the widespread and indiscriminate application of 
starvation and high fats to cases of diabetes mellitus in 
general. Clinical experience in the last decade has now 
accumulated an impressive amount of evidence that a 
more liberal allowance of carbohydrate has had a most 
beneficial effect on many cases of diabetes. It would 
be a pity if such cases were to be subjected, in disregard 
of this clinical evidence, to starvation and high fat diets, 
and it would appear unjustifiable to advocate such a 
step on the basis of certain experimental data, the 
explanation of which is by no means unequivocal. 

Dr. Lawrence, however, makes one overstatement 
which may be misleading: ‘‘ Himsworth believes that 
high carbohydrate diet... prevents the onset of 
diabetes.” My last statement on this point reads 
‘“. . . it is perhaps possible that the long-continued 
ingestion of a low carbohydrate diet may precipitate 
diabetes mellitus ” (Lancet 1939, 2, 175); and that 
more correctly expresses my views. The eviderice that 
modifications of diet may influence the development of 
diabetes mellitus is at present insufficient to be of more 
than theoretical interest ; it is certainly not sufficient to 
support the definite prescription in practice of any ab- 
normal dietetic regime for children with diabetic ancestors. 
| H. P. HIMSwWorTH. 

University College Hospital Medical School. 


THE PRACTITIONER’S PLACE IN A.R.P. 
` Srr,—The scheme outlined below was the outcome of 
discussions by the practitioners of Hackney who felt 
great dissatisfaction with the war medical services in the 
borough. It was felt that no effort was being made to 
enlist the services of the majority of practitioners who 
were eager to participate in the war effort. 

The main principle of the scheme is the centralisation 
of the war medical services at the present first-aid posts, 
all the medical services to be carried out by a rota of 
doctors working from the posts. At present we have 
shelter work, rest centres, first-aid posts and mobile 
units, and this list will probably be increased as the war 
proceeds. There is no coérdination between the various 
medical services. Under this scheme all the services and 
any additional ones will operate from the first-aid posts. 
The advantages of this scheme are: _ 

1. The F.A.P.s are so situated that barely any part of the 
borough is more than half a mile from a post. The borough 
is, for this scheme, divided into 5 areas. 

2. When any medical service is required there will be only 
one point in each area to which the public, shelter marshals, 
wardens, fire service or police need apply for medical aid. 

3. A rota of doctors will serve at these points. In this way 
all the doctors willing to serve will be available, and the work 
will be fairly distributed. 

4. If at any time the work in any branch of.the service is 
suddenly increased this can be easily met ; or if all the work 
is increased or diminished the necessary adjustments can 
easily be made. 


5. All the fees accruing from these appointments will be ` 


divided among the doctors working the scheme. 


We have thus a system which is elastic and allows for l 


any likely eventuality. It will provide a better and 


more uniform service for the public and will prevent the ° 


necessity of making new appointments every time there 
is a change in enemy tactics. 

' At each F.A.P. there will be a rota of doctors who wish 
to serve and who live within the area served by the post. 


ea ee m -a l ŘŃ 
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We estimate that there should be about ten doctors 
attached to each post. Two doctors will be on duty for 
24 hours and stay at the F.A.P. during the hours of 
blackout. One of these will visit the larger shelters in 
the vicinity at night and stand by for them. The other 
will stand by for emergency calls at the smaller shelters, 
the work being so arranged that the post is never left 
without a doctor at night. During the day both these 
doctors will be on call for the usual F.A.P. duties. ` The 
doctor doing the larger shelter duties that night will 
notify the post of his whereabouts as soon as an alert is 
sounded. One doctor of each rota will be directly 
responsible to the M.O.H. for the special duties of the 
F.A.P., preference being given to the present holders of 
the post; these duties will include training personnel 
and working the rota. He will receive an additional fee 
for the extra responsibility. The rest centres in the same 
vicinity will be visited during the day by the doctor 
doing smaller shelter duties. 

There will be a separate rota for the mobile unit. 
These men will be responsible for the unit and will have 
no other duties. Preference will be given to the present 
holders of this appointment. 

The financial arrangements of this scheme are based 
on the present rates of pay for the various duties. The 
doctors responsible for the F.A.P.s to the M.O.H. will 
receive an additional £75 a year. The remaining sum 
will be divided equally among the doctors on the rotas. 
We estimate that at the present rate of pay, and allowing 
for ten doctors per post, each doctor will receive about 


£200 a year. A. PHILLIPS, M. B. Jay, 
Meynell Road, E.9. P. J. MURNANE, OC. K. DAVID. 


INJURIES TO PERIPHERAL SPINAL NERVES 


Sm,—The discussion on this subject in your issue of 
March 8 (p. 312) encourages me to support the view that 
early operation is usually advisable in the treatment of 
peripheral nerve injuries due to war. During the last 
war the Edinburgh War Hospital, Bangour, was a centre 
for these conditions. I cannot recall a single case in 
which the surgeon could reproach himself for having 
explored a nerve injury. There is nothing to lose and 
everything to gain by early exploration. Out of 500 
nerve operations at Bangour about 50% required 
resection of the lesion. Injury of the posterior tibial 
nerve is apt to be missed. I agree with Mr. Bristow 
that in certain cases of obstinate sciatic nerve lesions 
amputation is advisable. In cases of irreparable 
damage to the peroneal nerve the operation of tenodesis 
gives good results. I have just examined a case done 
over twenty years ago and there is no disability or limp. 
The man is a slater and leads a very active life, climbing 
ladders, going over roofs, and performing heavy work. 
As to the possibility of recovery of function from suture 
of a divided nerve after a long period of delay, I have a 
clear recollection of a case of division of the peroneal 
nerve which recovered completely after suture performed 
eight years following the injury. 

In median and ulnar nerve paralysis it is important to 
pay strict attention to splinting the hand in the physio- 
logical position of grasp—i.e., the position assumed by 
the hand in grasping a tumbler. A very good splint of 
papier-maché, made from a model of the hand, was used 
by Danforth at Bangour. It is illustrated in ‘ The 
Orthopeedic Surgery of Injuries” (1921), edited by the 
late Sir Robert Jones. These volumes are most instruc- 
tive regarding the reconstructive measures required in 
military orthopedic surgery. Volume II has very good 
chapters devoted to peripheral nerve injuries. 

Edinburgh. W. A. COCHRANE. 


ARTIFICIAL SHORTAGE OF DOCTORS 

Sir,—Is there really a shortage of doctors, or merely 
maldistribution ? An official of a ministry tells me that 
doctors are now ten a penny. I am an aural and 
ophthalmic surgeon who served in the last war and am 
now just over military age. Before the war I filled in 
the usual forms offering my services, and I returned 
home from abroad just before the war started. In 
18 months of warfare I have been offered a fortnight’s 
locum ; otherwise I can find no opportunity to use my 
skill except in my present occupation—secing a few old 
people each week at consultant rates. 


Lancastire. A ROUND PEG. 
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ANY doubts there may be abroad about Britain’s 
resolve to stake all on victory should be dispelled by last 
week’s happenings in Parliament. First there was 
Captain Lyttelton’s far-reaching and almost revolution- 
ary plan for concentrating national production in the 
interests of our war effort. This must be the most daring 
measure which has been laid before the House of Com- 
mons since hostilities began, yet it was accepted in 
principle almost without demur. Members associated 
with individual industries, or with areas where those 
industries are located, will no doubt do their best to see 
that as fair a deal as possible is given to both employers 
and employed in the trades which are designated as — 
redundant from the point of view of our war-time 
economy ; but fundamentally the scheme is likely to go 
through unaltered. It is one of the tragic paradoxes of 
this war that we have to adopt many of the hated 
methods of the enemy for the sake of beating him, but at 
Westminster, as elsewhere, there is always the con- 
solation that our totalitarianism is only temporary and 
is freely accepted by a free people determined that it shall 
not become permanent. . 

The Navy and Army Estimates came before the House 
of Commons this year in unaccustomed form. But 
everyone realises that the publication of details at this 
time would be dangerous to the national safety. Mem- 
bers have no desire to receive information contrary to the 
public interest, and they are content to know that our 
armed forces are steadily growing in strength and 
efficiency. Mr. Alexander, the First Lord of the 
Admiralty, made it clear that our fleet is no token fleet, 
nor are our ships phantom ships, though they may be a 
nightmare to our enemies. Never, he said, in the long 
history of the growth of our sea power have we had such 
need of numbers of ships and of men to reinforce our fleet. 
Many more good ships and great numbers of fine men to 
man them, as well as immense quantities of stores of a 
most substantial kind, lie behind the token estimates 
ungrudgingly voted by Parliament. ‘‘In our solemn 
hour of national testing,’’ said Mr. Alexander, ‘‘ we find 
the Royal Navy bearing an immense responsibility.’’ 
Today many of our dangers are similar, he added, to 
those which faced us when Napoleon’s legions spread like 
locusts over Europe and his fleets lay off the shores of 
France. As has been demonstrated by the Army in the 
Middle East, by the R.A.F. over these islands, and by the 
day-to-day exploits of the Royal Navy the spirit is the 
same as ever and the leadership in no way inferior to that 
of the past. | 

Captain Margesson received many congratulations on - 
his first speech of importance as Secretary of State for 
War. It was a fascinating story he had to tell of the 
building up of our large citizen army—the largest army 
which this country has ever had within its own shores. He 
described how our troops are continually being trained to 
meet any eventuality and lifted the veil of official 
secrecy to tell of a sham battle in which all the re- 
sources of the state were involved, both civil and 
military, for a week. This exercise, he said, was 
directed at meeting our imaginary attack, and every 
preliminary disaster which might conceivably come on us 
was in the exercise given effect. With the threat of 
invasion still hanging over us it was comforting to have 
Captain Margesson’s assurance that notwithstanding the 
fact that there were many landings by sea and air, and the 
effect of continuous air bombardment on our central 
points was a breakdown of many of the lines of com- 
munication, our defence organisations came through 
with great credit. 

It is fully realised, said Captain Margesson, that a 
citizen army such as ours today raises problems of wel- 
fare distinct from anything associated with the regular 
army in peace-time. The work of the 10,000 voluntary 
welfare officers is beyond praise. Perhaps the most 
important work of the welfare organisation is that of 
bringing together the civilian public and the Army. 
It is the War Office’s intention to modify the procedure 
under which the resources of all members of the depend- 
ents’ household are taken into account on lines resem- 
bling those provided in the Determination of Needs Bill. 
In a reference to the responsibility of Army ‘drivers for 
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motor accidents on the roads Captain Margesson said 
that every means of improving the driving of Army lorries 
and vehicles, and thus lessening accidents, is being 
followed. Army drivers have been warned that they will 
be severely punished if they drive recklessly. But it is 
only fair to remember that during December out of 
1313 deaths due to road accidents only 119 were the 
result of accidents in which Army vehicles were involved, 
and in many of these the Army driver was not to blame. 
The Army understand the food problem perfectly well 
and will accept the cut in their rations without a mur- 
mur. But it is more important than ever to see that the 
best use is made of every bit of food and that none is 
wasted through bad cooking or faulty catering. On the 
whole, Captain Margesson assured the House, Army 
catering is of a high order. 


QUESTION TIME . 


American Offer to British Students 


Prof. A. V. HL asked the Minister of Health if he was 
aware that an offer had been received from the Rockefeller 
Foundation in New York to undertake and provide for the 
clinical training and maintenance of selected British medical 
students in a number of medical schools in the United States 
of America and Canada; and if he would arrange for all 
facilities and encouragement to be given for carrying out the 
scheme.—lIn his reply Mr. E. Brown said that a committee 
has been set up under the chairmanship of the vice-chancellor 
of Manchester University to select the students; that the 
first group will leave for America as soon as possible; and 
that the General Medical Council, the licensing bodies and the 
universities, are all in agreement on the advantages of the 
scheme. : 
Distribution of Medical Man-power 

Sir Lronarp LYLE asked the Minister whether he was 
aware of the shortage of doctors in rural reception districts 
and what steps were taken to ensure that the younger doctors 


were not called up before the real need begins for their services - 


in the Army.—Miss F. HorsBruau, parliamentary secretary 
to the ministry, replied: The Minister is taking measures in 
conjunction with the Service Ministers and the Secretary of 
State for Scotland on the recommendation of Sir Arthur 
Robinson’s committee designed to reduce to a minimum the 
number of doctors to be called up from private practice. 

_In answer to a further question she added that an agree- 
ment had been come to between the Ministry of Health and 
the War Office that these people were not to be called up, and 
a definite scheme was to be arranged to ration doctors both 
for the civilian population and the Army. 


Robinson Committee 

In answer to a question on the formation of this committee, 
Mr. Brown said that he was taking action on its recommenda- 
tions which would shortly be published. The committee sat 
for seven days and heard seventeen witnesses, of whom twelve 
were medical. 

Sir H. MORRIS-JONES asked if the report would be available 
to members, and Mr. Brown replied that the committee’s 
- deliberations were confidential. 


Scientific Food Committee 
Sir Ernest GRAHAM-LITTLE asked the Parliamentary 
Secretary to the Ministry of Food whether there was any 
representative of the dental profession on the Scientific Food 
Committee.—Mr. C. ATTLEE, Lord Privy Seal, replied: No. 
Dentition is one of the many aspects of the influence of diet 
on health upon which the committee receive the advice of 
physiologists amongst its members, and I do not consider 
that the appointment of an expert is desirable. 
Dietary of British Prisoners of War 
Mr. R. K. Law gave the following as a representative daily 
menu at a prison camp in Germany :— 
MORNING | 


N 


EVENING 


Grammes Grammes 

Coffee z$ hy 7 Coffee i es 7 
Sugar... .. 16 Sugar or -. 15 
Honey 24 Bread 300 

MIDDAY Fat rar sa 25 
Beef = a 70 
Fresh beetroot 350 
Potatoes .. 1000 


Flour ste on 10 
Salt ATR bS 15 
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Claims for Injury 
The Minister of Pensions, in reply to a question, said that 


of the 42,319 claims for injury allowance from civil defence. 


volunteers and other civilians recorded up to Feb. 1, 3438 
were rejected and of the 5483 claims for pension, 615 were 
rejected. 


National Health Insurance Benefits 


Mr. ELLIS Smrru asked the Minister of Health if he was 
aware of the extreme urgency of the need to increase the 
benefits payable under the National Health Insurance, and 
Mr. D. J. LITTLE asked whether, as sick persons drawing the 
small weekly allowance of health-insurance benefit, and 
specially those suffering from chronic illness who were draw- 
ing even a smaller benefit, were facing hardship through lack 
of proper nourishment, he would increase their weekly 
allowance.—Miss HorsBruau replied: The Minister expects 
to be able to make a statement on this subject at an early date. 


Functional Nervous Disease and Compensation 


In reply to a question Sir W. WoMERSLEY said: Com- 
pensation may be paid under the Personal Injuries (Civilians) 
Scheme, where, as a result of enemy action, a person sustains 
concussion of the brain, whether there is visible injury or not, 
or where a person sustains nervous shock of a commotional 
character associated with blast, burial among debris or some 
similar severe incident. In either case the patient must be 
medically certified as incapable of work. 


Inspection of Military Hospitals 


Captain H. D. R. Mareersson, replying to a question, said. 


that apart from the inspections by representatives of the 
Board of Control of military hospitals which treat mental 
patients, there are no periodical inspections of military hos- 
pitals by health authorities other than those carried out by 
Army authorities. 


Deaths from Diabetes 

Mr. Brown stated that the death-rate from diabetes in 
England and Wales in 1939 was 185 per million persons living, 
and that the approximate death-rate for the first 6 months 
of 1940 was 150 per million persons living. 


~ 


Infectious Disease in England and Wales 
WEEK ENDED MARCH 1 


Notifications.—The following cases of infectious disease 
were notified during the week: smallpox, 0; scarlet 
fever, 1300 ; whooping-cough, 3248; diphtheria, 1014 ; 
enteric fever, 18; measles (excluding rubella), 15,334 ; 
pneumonia (primary or influenzal), 1647; puerperal 
pyrexia, 147; cerebrospinal fever, 400; poliomyelitis, 11 ; 
polio-encephalitis, 2; encephalitis lethargica, 4; dysen- 
tery, 179 ; ophthalmia neonatorum, 87. Na case of cholera, 
plague or typhus fever was notified during the week. 

The number of civilian and service sick in the Infectious Hospitals 
of the London County Council on Feb. 28 was 2022, including : 
scarlet fever, 279 ; diphtheria, 360 ; measles, 598 ; whooping-cough, 
216; enteritis, 20; chicken-pox, 153; erysipelas, 48 ; mumps, 5 ; 
poliomyelitis, 1 ; dysentery, 10; cerebrospinal fever, 79 ; puerperal 
sepsis, 12; enteric fevers, 6; german measles, 12; other diseases 
(non-infectious), 153 ; not yet diagnosed, 69 

Deaths.—In 126 great towns there was no death from 
smallpox or scarlet fever, 1 (0) from enteric fever, 42 (2) 
from whooping-cough, 19 (2) from measles, 41 (1) from 
diphtheria, 40 (2) from diarrhoea and enteritis under 
2 years, and 267 (20) from influenza. The figures in 
parentheses are those for London itself. 

- Liverpool and Birmingham each reported 7 deaths from whooping- 
cough and for the same week there were 13 deaths from that disease 
in Glasgow. Birmingham had 13 fatal cases of influenza, Man- 
chester 11, Middlesbrough and Bradford each 9. There were 10 
deaths from diarrhoea and enteritis under 2 years at Birmingham. 

The number of stillbirths notified during the week was 
208 (corresponding to a rate of 39 per thousand total 
births), including 12 in London. 


INCIDENCE OF INFLUENZA 


In the week ended March 1, 267 deaths were ascribed 
to influenza in the great towns, 47 fewer than in the 
previous week. In the county of London the deaths 


have decreased from 26 to 20. The proportion of total 


deaths coming from the South-Eastern Area remains 
almost the same as last week, 35:5%,. | 


THE LANCET] 


Public Health 


From the Annual Reports 


HASTINGS 


Dr. G. R. Bruce’s report is typewritten and curtailed 
but it contains all the information necessary to obtain 
æ true picture.of the health of the town. The infantile 
mortality was 27, a low record, but the maternal mor- 
tality of 5-9 was high. The only deaths from the old 
group of zymotic diseases were 1 from diphtheria and 
1 from diarrhoea. ‘The incidence of these diseases was 
low, the only points to be noted being 48 cases of 
diphtheria with but 1 death and 9 cases of the enteric 
group with none. The birth-rate was 11:8 and the crude 
death-rate 16 9, giving a natural decrease in population 
of 391. Of the 1128 total deaths 639 were in females. 
The comparability factor for Hastings is 067 which 
reduces the death-rate to 11:3. The population in 
mid-1939 was estimated at 64,400 for the birth-rate and 
66,480. for the death-rate. The high crude death-rate 
and high comparability factor tell us that the population 
is overburdened with elderly people and the much higher 
number of female than of male deaths that the weighting 
is mainly by elderly females. The corrected death-rate 
is slightly below the birth-rate, so fertility was sufficient 
to keep the effective population about level in an 
exceptionally healthy year. That the crude death-rate 
is rising, not only in Hastings but in the country as a 
whole, is a corollary to the fall in the birth-rate a life- 
span ago and tells us nothing more than that man is 
mortal and the older he gets the greater is his risk of 
dying. But in many districts there was a slight rise in 
the comparable death-rates in spite of the year being 
exceptionally healthy; this can only mean that the 
comparability factors require recasting. 

At the beginning of the war Hastings was a reception 
area, but since the fall of France it has been in the 
danger zone and has been partly evacuated. In May, 
1939, the annual conference of the Royal Institute of 
Public Health was held there, and among other subjects 
discussed was air-raid precautions. The town possesses 
extensive underground car parks on the sea front which 
in the opinion of the delegates to the conference should 
make highly satisfactory air-raid shelters.: It will be 
interesting to see how they stand the test of war, for 
before the war the opinion was held strongly that in 
town planning and development underground passages 
for use às car parks in peace and shelters in war should 
be provided. 


ESSEX 


Dr. William A. Bullough reports that the infantile 
mortality of Essex reached the low level of 36 and the 
stillbirth-rate 32. As the population of the administra- 
tive county is 1,417,900 and its birth-rate last year was 
14-6 these low rates represent a substantial. saving of 
potential life. We expected an increase in venereal 
disease as a result of war, but so far as Essex is concerned 
there was no evident increase in 1939. Our only gauge 
of the variation in the incidence of venereal diseases is 
the reports from the clinics, but these give a fairly accurate 
picture of the whole. The increase was expected to 
begin before the war started, for what was feared was 
the congregation of young men at aerodromes and 
barracks set down in rural districts which in normal 
circumstances are *comparatively free. The returns 
from Essex are reassuring. The total number of people 
who presented themselves for the first time at the 
Essex clinics was 1810, but of these 1068 had not got 
venereal disease ; 180 had syphilis, 557 gonorrhcea and 
5 soft chancre. The small number of gonorrhoea cases 
is the most remarkable but the small number of syphilis 
cases the most satisfactory feature of these returns. 


Of 1075 samples of milk analysed 10 showed addition — 


of water and 87 abstraction of fat. This is rather 
unusual, for in most districts addition of water is much 
the most frequent sophistication of milk. London’s 
hunger for cream may be the explanation. During the 
year 430 people were examined under the Mental 
Deficiency Acts, of whom 40 were not certifiable, 268 
were feeble-minded, 92 imbeciles and 30 idiots. Among 
these were 30 mongols of whom 27 were imbeciles. No 
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case was certified as a moral defective. Except in cases 
of encephalitis lethargica, few examiners care to risk a 
diagnosis of moral imbecility (the term used in the act) 
though we all know that many people require guardian- 
ship on grounds of behaviour as well as intelligence. 
The difficulty is that we cannot grade the moral sense 


as we can the intelligence, nor pnove that it is deficient 


until it shows itself in errors of conduct. 


‘ BOURNEMOUTH 


In 1989 Bournemouth had a summer holiday season 
though the influx of visitors was less than usual and 
the season was abruptly curtailed. Still the number 
of visitors was proportionately as great as the number 
of evacuees sent into any reception area at the beginning 
of the war. Yet the incidence of infectious diseases | 
was very low. After the season had come to an end 
Bournemouth was used as a reception area, but the 
numbers received were hardly greater than the normal 
numbers of visitors, so they gave no special problems 
and.in his school report Dr. Gordon Smith barely men- 
tions them. Of 80 samples of bulk milk examined for 
tubercle 5 gave positive results on animal inoculation ; © 
4 of these were traced to their source and appropriate 
action taken, but the danger from over 6% of samples 
of bulk milk being tuberculous—an average finding— 
should terminate the sale of bulked milk which has not 
been pasteurised. E 


WILLESDEN 


Dr. George F. Buchan estimates the population of the 
borough of Willesden at 200,000, though the official 
estimate is nearly 10,000 more. Within living memory 
Willesden has grown from a group of straggling villages 
between a huge railway junction and an equally huge 
cemetery to a great town separated by purely artificial 
boundaries from the other elements of the metropolis. 
At the outbreak of war Willesden was an evacuation 
area and temporarily lost a proportion of its mothers 
and children, so the statistics for 1939 are not truly 
comparable with those of former years. The birth-rate 
was 13-1 against 14-6 in 1938; the death-rate 8-75 
compared with 9:04, and the infant mortality 54-4. 
The stillbirth-rate was low, 27:7. With the exception 
of whooping-cough, which has been notifiable in 


Willesden for some time, infectious disease was remark- 


ably low in 1939, the most striking fall being in scarlet 


' fever, of which only 245 cases were notified. Whooping- 


cough notifications were 672, but -1293 cases came to the 
notice of the health department. The true incidence 
would be appreciably higher than the latter figure and 
perhaps nearly three times that revealed by notification. 

Dr. Buchan gives a table of attendances at the 
municipal centres each year since 1913. The grand total 
grew from 299 in that year to 255,962 in 1938. Growth 
was regular and rapid from 1913 to 1920 when the total 
reached 134,355 ; then it shrank to 60,611 in 1924, rose 
to 103,471 in 1927, fell to 98,991 in 1927, and then rose 
again fairly regularly. The falls are most striking in the 
dental department but affect all functions. An explana- 
tion of the fluctuations would be valuable. 

In view of the unkind insinuations made by reception 
areas on the state of cleanliness of evacuated children, 
Dr. Buchan had a cleanliness inspection made by his 
health visitors.in the reception area. The result was: 
percentage of verminous or nitty children, Willesden 
evacuees 9:1; other evacuees 9:4; native children 9 3. 
A note in the report which will interest older prac- 
titioners is that 45 children with marasmus were treated 
in hospital, of whom only 5 died. The term marasmus 
has tended to become obsolete and the syndrome it 
indicated from being extremely frequent has become 
rare; but when it was common its fatality was very 
high. The reduction of incidence of marasmus coincided 
with that of epidemic diarrhoea, for marasmus was most 
often a result of diarrhoea ; the reduction of its fatality 
is one of the fruits of child welfare. 

In his report, Dr. Buchan gives an interesting disserta- 
tion on the care of foster children (since reprinted in the 
Medical Officer: see Lancet, March 1, p. 302), and a 
memorandum on the provision of houses for tuberculous 
persons, both of which are of considerable importance 
in considering reconstruction after the war. 
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THOMAS ARTHUR ROSS 
M.D. EDIN., F.R.C.P. 

Dr. Ross who died on March 3 was the first director 
of the Cassel Hospital for functional nervous diseases. 
He was a man essentially kind, tolerant and sympathetic, 
to whom nothing human was alien. It was these 
characteristics con Da with seyenteen years’ experience 

in general practice which made 

him so patient with neurotics 
and so successful in dealing 
{ with them. 

Born in Edinburgh, the son 
of Thomas Ross, LL.D., an 
architect of that city, Ross 
was educated at the Edinburgh 
Academy and at Edinburgh 
University, where he gradu- 
ated M.B. in 1897 and as one 
of the most distinguished 
students of his year was 
elected senior president of the 
Royal Medical Society of 
Edinburgh. After holding 
resident appointments at the 
Royal Infirmary he went as 
an assistant to Dr. J. M. 
Williamson at Ventnor and 

on his death succeeded to the practice. He also became 
physician to the Royal National Hospital for Consump- 
tion. Ross was physician to a nursing-home to ‘which 
many London neurologists sent patients suffering from 
‘* neurasthenia ° which Ross treated mainly on Weir 
Mitchell lines, for it was during these years while he 
was working in isolation from others interested in the 
subject that he had begun to study the effect of mind on 
bodily syfnptoms. Later he was to say that though 
this isolation had disadvantages it had also advantages, 
for the pupil tends to become subservient to the teacher 
‘and to depend less on the picture provided by the patient 
and more and more on the master’s ideas. In describing 
the development of his technique Ross said that when 
he was young he believed in a condition called nervous 
exhaustion which the Weir Mitchell treatment seemed 
to meet and he was able to help a number of people. 
But as he went on many facts did not seem to be covered 
by that theory and he turned to Dejerine with his con- 
ception of current preoccupations. 

In the last war Dr. Ross left Ventnor and after 
obtaining a commission was employed in the treatment 
of war neuroses at Springfield Hospital. Here he became 
interested in the modern psychological treatment of 
psychoneuroses, and after the war he was appointed 
first medical superintendent of the Cassel Hospital. 
He held this post until his attack of coronary thrombosis 
seven years ago, but he continued in private practice as 
‘@ psychotherapist in London and during this war he 
was attached to the Woodside Hospital. He also gave 
‘lectures to medical officers in the forces and he was 
engaged in this work when he died from a sudden heart 
attack. 

Ross wrote considerably on his specialty. His best 
known book was ‘‘ The Common Neuroses,” first pub- 
lished in 1924, which was a practical guide to the every- 
day problems of neurotic illness. His other books were 
an Introduction to Analytical Psychotherapy and an 
Enquiry into Prognosis in the Neuroses, in which he gave 
the after-histories of nearly 1200 patients treated at the 
Cassel Hospital. Ross belonged to no school of psycho- 
therapy and might be described as an eclectic, though 
he had no sympathy with the extreme disciples of Freud 
—indeed he once declared he would throw the Freudians 
and semi-Freudians overboard as teachers of students. 
And in 1936 in his presidential address to the section of 
psychiatry of the Roval Society of Medicine he urged 
the profession to show more wisdom before the world 
and to display not the differences but the large body of 
psychological knowledge about which all were agreed. 

A., as his friends called him, was a delightful 
companion, fond of bridge and, chess and devoted to 
music. During the last seven years of life he had several 
severe illnesses which he bore with stoicism and he 
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refused to give up or even lessen his work, though he 
knew how precarious -his tenure ‘of life was. He was 
twice married. His first wife died during the last war 
and eighteen months ago he married Mrs. Norah Runge, 
a member of the London County Council. By his first 
marriage he had two children, a son who died while a 
student at the London Hospital and a daughter, 
Dr. Jean Durrant, who is also a psychotherapist. 

Sir Farquhar Buzzard writes : The death of T. A. Ross 
creates a gap in our profession impossible to fill and 
means a loss to innumerable patients and friends— 
almost synonymous in his case—who looked to him for 
wisdom and guidance in times of need. For wisdom in 
worldly affairs and an essential sanity of‘outlook in 
relation to his special branch of medicine were his most 
characteristic attributes. The last war gave Ross his 
opportunity and it is during the 25 years of intimate 
association with his work, both at the Cassel Hospital 
and in private practice, that I learned to appreciate the 
value of the man and of his influence on the development 
of psychological medicine. One wonders now what 
were the chief factors in his success. There can be 
little doubt that the years he spent in general practice, 
studying intently and critically the flaws and faults of 
human nature, saved him from the snares of too early 
specialism and stimulated his innate gift of sympathy 
and understanding. So, when the chance came of 
devoting his talents to the treatment of men and women 
suffering from nervous ailments, he brought to his task 
a ripe experience of organic disease which never failed 
him in the hour of diagnosis. But, important as was 
this preparatory training, his success, both as a doctor 
and a friend, was due to his personality. Behind 
the screen of a charming gentleness and modesty of 
demeanour, there lay solid moral courage and’ trans- 
parent honesty of purpose, qualities which even he 
could not disguise by an inimitable and pawky sense of 
humour. Perhaps the latter will linger. longest in our 


memory of a man we all loved and admired, while the 


Cassel Hospital survives as a not unworthy monument 


to a life of faithful and fruitful service. 


CLAUD BUCHANAN TICEHURST 
B.CHIR. CAMB. 


Dr. Augustus R. Ticehurst of St. Leonards-on-Sea 
had three sons who took up medicine ; they were also 
interested in birds and two of them were to become noted 
ornithologists. Claud Buchanan, the youngest, who died 
on Feb. 16 at the age of 60, went to Tonbridge School 
with his brothers, and afterwards to St. John’s College, 
Cambridge. After taking the natural sciences tripos he 
entered Guy’s Hospital, qualifying M.R.C.S. in 1907 and 
B.Chir. Camb. in the following year. After several house 
appointments at his own and other hospitals he joined 
Dr. H. M. Evans in partnership at Lowestoft, where he 
became assistant surgeon to the North. Suffolk Hospital. 
In 1928 he moved to Appledore, within easy reach of his 
brothers in. practice at St. Leonards. 

While he was at Cambridge his interest in birds was 
stimulated by Alfred Newton, .one of the foremost 
ornithologists of his time. Ticehurst was elected a 
member of the British Ornithologists Union in 1904, and 
from that time on his interest and observation contri- 
buted richly to our knowledge of. birds in many parts of 
the world. He published ‘‘ The Birds of Suffolk,” which 
is accepted as a model, as well as a British Museum 
monograph on willow warblers. From 1931 until the 
end of his life he was editor of thfe Ibis, the quarterly 
journal of the unign. His wide knowledge of migration, 
moults and plumages, climatic variations and distribu- 
tion, and his special knowlege of waders and ducks alone 
would have equipped him for his exacting task, but he 
had, in addition, made a deep study of the birds 
of the Palearctic and Indo-Burmese regions, and his 
enthusiasm and scientific accuracy helped to increase the 
reputation of an already notable journal. His friend Mr. 
Hugh Whistler writes : 
great opportunity. In 1917 he obtained a temporary 
commission in the R.A.M.C. and was posted to the station 
hospital at Karachi. On the way out he had opportuni- 
ties of collecting at Sierra Leone and in South Africa and 
also in the neighbourhood of Bombay. He remained at 
Karachi until 1920. Sind is one of the most interesting 
areas in the world for a naturalist and Ticehurst’s 
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official duties were light. He was therefore able to profit 
by the opportunity of making a valuable collection of 
birds and he wrote a paper for the Jbis on the birds of 
Sind which immediately established his reputation. On 
his way home from Karachi he was lucky enough to be 
detained in Egypt from January to March. The 
materials obtained in India and Africa and work on 
collections made by other hands in Mesopotamia and the 
Persian Gulf as well as field work on the birds of Suffolk, 

kept him busy for the next few years at Lowestoft. In 
1924 I made a trip to Navarre with him and this was the 
forerunner of several other similar expeditions. Together 
we collected in the Pyrénées Orientales in 1926, in Spanish 
Galicia in 1927, in Yugoslavia in 1929, in Eastern Spain 
and the Pityusen group in 1930, in Albania in 1931, in 
Portugal in 1932 and 1934 and our last joint trip was to 
Algeria in 1937. 

** At the time of his death we were engaged together on 
the preparation of a book on the birds of India, Burma 
and Ceylon. He had also gathered up the material for a 
more detailed study on the birds of Burma and several 
lesser works were under preparation. Ornithologists all 
over the world have ‘reason to regret that his untimely 
death has robbed them of the full fruits of forty years 
of deep study and appreciation.”’ 


JOHN FRANCIS BOURKE 
M.C., L.R.C.P.E.; MAJOR, R.A.M.C. 


Major Bourke was drowned at sea through enemy action 
during January. He was born at Woolwich in 1887, the 
son of Lieut-Colonel Ulick Bourke, R.A.M.C., and he spent 
his early childhood in India. He was educated at St. 

Edmund’s College, Ware, and 
received his medical training 
„at the Royal Infirmary, 
Glasgow, qualifying in 1913. 
In 1907 he had received a 
commission with the Camero- 
nians and on the outbreak of 
war in 1914 he was mobilised 
at once, and he served for a 
year with his regiment before 
transferring to the R.A.M.C. 
with the rank of captain. He 
saw service in France, south- 
ern Russia and the Balkans 
—he was wounded at Salonika 
—and in 1917 he was awarded 
the M.C. After the war he 
decided to make the army his 
career and in 1927 he was 


promoted major. 
and there, apart from a visit to China, he remained until 
1939. When this war broke out he was home on leave 
and he reverted to the home establishment as officer 
commanding a divisional field ambulance with the acting 
rank of lieut.-colonel. Last year when he was invalided 
out he took a job as ship’s surgeon. 


Medical News 


University of London 


Dr. J. H. Gray has been nea to the university chair of 
anatomy at St. Mary’s Hospital medical school. 


Dr. Gray was born in 1909 and cducated in South Australia. He 
obtained his M.B. at the University of Adelaido in 1932 and pro- 
ceeded to the M.D. degree in 1939. After qualification he accom- 
panied: four University expeditions to Central Australia as physical 
anthropologist, and on his return to Adclaide was appointed demon- 
strator in anatomy at the university in 1934. The following year 
he came to England where he held a cancer research fellowship at 
St. Bartholomew’s Hospital and acted as 
anatomy. He went to University College, London, in 1936 as 
demonstrator in anatomy and in 1937 was appointed senior demon- 
strator. Since the death of Professor Woolard at the beginning of 


1939 Dr. Gray has had full charge of the primary fellowship class in 


anatomy and during last session he was acting head of the Cardiff 
division of the department of anatomy. 

. The title of professor of dental surgery has been conferred 
on Dr. E. C. Sprawson, in respect of the post he holds at the 
London Hospital medical college. 

A board of studies in pathology has been instituted within 
the purview of the faculty of medicine. 

The Chester Beatty scholarship has been awarded to Dr. 
T. A. Watson, and the William Julius Mickle fellowship to 
Mr. C. S. Hallpike. 


At that time he was serving in India 


hon. demonstrator in ’ 


University of Oxford 
On March 1 the following degrees were conferred :— 


D.M.—R. N. B. Cridland and N. L. Rusby 
B.M.—J. C. Pease, J. B. Wilkinson, R. $. Buzzard, and J.J. 
Pritchard. 


Schorstein research fellowship—an appointment will be 
made to this fellowship in June. It is of the value of £300 
and is tenable for one year in any medical department or 
institute at Oxford. Candidates must be graduates of the 
university, under 35 on Oct. 1, and hold a medical qualification. 


University of Cambridge 

In a recent examination for the degree of M.Chir. the 
following have been successful: G. Blackburn, R. ©. F. 
Catterall, J. S. Ellis, and C. G. Rob. 

The Raymond Horton-Smith prize for 1939-40 has been 
awarded to Dr. O. A. Trowell. Dr. G. I. Watson was next 
in order of merit. 


National University of Ireland 


The degree of M.D. has been granted to Dr. K. O’Donovan 
(University College, Dublin). | 

.Mr. Patrick Kiely has been appointed to the chair of surgery 
at University College, Cork. 


The Biochemical. Society will meet at 2 p.m. on Friday, 
March 21, at University College Hospital medical school, 
London, W. C.1, 


Prof. Geoffrey Jefferson and Mr. A. Tudor Edwards have 
been appointed honorary consultants to. the Ministry of 
Pensions. 


The Royal Naval Volunteer Reserve Officers’ decoration 
has been awarded to Surgeon Lieut.-Commander G. H. 
Cameron, M.B. Sydney, R.A.N.R. . 


The George medal has been awarded to Dr. O. M: Holger; 
medical officer of health for Croydon. 


' The trustees of the Bernhard Baron Charities Fund have 
sent the final instalment of £2000 towards their gift of £10,000 
for a new maternity wing at the Royal Northern Hospital, 
Holloway. The building has had to be postponed until after 
the war. 


Dr. G. Clark Trotter, medical officer of health for Islington, 
has been presented on his retirement with a universal electric 
wireless set by the staff of the public-health department. 
Dr. Clark, who has served the borough for 20 years, was a 
pioneer in the campaign against adulterated milk and in the 
maintenance of a standard of purity for foodstuffs in general. 


At a meeting of the Association of Industrial Medical 
Officers to be held on Saturday, March 22, at 3.45 p.m. at the 
Engineers’ Club, Manchester, Dr. S. A. Henry will speak on 
toxic substances in industry. Dr. M. W. Goldblatt will 
discuss the hazards of the chemical industry, Dr. A. J. Amor 
those of the welding industry, and Dr. A. L. Leigh Silver 
various health problems in filling factories. 


At a meeting of the section of medicine of the Réyal Society 
of Medicine on Tuesday, March 25, at 2 p.m., Colonel H. L. 
Tidy, Dr. Charles Newman, and Major J. G. Scadding will 
open a discussion on dyspepsia in the forces. At 2.30 P.M. 
on the same day there will be a discussion on effort syndrome 
at the section of psychiatry. On March 27 at the section 
of urology at 2.30 P.M., Mr. G. E. Neligan is to open a dis- 
cussion on personal experience of injuries to the genito- 
urinary tract. 


The Gifford Edmonds prize in ophthalmology of £100 
is awarded every two years by the Royal London 
Ophthalmic Hospital for the best essay on a subject dealing 
with ophthalmology and involving original work. The 
subject for the next essay is the intra-ocular foreign body and 
essays should be submitted not later than Dec. 31, 1942, or 
within twelve months of the cessation of hostilities, whichever 
be the later date. Further particulars may be had from the 
secretary of the hospital, City Road, London, E.C.1. 


When one of the corporation health department clinics was 
damaged in a recent air-raid on Cardiff, immunisation and 
other work was carried omin two mobile units stationed close 
to the wrecked building. Two mobile units, similar to those 
used by the A.R.P. casualty services, were brought into 
commission. One was used as a waiting-room and the other 
for immunisation, and people who had appointments fixed for 
the morning after the attack, including many children due 
for immunisation against diphtheria, were succesery. dealt 
with in this way. ; 
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Notes, Comments and Abstracts . 


THE MIDDLE CASE 
AN UNSOLYED PROBLEM IN TUBERQULOSIS 


By the late Sir PENDRILL VARRIER-JONES 
FOUNDER AND DIRECTOR OF PAPWORTH VILLAGE SETTLEMENT 


From time to time medical superintendents of sana- 
toria bewail the fact that the cases sent to them for 
treatment are so far advanced that arrest is out of the 
question; and they point out—dquite rightly—that 
sanatoria were not designed to treat such cases. Such 
was the cry some years ago, and to a certain extent it 
continues to-day. In the earlier days of sanatorium 
treatment for the working classes endeavours were made 
‘to restrict admissions to the so-called early case. Other 
cases, beyond a certain standard of clinical findings, were 
excluded from admission. This attitude called forth 
strenuous criticism at the time from E. W. Hope of 


Liverpool, James Niven, and myself. Professor Hope ' 


wrote : 


_ “ What, for example, could be said in support of a municipal 

hospital intended for typhoid fever or smallpox which refused 
to accept any but those cases which were slight, and were 
unlikely to add to the mortality statistics of the hospital ? 
After all, the sanatorium must be regarded as a link in the 
chain of sanitation. Its usefulness must not be cramped by 
exclusion of the very patients who most need care and 
attention. In the term ‘ sanatorium benefit,’ as employed in 
the Insurance Acts, there were included dispensary treatment. 
and domiciliary treatment, and grants of extra nourishment. 
All of those measures failed, however, in much the same 
way that they would fail if applied to any other form of 
communicable disease which fell short of dealing effectively 
with the centre of infection.” - 


To a large extent this state of affairs has been remedied, 
but the paria adaptation of the sanatorium to meet the 
needs of more advanced cases has been a patchwork 
business, and it still remains a matter for regret that 
further steps in the right direction are not taken. 


WHAT IS THE RIGHT DIRECTION ? 


In the first place we must recognise that county areas 
are too small to provide an efficient unit for the complete 
treatment of cases of tuberculosis; that the burden of 
expense on a small county is out of all proportion to its 
resources ; and that, instead of an efficient unit to deal 
with all types of cases, in existing circumstances only a 
few can have satisfactory treatment, and none can have 
any hope of rehabilitation. . The early cases are so few 
that, as Noel Bardswell so often said, not one third of the 
beds of any of our ‘sanatoria would be occupied if 
admissions were limited to such cases alone. (What a 
confession !) What happens to the remaining two thirds ? 
These beds are filled with advanced and moderately 
advanced cases, who stay in for a short time and then 
return home, utterly disappointed, to spread the disease 
in their own homes—and at the present time in air-raid 
shelters as well. They go home because they see that 
the treatment they receive leads them nowhere. They 
are exposed to damp and wet. If they were in fact only 
early cases, cold would not matter. But they are not. 
They require sheltered conditions to enable them to feel 
comfortable, and unless they are ‘‘ comfortable ” (in the 
sense that the word is used by the working men) they 
will not stay. The atmosphere of depressing routine, 
without as much as a glimpse of hope for the future, is 
hardly one which encourages a man or a woman to per- 
severe with treatment. What future indeed is there for 
such a case? Too often institutions, entirely devoid of 
early hopeful cases, take on the quality of homes for the 
dying, and—sooner rather than later—patients depart. 
Some time ago a member of the Liverppol public health 
committee protested against further classification and 
segregation. Some years ago he said, Dr. Hope appro- 
priated a particular hospital for advanced tuberculous 
cases and within six weeks the poor people of the city 
declined to have anything to do with it. 7 a 


INFECTIVITY AND PERSONAL LIBERTY 


Now if we cannot hope to cure the vast majority of 
notified cases of tuberculosis—because they are not 
notified until the disease is too far advanced for arrest— 
can we possibly prevent such cases from infecting other 
members of the community ? As long as we hold that 
personal liberty is one of our most precious possessions, 
even if that liberty means the spreading of a cruel and 
deadly disease to our relatives and neighbours, we must, 
as part of the price we pay for that liberty, look round for 
ways and means of overcoming its disastrous effects. 
When we segregate cases of tuberculosis we do two things : 
we take away the liberty of the subject and at the same 
time, unless we give him renewed hope, we demoralise 
him. With the disappearance of hope this demoralisa- 
tion affects both the patient and those around him. -The 
problem to be solved is to prevent the scattering of the 
tubercle bacilli, not to deprive the patient of liberty and 
hope. The two things can, and must, be distinguished 
and separated. The complete destruction of the liberty 
of the subject need not take place, yet control of his 
infectivity can be nearly complete. 

In order to accomplish this we must realise that unless 
the case of tuberculosis is an advanced one, it is not 
continuously infectious.: We are apt to lump together 
all cases of moderately advanced tuberculosis as equally 
infectious, which is by no means the case, and.we must 
remember that radiographic findings are no guide to the 
infectivity or otherwise of the person concerned. I have 
used the word person advisedly, for in our present search 
for the solution of a pressing problem we are dealing with 
persons, not cases, and with this firmly fixed in our minds 
we shall be more likely to find a solution. - We; edio. 
men, are as a result of our training too inclined to look 
upon men and women simply as patients or cases, and 
here we make a profound mistake, for the term patient 
or case is apt to leave in our minds the picture of an 
organism whose welfare depends entirely upon our 
medical outlook, which is all too often tinged by our 
pathological training and divorced from social and 
economic considerations. In. reality, these considera- 
tions should often have first place in our minds and the 
medical picture the second. no 


THE SOCIO-ECONOMIC ANGLE 


The problem of the middle case has in the past been 
looked ab entirely from a purely medical angle. We 
examine the chest, and are horrified to hear such a 
multitude of sounds. We take an X-ray film and are 
filled with wonder at the complications of nodes and 
shadows, not sufficiently realising that what we are ; 
at is the picture of past battles, filled-in trenches, 
exploded mine-craters and the like. What ewe imagine 
we see, but do not, is the advancing army of disease. 
We do not see it because such a thin red line produces no 
substance which throws an X-ray shadow and we are left. 
in wonderment (and often bewilderment) that a man with - 
such scars of battle can carry on at all. Too often we 
prescribe rest—and our troubles, and those of our 
patient, begin. 

If we had viewed the matter from an angle other than 
the purely clinical we should have enquired as to the | 
man’s job, his mental attitude to it, and his prospects of 
making his job fit his physical condition. There is no- 
need, in the majority of such people, to take away their 
liberty and put them to bed. We want further informa- 
tion before we contemplate pronouncing such a sentence. 
We want to know—and we must in all haste perfect our 
means of finding out—the margin of safety between the 
resisting tissues and the advancing red line. There is 
only one thing which prevents that red line from advanc- 
ing at a rapid rate, and that is the defensive mechanism 
operated by the organism as a whole. The whole point 
of our examination is missed if we cannot estimate this. 
When estimated, the problem is to maintain equilibrium. 
Will equilibrium be maintained by: forcing the man to 
lower his resistance either by undertaking -unsuitable 
work in an unsuitable environment, or by doing no work 
in an equally unsuitable environment, namely, the 
depressing atmosphere of bed in an institution for 
advanced cases and for the dying ? Ofcourse not. We 
have interpreted the X-ray film wrongly.: Instead of 
using it as an index of equilibrium (which as a rule is 
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impossible) we have used it as a picture of the present 
battle, whereas it is but the shadow of past conflicts. 
We require an index of the present conflict—of toxemia 
and its presence or otherwise—and on that basis only 
should we assess the degree of advancedness of the 
disease- If we look at the picture of the moderately 
advanced case from this angle, it is more likely that we 
shall arrive at a right conclusion. Even if we do not do 
this, we shall expose the errors of the past; and if they 
are exposed they can be got rid of and the ground cleared 
for further experiments and action. 


EVIL OF HOSPITALISATION 


It is an error, then, to hospitalise persons classified by 
X ray as “ moderately advanced ” if their working 
capacity in ordihary conditions is only slightly impaired. 
It may be equally wrong, too, even if that capacity, in 
those conditions, is apparently quite seriously impaired ; 
because the degree of impairment, serious in the outside 
world, may prove to be only slight in an environment 
wherein the necessary adjustments have been made. It 
is wrong because the man becomes a misfit. He is not in 
need of hospital treatment. We know that; but in our 
minds we have the idea that the hospital is the only place 
where segregation can be carried out and where we 
think infectioncan be controlled. But is it? For 
the majority of cases this may be so; but if so it is only 
because we have not used our imagination to produce 
an alternative and far more acceptable solution. 

It is often said that the chronic middle case of tuber- 
culosis is a problem mainly because it is too expensive a 
proposition for a hospital or sanatorium bed; and at the 
same time it is claimed that the village settlement cannot 
offer a solution because of an alleged unwillingness (a) to 
work and (b) to accept the degree of control essential in 
any well-ordered community. There are, of course, 
those who under no circumstances will accept any 
restrictions whatsoever, but they are, I am convinced, 
a minority. We, as medical men, must accept a good 
deal of the blame for producing the unemployable con- 
sumptive. We have a responsibility towards the man 
which we ought to discharge, since his mental condition 
is largely of our own making. He has been provided 
only with sanatorium treatment. We knew, when we 
accepted him for such treatment, that no ‘‘ cure ” could 
be expected; but we insisted on keeping him immobil- 
ised' for months, in some cases for years, during which 
time he was thoroughly instructed in how to avoid 
exertion, intimidated by the blessed phrase “ safety 
first ’’ (now mercifully discarded on more fronts than one) 
and frightened by descriptions of the morbid anatomy of 
the lungs. He looked around him and found many 
others in like parlous state. The conversation of such 
men centres round their illness, and they soon determine 
that there is nothing to be done but to accept as much 
rest as possible. They are convinced that if they are to 
avoid fatigue (as the doctor insists) idleness must be 
their portion for the rest of their lives. | 


HOW IT SHOULD BE AVOIDED 


There are a few healthy minded who revolt against all 
this. They insist on their discharge; and on looking up 
such case-histories we are surprised at the wonderful 
*“ recoveries ’’ they make. Others of course become so 
demoralised that nothing but frequent terms of treat- 
ment, alternating with holiday periods either at home 
or in a convalescent home, will satisfy them. (We find 
that such cases often cost their respective councils 
£1000 each before they arrive at Papworth.) We, asa 
profession, are responsible for this wreckage if we do not 
insist that present provision for such cases is grossly 
inadequate and out of accord with the spirit of the times. 
We have no right to contrive the demoralisation of these 
people. We have no right to tax the healthy to provide 
tuberculosis treatment and then let loose upon them 
large numbers of ‘‘ positive cases ’’ to infect them when 
they are striving to pay their way and to contribute 
their rates and taxes to keep the country going; and 
there is no need that this should be the case. 

The treatment in our sanatoria should be such as at all 
costs to prevent demoralisation from setting in, and this 
applies equally to the treatment of soldiers in our 
civilian hospitals. This demoralisation can be avoided 


by the provision of the opportunity to work and to earn 
wages. Once a man knows that he is not useless, and 
that he need not be shunned by his fellows, self-respect 
takes the place of a broken morale, and new hope produces 
the energy required for making a new start. The funda- 


, mental reform most needed in our sanatoria is, first, to 


instil a new moral outlook into the patients. No such 
outlook will, however, be lasting in the absence of a 
concrete proposition making available an opportunity of 
re-entry into industry. That industry may have to be 
of a special nature, and conducted in a special environ- 
ment. Here again the greatest danger to be avoided is 
that of demoralisation, and every effort should be made 
to see that purposeful work is done on as business-like a 
footing as possible. ` | 


PLAYING AT A TRADE 


Occupational therapy may be suitable in certain 
instances, but let us remember that our aim is to make 
our patient a wage-earner. It is not to employ salary- 
earners, neither is it to give advice which it is difficult or 
impossible for a wage-earner to follow. Playing at a 
trade is not learning a trade. What is needed is to 
enable the patient to become a genuine wage-earner. 
Only thus is he benefited at the same time as the com- 
munity. While occupational therapy may sometimes , 
have therapeutic value, even that value can be greatly 
enhanced if the crafts taught are closely related to trades 
which have a definite wage-earning potentiality for the 

atient. We must remember, too, that training for 

lind-alley occupations is a snare. So, as a rule, are 
one-man businesses. Only very exceptionally can a 
man who is in any way disabled manage the financial 
and technical side of a business in which he hopes to 
earn his living. Disaster follows., Here is a typical 
instance from the last war : 


‘“ The institution gives instruction in market gardening... 
includes bee-keeping, poultry farming and pig rearing.” An 
ambitious programme; yet where is the man, after this 
training, to find the capital sufficient to establish the business ? 
Then again “‘ The second course trains men in ‘light farm- 
ing °” (an occupation unknown in the agricultural world) ; 
but it confesses that, although the dairy work of the farm has 
to be done by healthy workers, yet ‘‘ most of the rest of the 
work, such as hay-making, digging, hoeing and weeding, can 
be undertaken by convalescents.”” What man will get work 
on a farm if he seeks to pick and choose his job ? What wage 
is he likely to get for part-time work, and as a mere “ trainee,” 
when often enough, in times of peace, skilled agricultural 
workers receive little more than 25s. for a full week’s work ? 
The truth is that the “light job in the open air ”’ is a myth, 
and its advocates are false prophets. | 


For the majority of cases the position was fairly summed 
up, some years ago, by an official of one of the ministries, 
who described it as ‘‘ the blessed state of infinity of 
training.” This masquerade is not altogether the fault 
of the patient. If a man sees that the system is obvi- 
ously wrong, so wrong that its futility is apparent to the 
meanest intelligence, can we blame him if he takes full 
advantage of the ‘‘ blessed infinity of training ’’ and goes 
from one training colony to another; ‘learning ” for 
six months, and then, when that period comes to an end, 
making application for and being sent by another tuber- 
culosis officer to another colony for a further period of 
training in some quite different occupation ? 


TRAINING COLONIES TRIED OUT 


The training colonies set up after the last war merci- 
fully came to an end and I have never had cause to revise 
or qualify the conclusion arrived at by Clifford Allbutt 
and myself: ‘‘ One has only to make a tour of various 
institutions—the so-called training colonies—to be 
convinced that the training given is of little worth to 
enable the pensioner to earn his living’ once more” 
(Lancet, 1923, 2, 912). I sincerely hope that the disas- 
trous and costly experiment of training colonies will not 
be repeated after this war, and that the lessons learned 
will ensure that schemes for the re-employment of ex- 
Service men shall be run: on practical business lines and 
not on those of state-aided charity. We ought to have 
learned a great deal from our experiences in treatment 
and training from 1918 onwards ; but there is a tendency 
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even to-day to ignore those lessons and to take a super- 
ficial view of the whole vast problem. 

It is of little use—indeed, as the results of the period 
following the last war have proved, it is worse than use- 
less—to join so-called training colonies on to existing 
sanatoria. The medical officers are not trained in the 
special task of fitting their patients to jobs. 
patients themselves, seeing their hesitations, take their 
cue and either obstruct or play at make-believe. At the 
end of it, all are in a worse state than at first as far as 
being able to earn a living is concerned. 


Let there be centres where the whole medical, economic 
and social treatment is understood and pursued by a 
specially trained staff; and I have no doubt but that the 
results will be of the highest value to the individual and 
to the state. 


WHOLEMEAL ENTHUSIASM 


Ir will be news to some of us that there has existed in 
this country since 1908.a society, The Food Education 
Society, whose main object seems to be the conversion 
of the British public to exclusive use of wholemeal 
bread. Its founder, Miss May Yates, died nearly three 
years ago at the age of 88, and a little book (Bread in 
Peace and War. Food Education Society. Pp. 76. 
2s. 6d.) has been dedicated to her memory by her fellow 
‘ Mancunian, the editor, ‘‘ in confident anticipation of the 
early triumph of the cause to which her life was devoted.” 
It is extraordinary that such a cause should call out so 
much devotion, so much expenditure of time, money and 
energy. For the knowledge on which the campaign is 
based must largely be esoteric or intuitional ; ‘some basic 
facts have certainly not been worked out yet in experi- 
mental laboratories. We do not know whether the 
small amount of calcium in wholemeal bread is available 
to the body and there is evidence that the phytates in 
such a wholemeal cereal as oatmeal depress the absorp- 
tion, of calcium.! May it not prove so with wholemeal 
bread ? Moreover, the purgative effects of wholemeal 
in .themselves may militate against an absorption of 
calcium. At a time when the intake of calcium is likely 
to be lowered owing to the high price of milk and the 
difficulty. of obtaining cheese it seems wrong, in the 
absence of evidence against these possibilities, to force 
a wholemeal loaf on a not wholly willing people. We 
may grant that wholemeal bread contains more vitamins 
of class B, more iron and a minute amount extra of better 
class proteins than white bread, but it is still uncertain 
whether these advantages outweigh its probable anti- 
calcifying effect. ‘Should this effect be confirmed it is 
the wholemeal loaf which should be fortified with 
calcium. The Food Education Society’s work is a 
miscellaneous collection of reports of four conferences 
on whole-wheat bread, extracts from Hansard, articles 
in the press, both lay and medical, letters to the press 
and memorials with an elaborate garnishing of footnotes 
which may prove useful to the trained research worker 
but misleading to the lay public. The society apparently 
believes that wheat grown on artificial manures is deficient 
in vitamins, that whole grain contains electrical energy, 
that soda used in Scottish baking destroys the vitamin C 
in flour, and that the consumption of white flour causes 
cancer, diabetes and dental caries. 


HEART DISEASE IN YOUNG ADULTS 


ALL new students at the University of Wisconsin are 
given a complete physical examination, and where there 
is any history of rheumatism or suspicion of heart disease 
clinical examination is supplemented by electrocardio- 
graphy and radiography. Of the 28,000 students exa- 
mined in 1931-39 about two-thirds were men, and Prof. 
L. W. Cole (Amer. J. med. Sci. February, 1941, p. 197) 
reports that heart disease was found in 0:8% of them 
compared with 1-5% of the women. There were only 8 
cases of congenital heart disease and 11 of disorders of 
rhythm other than sinus arrhythmia. In the students 
with heart disease the mitral valve was involved in 91% 
(regurgitation 75%, stenosis 40%) and the aortic in 15% 
(regurgitation 14%. stenosis 1:7%); pericardial changes 
were present in 5:8% and cardiac hypertrophy in 32%. 
There were 2 cases of pulmonary stenosis but none of 
tricuspid disease. 


1. Harrison, D. C. and Mellanby, E. Biochem. J. 1939, 33, 1660. 
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Appointments 


APPLETON, S. K., M.D. Manc., D.P.H, D.T.M.: M.O.H. for the 
urban districts of Newton-le-Willows and Golbourne. 
BARFORD, J. L., M.R.C.S., D.P.M.: temp. asst. M.O. for Poplar. 
DicK, Nancy, M.B. Lond. : deputy medical superintendent at the 
South Middlesex Fever Hospital, Isleworth. 
HARVEY, FREDERICK, M.R.C.S., D.P.H.: asst. M.O.H. for Bury. 
LAMBE, G. I., . Belf. D.P.H. : 
Darlaston, Staffs. ‘ 
LANDON, G. S., examining factory surgeon for Lewisham. 
sis a M.R.C.S.: asst. M.O. at Epsom County 
osp 


: al. 
WRIDE, FANNY, M.B. Lond., D.P.M. : temp. asst. M.O. for Morton. — 


Births, Marriages and Deaths 


BIRTHS R 


BINGHAM.—On March 6, at Chalfont St. Peter, Bucks, the wife of 

Capt. W. G. A. Bingham, R.A.M.C.—a son. 

GAIRDNER.—On March 2, the wife of Lieutenant D. M. T. Gairdner, 

' R.A.M.C.—a daughter. ` 

KAHAN.—On Feb. 28, to Dr. Nest Kahan, wife of Dr. Alexander 
Kahan—a daughter. 

MALONE-LEE.—On March 4, at Fulmer Chase, Bucks, the wife of 
Licutenant Gerard Malone-Lee, R.A.M.C.—a son. 

MORLET.—Qn March 4, at Camperdown, Australia, the wife of 
Dr. Jack Morlet—a son. 

OLLERENSHAW.—On March 8, the wife of Major R. G. W. Olleren- 
shaw, R.A.M.C.—a son. 

O’ROURKE.—On Feb. 21, the wife of Dr. H. C. O’Rourke, of 
Greenford, Middlesex—a daughter. 

cea EA March 11, at Windsor, the wife of Dr. Paul Saint—a 

aughter. 
TRAVERS.—On March 7, at Sutton, Surrey, to the wife of Captain 
: E. H. Travers, R.A.M.C.—a daughter. 


MARRIAGE 


CarrR—HINDLE-BAKER.—On March 3, at Kidderminster, Alfred A. 
Carr, M.R.C.S., to Violet H. Hindle-Baker. l 


DEATHS 


Bury.—On March 9, at Leamington Spa, Reginald Frederick 
Bury, M.R.C.S., aged 76. 

ELLISON.—In March, through enemy action, 
Ellison, L.M.S.S.A., of Pembridge Villas, W. 

HaLstTep.—On March 5, at Hemel Hempstead, Edward Alexander 
Michaelis Halsted, M.B. Camb., T.D.D., aged 31. 

KAPADIA.—On March 10, Shaporji Aspaniarji Kapadia, M.D. 
Brux., L.R.C.P.E., barrister-at-law, aged 83. . 

WALLER.—On March 3, at Silverton, Devon, Harold Wiliam 
Leslie Waller, M.B. Lpool, D.T.M. l 


At a meeting of the Socialist Medical Association of Great 
Britain on Feb. 22, Dr. Stark-Murray outlined an approach to 
socialised medicine, which was the result of years of work by 
the association. He pointed out that nationalisation did not 
necessarily mean socialism as events in Europe had shown. 
The socialisation of medicine might well anticipate that of the 
whole state. The medical service would be organised in local 
health units which must be intensely democratic. 
patient must have a home-doctor service, a health centre and a 
hospital service. The service must be free for all. Doctors 
must have regular hours of duty and leisure and that security 
of living standards which will be given by a full-time salaried 
service. An organised service would cost no more than is at 
present expended on medicine—i.e., 140 million pounds per 
annum—allowing 7 million pounds for research. 


The Medical Society of the County of Kings and Academy 
of Medicine of Brooklyn have compiled a list of the publica- 
tions in their library which deal with military, naval ‘and 
aviation medicine. The list appeared in the December issue 
of the Bulletin of the Medical Library Association and reprints 
may be had from the librarian of the society, 1313 Bedford 
Avenue, Brooklyn, New York. 
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DELAYED COLLAPSE AFTER HEAD INJURY 
By D. Denny-Brown, M.B. N.Z., D.Phil. Oxfd, F.R.C.P. 


MAJOR R.A.M.C. ; MEDICAL SPECIALIST AT A MILITARY HOSPITAL 
(HEAD INJURIES) 


A RELATIVELY common occurrence in patients suffering 
from the effect of a minor injury to the head is a delayed 
collapse—often loosely called ‘‘ delayed concussion.” 
This term is a bad one, it has no precise meaning, and is 
often used without discrimination to cover either a state 
of mild post-traumatic confusion or the effect of emo- 
tional shock, the latter in no way differing from the 
emotional collapse following excitement or fright without 
injury of any kind. 

Apart from emotional disorder there are other kinds of 
delayed collapse which often give rise at first to grave 
anxiety, yet finally prove to have been benign. Since 
heemorrhage from the middle meningeal artery is by far 
the best known of the complications in the next few hours 
after head injury, collapse usually leads to the suspicion 
of the presence of that condition. Its cardinal symptoms 
are well known—the deepening of stupor or coma after 
an interval, the development of stertorous respiration 
and slowing of the pulse, and the appearance of one-sided 
weakness or paralysis. The slowing of the pulse is by 
no means constantly present, or may be only a terminal 
event. Not uncommonly there occurs a disturbance 
which, while giving rise to anxiety, fails to develop 
further, and in fact improves rapidly with rest. Its 
most disquieting sign is slowness of the pulse, and for this 
reason it appears of some interest to examine it more 
closely. 

Case-records 


The first 5 of the following 6 cases have recently 
passed under my care and I have observed the sixth 
through the kindness of Major Ascroft. They will serve 
to indicate the main features of this particular type of 
delayed collapse. 


CAsE 1.—An airman, aged 19, was admitted to hospital 
on Aug. 27, 1940, with a history of injury 5 days earlier, when 
he fell to the ground from a fire-tender going at about 25 
m.p.h. He remembers hitting the ground. He was then 
unconscious for 5-10 min., has a brief memory of being put on 
a stretcher, then nothing until he was standing unsteadily in 
sick quarters 10 min. later. The medical officer noted that he 
appeared dazed, but did not find any other abnormality. 
The patient walked to his billets 150 yards away and lay 
down. He awakened an hour later with severe pains at the 
back of the neck shooting round both sides of the head to the 
forehead, and worse on attempting to stand. He vomited 
three times that evening and once during a restless night. 


Next morning he was admitted to sick quarters, very pale, - 


temperature normal, pulse-rate 80, with no abnormal physical 
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Fie. 1—Morning and evening pulse-rate. 


signs in the nervous system. He was kept in bed and the 
headache lessened with sedatives and regular hypertonic 
saline per rectum. There was a steady pain in the back of the 
neck, worse on attempted movement and on awakening each 
morning. On the third day he got up to go to an air-raid 
shelter and there collapsed suddenly. The pulse-rate dropped 
to 52 and a few hours later was 44, without other abnormal 
physical signs. He felt intensely giddy at each attempt to 
get out of bed, the pain in the neck persisted and he now felt 
some atiffness at the back of the thighs, pains behind the eyes 
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and dislike of bright light. The pulse-rate remained at 56 
on the fourth day. On admission under my care the only 
abnormalities discovered were moderate neck rigidity, 
strongly positive Kernig, bradycardia, a pulse-rate of 42, 
and a small abrasion of the scalp high in the occipital region. 
Radiography of the skull revealed no abnormality. The 
cerebrospinal fluid was rusty in colour and turbid with blood; 
pressure 175 mm.; lymphocytes 22, polymorphs 7, red cells 
6524 per c.mm.; protein 24 mg. per 100c.cm. He was kept 
at complete rest. The pulse-rate remained extremely slow 
(chart 1), though any restlessness or even sitting up in bed 
caused acceleration. He had no nausea or giddiness. The 
lumbar puncture did not relieve the headache though reducing 
the pressure to 135 mm. He continued to suffer from head- 
ache and pain in the neck, though these gradually lessened 
from Sept. 1 onwards, and the neck rigidity and Kernig sign 
then disappeared. The blood-pressure on Sept. 2 was 130/70 
mm. The pulse-rate then began to rise slowly, and a further 
lumbar puncture on Sept. 3 showed a yellowish fluid contain- 
ing 58 lymphocytes and 8 red cells per c.mm.; protein 40 
mg. per 100 c.cm. There was no fever at any time. By 
Sept. 7 all headache had ceased and the pulse-rate was rising 
to 60-70. He remained well and after a graduated convalesc- 
ence was allowed back to duty on Nov. 1. 


Case 2.—A gunner, aged 19, was admitted on June 14, 
1940, having had a fall 9 hours earlier from a motor cycle while 
travelling at 15-20 m.p.h. He was thrown ‘on his head and 
shoulder but had no memory of the fall, though he remembered 
up to the moment before. He remembers coming round on 
@ stretcher 5 min. later, then nothing until he reached a 
medical inspection-room 24 hours later. A witness stated 
that immediately after the injury he was dazed but conscious 
and could stand with support, and that he became unconscious 
on the stretcher and remained so for 30-45 min. On recovery of 
full conscious- . UNE aiy 
ness he remem- 90 15 16 17 18 19.2021 22232425 26 27 282931 | 2 3 45 
bers a head- 
ache at the ” 
back of his „m 
head and a& 
continuous 
numb pain; on 
attempting to 
stand three 
hours after thə ©” 
injury he had 
violent verti- 
go, blurring of 
vision and had to be supported. The giddiness ceased 
when he lay flat, but he had a pain in the back of the 
neck. He slept for the 6 hours before admission, with 
stertorous breathing, and the pulse-rate was now noted to be 
never more than 48, and once 38 a minute in this period. . 

On admission 9 hours after the injury he seemed well, was 
able to give a clear account of what had occurred, and had 
slight occipital headache and pain when the head was raised. 
Tenderness but no bruising was found in the occipital region. 
Full examination was negative except that the right pupil was 
slightly larger than the left. There was no neck rigidity or 
Kernig sign. The pulse-rate was 40; blood-pressure 120/70 
mm.; urine normal, Radiography of the skull and upper 
cervical spine was normal. Repeated examination failed te 
elicit further abnormal signs. His memory was excellent and 
previous history good except for concussion without sequels 
9 weeks earlier. Lumbar puncture 18 hours after the injury 
showed a clear fluid, pressure 145 mm.; lymphocytes 3 per 
c.mm., no red cells; protein 40 mg. per 100 c.cm.; Wasser- 
mann reaction negative. All headache ceased after the lum- 
bar puncture and did not recur. There was no other symptom 
of any kind, but the pulse-rate remained slow until the tenth 
day (chart 2). From the twelfth to the twentieth day there 
was an evening temperature of from 98'4°-99°, He returned 
to duty 22 days after the injury and remained well. 


Case 3.—An airman, aged 20, was thrown from a motor 


29 3 


lorry when it pulled up suddenly on Sept. 19. He can remem- 


ber falling and striking the right side of the head on the 
ground. He attempted to pick himself up but his legs gave 
way, and he was assisted to a shelter. He remembered ne 
more until his arrival at hospital 1} hours later. Witnesses 
stated that he walked with assistance from the scene of the 
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injury to the sick quarters, and on arrival there 20 min. later 
he appeared to be conscious and codperative. The pupils 
were dilated, reacted sluggishly to light, the tendon jerks were 
‘brisk, and the injury was regarded as trivial except for a 
laceration of his right ear and abrasions on the right hand. 
The pulse was of good volume and its rate 80. Twenty 
minutes later he became uncodéperative, very restless, and 
developed conjugate deviation of the eyes to the left, with 
stertorous respiration. The pulse-rate fell to 60. He was 
able to give his name. The condition improved after a few 
minutes and he was sent on to hospital. 

On admission he was found to be drowsy and confused, 
but could remember falling from the truck. and striking his 
head. He was disoriented. For example, asked his home 
address he said ‘‘ upstairs, Block 7, Cardiff,” asked what road 
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he said “ upstairs ” or ‘‘ married quarters.” He gave his 
name correctly and showed no aphasia. There was no facial 
or limb weakness. The pupils were dilated and reacted 
-briskly, the tendon reflexes were all present and equal, 
plantars flexor. The pulse-rate was 58, and volume good 
(chart 3). He could not remember his earlier examination. 
There was no headache ; neck rigidity was slight or absent. 
He felt fit to get up and go on duty. The confusion was no 
longer present 2 hours later. He had had no previous faints 
or fits, or head injury, and there was no family history of 
epilepsy or nervous disorder. Lumbar puncture the day after 
the injury showed a pink blood-stained fluid, pressure 170 
mm.; lymphocytes 8, red cells 8536 per c.mm.; protein 75 
mg. per 100 c.cm. The headache ceased by Sept. 28 and he 
made an uncomplicated recovery. He did not regain memory 
of the period of collapse. In the first 10 days of being allowed 
up and at intervals for another week he had an evening 
temperature of 98 2°-99 4°. 


CasE 4.—An airman, aged 31, was admitted on Sept. 26 
1940, with a history of having received a kick between the 
eyebrows at football at 6 p.m. the previous day. He had full 
memory of the injury and of events preceding and following 
it. He felt immediately giddy, his nose bled profusely, and he 
saw double wherever he looked. He walked unsteadily to 
‘the side of the field and was then taken to sick quarters by 
stretcher and put to bed. Soon after he was in bed generalised 
headache began and was very severe by 8 p.m. The diplopia 
continued but gradually lessened and disappeared after 
another 2-3 hours. His pulse-rate at 6.50 p.m. was 70, and an 
hour later 66; it 
gradually slowed 
to 50 at 10.30 and 
was irregular ; by 
l a.M. it was 48 
and remained be- 
tween 44 and 48 
during sleep, and 
also after awaken- 
ing next morning. 
On admission 
he had slight 
superficial bruises 
of the nose and 
lower margins of 

the orbits, but no other sign of injury. He lay quietly in bed. 
There was no anosmia, vision was unaffected, the fundi were 
normal, pupils regular, equal and of moderate size and reacted 
briskly. There was no strabismus and no nystagmus. The 
other cranial nerves and the limbs showed no sign of disorder. 
There was no neck rigidity or Kernig sign and for this reason 
lumbar puncture was not performed. Radiography of the 
skull revealed no fracture. The pulse-rate remained slow for 
9 days (chart 4). Blood-pressure 100/65 mm. There was no 
headache on the second day after the injury but he was kept 
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in bed until the tenth day. The pulse-rate rose slightly as he 
was allowed more activity. But it was occasionally un- 
accountably slow (52) even just before discharge on the 
twentieth day. He remained without further symptoms. 
There was an evening temperature of 99° F. on the third day 
he was allowed up, but not at any other time. 

CasE 5.—An airman, aged 19, was admitted on Aug. 1, 
1940, with the history that he was found pinned under a car 
involved in a collision on July 28, and was admitted uncon- 
scious to a neighbouring hospital. Records from that hospital 
state that a short time after admission he was extremely 
restless, trying to get out of bed and vomiting. He did not 
answer his name. The pupils were equal and reacted, and 
there was no apparent weakness in the limbs. The right 
plantar response was flexor, the left not elicited. The pulse- 
rate was 56, blood-pressure 150/80 mm. The following day 
the restlessness continued and he was incontinent of urine. 
The slow pulse-rate continued (chart 5). On the 4th day he 
was less restless, more codperative and a lumbar puncture 
showed a much bloodstained fluid with pressure over 300 mm., 
reduced to 150 mm. by removal of 20 c.cm. ae 

On admission to the military hospital on the fifth day he 
could not give any details of the accident, nor could he 
remember being in a car. He remembered being on guard 
one night a week before the accident, and since that only 
the ambulance journey to this hospital. He complained of 
generalised headache, particularly at the back of the head. 
He lay flat in bed and was roused only by a painful stimulus, 
though he then remained coéperative for a time. His speech 
was slurred. There was no trace of aphasia in a series of tests. 
The optic discs had blurred margins, with slight swelling on the 
right side. The pupils were normal, ocular movements full 
without nystagmus. There was slight weakness of movement 
of the lower left side of the face. None of the other cranial 
nerves was affected, nor was any affection of motor power, 
coérdination, or sensation discovered in any of the limbs. 
The tendon jerks were all present, brisk and equal, abdominal 
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reflexes present, both plantar responses flexor. General 
examination was negative except for some neck rigidity and a 
recently healed laceration of the left temporal region with 
tenderness and diffuse bruising. The pulse-rate was slow 
and blood-pressure 135/75 mm. Radiography of the skull 
revealed a linear fissure in the left parietal region. A further 
lumbar puncture on Aug. 2 showed a yellowish turbid fluid, 
pressure 300 mm.; lymphocytes 7 and red cells 4312 per 
c.mm.; protein 35 mg. per 100 c.cm.; W.R. negative. 
The headache was considerably relieved by lumbar puncture 
and he was then more alert. He was still slightly disoriented 
and memory tests were grossly defective. On Aug. 3 speech 
was less slurred, but the facial weakness persisted, becoming 
barely perceptible on Aug. 9. The pulse-rate was now rising 


' and he had for the first time some recollection of setting out on 


a journey in a car, but was uncertain of the day this happened. 
Headache had now abated. By Aug. 13 he was free from 
headache, memory tests gave a normal response, and memory 
of the journey leading up to the accident was clearing. On 
the 16th lumbar puncture showed a pressure of 240 mm. ; 
cells nil ; protein 32 mg. per 100c.cm. He continued to make 
good progress and was allowed up first on Aug. 28 and there- 
after at decreasing intervals. There was no fever at any time. 
By Sept. 8 he could remember details of the car journey up to 
a few minutes of the injury, and some details of the last day 
at the other hospital. He remained well. 

CASE 6.—A gunner, aged 27, was admitted on Oct. 23 with 
a history of injury to the head 7} hours earlier from an explo- 
sion which drove a detonator cap into his forehead. He re- 
membered the explosion and feeling dazed with a buzzing in 
the right ear and a numb feeling in the right side for a few 
moments. These sensations then passed off leaving a severe 
headache. As the wound was bleeding he leant over a sink, 
and then his knees collapsed and he lost consciousness. He 
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was found 2 hours later lying where he had fallen, but was then 
able to get up with assistance and stagger to the next room. 
He answered questions and suggested calling in his neighbour 
for help. He was seen at another hospital, where his pulse- 
rate was reported to be 80, regular. He vomited several 
times. The pupils were equal, reacted to light, and no 
abnormality of reflexes was found. 

On admission he was conscious and codperative and gave a 
circumstantial account of his accident. No abnormal phy- 
sical signs were found. There was a puncture wound over the 
right frontal sinus, with opening in both anterior and posterior 
walls. Radiography showed the openings in the frontal 
sinus, and the cap in the frontal lobe near the midline, just 

in front of the 
corpus callo- 
sum. It was 
immediately ex- 
tracted under 
local anzesthesia 
by Major Ascroft 
and was found 
to be a brass 
cap 9 mm. in 
diameter, lying 
6 cm. deep to 
the frontal sinus. 
It just fitted the opening in the bone through which it 
had. penetrated. He remained well except for repeated 
vomiting in the next 4 days, and slight pyrexia (99°8° F.) ; 
sulphapyridine was given in this period. There was right-sided 
anosmia, hyperalgesia over the area supplied by the supra- 
orbital nerve on that side, and slight neck rigidity. Hearing 
was slightly reduced in the right ear (whisper heard at 3 ft. 
4 in. compared with 6 ft. on left) and the left plantar response 
was for some days equivocal. Lumbar puncture on Oct. 28 
showed a pressure of 280 mm., the fluid was bloodstained 
with straw-coloured supernatant fluid; lymphocytes 12, 
neutrophils 2, and red cells 36,450 per c.mm.; protein 40 
mg. per 100 c.cm. On the day after operation the pulse-rate 
fell (chart 6) and remained extremely slow for 10 days, acceler- 
ating in the evening when he was allowed up for the first time 
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FIG. 6 


on Nov. 4. He made an uneventful convalescence, but . 


regained no memory from the time of his collapse to the time 
of operation 8} hours later. 


Discussion 


It will be noted that patients 3, 4 and 6 did not suffer 
from true concussion or traumatic stupor. That is to 
say, they were not rendered immediately unconscious and 
retained full memory of the injury, the events leading up 
to it, and the events immediately following it. Patients 
1 and 2 were knocked unconscious for only a few minutes. 
Patient 5, on the other hand, suffered an immediate and 
prolonged state of unconsciousness with weakness of 
facial movement and abnormality of plantar response as 
witness of damage to the right hemisphere, probably a 
contre-coup bruise to the right temporal region. The 


fact that there was no increase in the gravity of signs 


or depth of coma suggested that the slowness of pulse 
did not mean progressive hzemorrhage. In all patients 
except case 5 a delayed collapse occurred, varying in 
degree from a drowsiness with headache in case 4, faint 
with headache in case 1, onset of unconsciousness in 2 
and 6, to a confused state with deviation of the eyes in 3. 
Though headache was subsequently prominent in all 
these, the collapse described was not in the form of the 
sudden. intense pain in the back of the neck which 
suggests the onset of meningeal hemorrhage, but of 
faintness, giddiness, and vomiting, a condition which 
might be interpreted as shock if it had not often progressed 
to unconsciousness and been associated with pronounced 
bradycardia. 

Three patients (2, 3, 6) had afterwards no memory for 
the period of collapse, although in its latter part they had 
appeared conscious. This amnesic period is the more 
remarkable in that two of the patients were not concussed. 
The period of automatic behaviour nevertheless closely 
resembled that of partial recovery from immediate 
traumatic unconsciousness (concussion). 
the persistence of pain in the neck, the finding of neck 
rigidity if carefully sought for, and the continuation of 
the whole disturbance for some days, subarachnoid 
hemorrhage is obviously a possible explanation. But 
in case 2, in every way suggestive of subarachnoid 
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heemorrhage, an early lumbar puncture demonstrated its 
absence. In case 4 there was no neck rigidity and the 
headache had gone after 48 hours. The presence of 
slight or moderate subarachnoid hzemorrhage in the 
other cases merits closer attention. 


SUBARACHNOID HMORRHAGE 


Heemorrhage into the subarachnoid spaces is a common 
complication of injuries to the head. 

Russell (1932) in a carefully investigated series, found neck 
rigidity in 33%, and blood in the cerebrospinal fluid was 
demonstrated by lumbar puncture in 16% of 200 closed cases. 
Examination of autopsy specimens reveals its possible origin 
from the more superficial of those effusions of blood which 
characterise cerebral contusion. The pia-arachnoid for some 
distance around the contused area is stained by blood which 
spreads a short distance over the hemisphere. In severe 
injuries where there has been laceration of the pia-arachnoid 
the meningeal effusion may spread to the cisterns at the base 
of the brain and to the spinal.fluid. Sometimes, however, 
widespread deep subarachnoid effusion of blood may be found 
with slight or absent contusion of the hemispheres. A remark- 
able example, associated with contusion of the peduncles 
and brain-stem, was described and illustrated by Jonathan 
Hutchinson (1876). Punctate hemorrhages in the substance 
of the medulla oblongata after death from head injury were 
described by Duret (1878, 1920), who noted their association 
with subpial hemorrhages on the surface of the medulla and 
cervical spinal cord. Such contusion of the brain-stem is 
often called Duret’s lesion, and was closely studied in a 
number of cases by von Holder (1904). The more superficial 
small subpial medullary hemorrhages are therefore a possible 
source of subarachnoid bleeding. 


The disorder due to subarachnoid hemorrhage is well 
known, for its classical form is encountered as a result of 
leak from a cerebral aneurysm, the syndrome of ‘‘ spon- 
taneous ’’ subarachnoid hemorrhage. It is the cause of 
a sudden and intense headache felt in the occiput and 
back of the neck, so that the patient may shout out 
or believe himself struck, and then -gradually become 
drowsy or unconscious. Unconsciousness results usually 
only from intense hemorrhage, and the cerebrospinal 
fluid is then bright red. More often the patient is easily 
rousable, a condition of ‘‘ surly subcoma ” in the words 
of the late Dr. James Collier, and presents the picture of 
severe meningeal irritation. Slight fever, glycosuria or 
albuminuria, and subhyaloid retinal hemorrhages may 
complete the picture. But in such cases slowing of the 
pulse is not a common sign (Symonds 1924) and seems to 
occur only when increasing intracranial pressure is 
endangering life. Bradycardia in the extreme degree 
exhibited by the cases reported here, and loss of con- 
sciousness as in patients 2, 3, 5 and 6, is not explained by 
the small amount of blood found in the fluid in these 
cases. Moreover, the bradycardia outlasts the presence 
of the blood in the cerebrospinal fluid. 

The staining of the cerebrospinal fluid by blood after 
head injury is commonly attributed to contusion of the 
hemispheres. The first 4 cases of the present series 
showed no trace of weakness of face or limbs, change in 
reflexes, or other sign of having sustained a cerebral 
contusion or laceration of any size. Small contusions of 
the hemispheres may stain the arachnoid around them 
but not produce widespread subarachnoid hzmorrhage. 
The sudden onset of confusion in patient 3 might 
suggest damage to the cerebral cortex, but the attack 
described to me was a general restlessness with deviation. 
of the eyes, and he was able to give his name when asked. 
No jactitation occurred ; the pulse-rate immediately fell 
steeply. The signs suggest irritation or damage to the 
brain-stem. In case 4, there were immediate symptoms 
of damage to the brain-stem, diplopia and ataxia, passing 
off in a few hours; the headache began an hour after 
injury, and slowness of the pulse remained for 9 days. 
Mydriasis and vertigo were noted in case 2, and slurring 
of speech in case 5. ‘These symptoms and signs also 
suggest medullary damage. Subarachnoid hemorrhage, 
when present, may well have come from superficial 
bruising of small pial vessels on the medulla. 


| BRADYCARDIA 
The medulla appears to be the only region where 
injury is likely to produce such. persistent slowness of 
the pulse in the absence of greatly increased intracranial 
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pressure. It may be objected that bruising of this region 
would induce respiratory and other paralysis, and so no 
doubt with sufficient severity it may, as Duret main- 
tained. The hemorrhages seen at autopsy are, however, 
more commonly few and of pin-point size, and situated 
on the surface under the pia-arachnoid, or in the floor or 
roof of the fourth ventricle. A few such hemorrhages 
do not account for death. They appear to be a reason- 
able basis for disturbance of the vagus-nerve system 
which here innervates the meninges and pia-arachnoid. 
Contusion of the medulla in animals causes slowing of 
the pulse and a vasomotor disturbance consisting of an 
immediate rise followed by a long fall in blood-pressure 
(Duret 1920). It can be maintained therefore that slight 
medullary contusion is the cause of secondary collapse 
and persistent bradycardia after injury. 


It may appear remarkable that a purely frontal blow 
contusion as its 


as in case 4 should produce medull 
main or only effect, but Bollinger (Duret 1920) reports an 
autopsy on a patient who died on the twelfth day after a 
fall on the base of the nose, without fracture, having 
contusion of the walls of the aqueduct of Sylvius and 
fourth ventricle and a clot in the ventricle. Duret 
(1878), Bollinger (1891) and Barette (1903) relate 
similar verified medullary contusions from temporal 
lesions. Injuries sufficient to cause clinical evidence of a 
gross medullary lesion have not been experienced and it 
is to be expected that such damage would also affect 
vital centres. Patient 4 had a transitory diplopia. The 
nature of the strabismus is. not recorded. Symonds 
(1982) has drawn attention to cases of mitior head injury 
where diplopia was complained of for the first two or 
three days with isolated weakness of various muscles. 
He cites a case in which a parietal blow from a cricket ball 
occasioned inability to stand in the first 10 min., with 
subsequent vomiting, ,ataxia, nystagmus, and vertigo 
lasting three or four weeks, without subarachnoid 
hemorrhage. The pulse-rate is not mentioned. He 
concluded that injury to the brain-stem could occur from 

blunt head injury. In this hospital cases have been 
~ noted with fleeting signs such as facial weakness, devia- 
tion of the tongue, unilateral mydriasis, bilateral extensor 
plantar responses, associated with bradycardia, and 


resulting suspicion of medullary damage... The presence ` 


of other complications left the general conclusion less 
clear than in the milder group reported here. Neverthe- 
less case 5 is included in the present serjes to emphasise 
that even with clear contusion of a temporal lobe and 
subarachnoid hsmorrhage bradycardia may declare 
damage to the medulla. Relief of the increase of the 
intracranial pressure in this patient did not alter the 
bradycardia. 
= Slowing of the pulse to 60 on the third or fourth day 
after severe head injury is not uncommon and Jefferson 
(1933) considers it due to “reactionary cedema.’’ 
Russell (1934) shows the delayed bradycardia in a chart 
illustrating the combined pulse-rates of 10 patients and 
comments on its doubtful value as an. indication of 
increasing intracranial pressure. This slowing of the 
pulse appears to be regarded as part of the general effect 
of contusion of the brain. Thus Léri (1917) and Mac- 
Auliffe (1917) speak of the “ concussion syndrome ” as a 
diffuse inhibition of the nervous system, inertia with 
physical asthenia and mental torpor, with which they 
associate mydriasis and bradycardia as bulbar signs of the 
generalised ‘ inhibition.’’ I submit that the bulbar 
disturbance is as much an independent complication of 
head injury as meningeal hemorrhage or fracture of the 
skull. If bradycardia is accepted as its most common 
sign it is a frequent complication. In the terminology of 
Jefferson (1933) it is another ‘‘ epiphenomenon,’’ to be 
distinguished from the basic state of ‘‘ traumatic stupor ”’ 
(Symonds 1932). Bulbar signs deserve separate assess- 
ment if only the better to control treatment. 

The cerebral disorders resulting from head wounds in 
the war of 1914-18 was characterised by the relative 
insignificance of concussive effect—namely, brief or 
absent unconsciousness—and by the relative prominence 
of bradycardia (Léri 1917, Duret 1920), The brief or 
absent concussive effect is also noticeable in gunshot 
wounds of the head experienced in the present war, and is 
probably due to the localised area of impact, which results 
in penetration without transmitting significant momen- 
tum to the brain as a whole. Bradycardia is now 
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relatively infrequent by contrast with the experience of 
Léri, and this seems to be because the very small size of 
many modern bomb or shell fragments leads to less 
widespread initial peak of pressure inside the skull. It 
may be explained that a body the size of a bullet entering 
the skull with high velocity acts as a plunger, causing a 
momentary steep rise in intracranial pressure. Bullet 
injuries have been shown to cause medullary contusion 
though the bullet wound is purely frontal (von Hélder 
1904). The peak of pressure from the ‘‘ plunger effect ” 
is transmitted to the only outlet to the cranial cavity, the 
foramen magnum, where the medulla is concussed or 
contused. Case 6 is included in the present. series to 
demonstrate this type of disorder with bradycardia. 
The missile, entering through the thin-walled frontal 
sinus, did not jar the whole skull sufficiently to cause 
concussion, yet by its diameter of 9 mm. must have 
acted as a thick plunger, displacing the intracranial 
contents momentarily at the foramen magnum and 
causing medullary disturbance (buzzing in the right ear, 
numbness of the right side of the trunk, vomiting and 
& persistent bradycardia). This plunger effect is not 
produced by very small bomb fragments. — 


THE LATENT INTERVAL 


It remains to account for the long interval in some 
cases before collapse and bradycardia develop. In the 
first patient it was soon noticed that the slowness of pulse 
was associated with pronounced vasomotor instability, 
for he had been made to walk a short distance on tr 
to this hospital and arrived with rapid pulse (88), intense 
pallor, and faintness. His pulse-rate dropped to 42 
within an hour of lying in bed. For the whole of the 
period of relative bradycardia an acceleration in rate was 
caused if the patient sat up in bed, and sitting in a chair 
accounted for a more rapid evening pulse-rate during 
convalescence. This acceleration of the pulse with 
exertion, or with restlessness in bed, was notable in all 
these cases. The acceleration occurred immediately 
on rising, and continued for 2—3 hours after return to 
bed. In case 3 the pulse was accelerated by reading in 
‘bed even though he lay flat. In the first 4 cases the 
evening pulse-rate ran up to 80 or 100 in the first few 
days of being allowed out of bed, often with slight evening 
pyrexia. There was no significant change in blood- 
pressure. In patient 5, who was not allowed up until 
the 33rd day on account of his more severe injury, this 
evening acceleration was not observed. 

Since the bradycardia requires absolute rest for its 
observation it is clear that its essential basis may have 
operated from the time of injury, and restlessness have 
prevented actual slowing until collapse or enforced rest. 
Perusal of the case-records shows this in fact to be a 
possible explanation of the delay in its appearance, for in 
case 1 collapse put an end to restlessness with a rapid 
pulse, and in case 3 the pulse-rate fell to 60 after initial 
collapse and a further fall to 40’on the sixth day accom- 
panied the subsidence of restlessness in bed. 

There is a further difficulty in accounting for the delay 
before collapse may occur. If the essential disorder is 


. purely a vasomotor instability a series of brief faints on 


exertion might be expected. For unconsciousness of 30 
min. duration, or more, followed by stupor with confusion 
and subsequent amnesia, as in cases 2 and 6, some 
further factor must be present. A damaged vasomotor 
centre may be unable to compensate once there has been 
a faint. There is no evidence to establish this or any 
other hypothesis. Detailed studies of respiration, 
pulse-rate and blood-pressure in this state are required 
and are being undertaken. The question is an important 
one and may possibly illuminate the problem of the high 
frequency of death from head injury in the first 24 hours, 
to which Jefferson (1933) has drawn attention. In 3 
cases the patient collapsed while standing; 1 of these 
was already dehydrated, so that the development of 
cedema does not seem a satisfactory explanation. Nor in 
the absence of fresh signs does a secondary hsemorrhage 
at an interval after the injury suffice. A breakdown in 
the vasomotor mechanism is preferred as a provisional 
hypothesis. The liability to collapse is probably 
lessened by insistence on complete rest in bed as in case 5. 

The disorder encountered in these patients appears to 
be present from the moment of injury. It is not directly 
comparable with the rare appearance of symptoms and 


Conclusions 


A condition characterised by collapse with subsequent 
very slow pulse occurring at short interval after head 
injury indicates probable contusion of the medulla. 
From the frequency of delayed bradycardia in severe 
head injury it is thought that such contusion is a frequent 
complication in these injuries. It is not related to 
increase in intracranial pressure. 

‘The material for these observations is derived from a case- 
record system for head injuries set up with the aid of a grant 
from the Medical Research Council, and supervised by Group- 
Captain C. P. Symonds, to whom acknowledgement is due. 
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ALTERATION in structure of enamel caused by fluorine 
may have an important bearing on the incidence of dental 
caries. Children drinking water containing over 1 part 
per million of fluorine before the calcification of the teeth 
is completed at the age of 12 to 14 years develop 
mottling of the enamel which remains throughout life. 
The normal translucency of the enamel is lost and a chalk- 
like mottling appears which may either be diffuse or in 
spots which tend to coalesce and form lines across the 
teeth. Pits are noted on the surface of such enamel, 
and at times a depressed horizontal line. Attrition of 
the enamel surface is evidence of a severe degree of 
fluorosis, and teeth so. affected break readily. The 
mottled enamel may later become stained by the 
deposition of pigment, varying in colour from yellow to a 
deep brown, most. often seen on the labial aspects of the 
anterior maxillary teeth. 

Various factors affect the amount of fluorine absorbed 
from the soil through water and the contamination 
of food, one of them being a change in the source of 
local water-supplies: Clinical observations suggest that 
the form in which fluorine is present is important, and 
that its effects are enhanced in ill-nourished men and 
animals (Roholm 1937, Pierce 1939, Pandit et al. 1940). 


EXPERIENCE IN ENGLAND AND INDIA 


In England and Wales, the Board of Education (1934) 
made a survey of the incidence of dental caries amongst 
school-children. The most favourable reports came 
from Westmorland, where 10:3% of 583 rural children 
were found free of caries; and the records indicated 
that many of these possessed a true immunity. In 
Scotland, King (1940) found least caries in the country 
districts of the island of Lewis where 28-1% of 1030 
school-children were free; he noted that their dietary 
included barley, oats, potato and fish, but contained a 
small proportion of hard foodstuffs. It has been 
suggested that the use of highly milled and demineralised 
flour with loss of fluorine may be a factor in the spread of 
dental caries in modern communities, but at present 
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Donaldson (1936), when studying Essex school- 
children, recognised that teeth showing mottled enamel 
were unusually resistant to caries. Armstrong and 
Brekhus (1938) determined the amount of fluorine in 
sound and in carious teeth, and showed that an optimum 
intake of fluorine is related to resistance to dental caries. 
Dean and his colleagues (1939) found among two groups 
of American children a lower incidence of caries associated 
with a higher fluorine content of the communal water 
irrespective of whether the children showed macroscopic 
evidence of mottled enamel or not. 

Cox and his colleagues (1939) showed in young rats 
that the addition of fluorine to a caries-producing diet 
significantly diminished the incidence of caries. Finn 
and Hodge (1939) have also described the inhibition of 
experimental caries by fluorine. 

I have reported (1939, 1941) the distribution of 
fluorosis in an area of the Punjab where the source of 
the fluorine is a buried ridge of rock. Here the most 
severe grades of mottled enamel together with irregulari- 
ties in the size of individual teeth, were seen amongst the 
poorest classes, ill-nourished outcasts. Day (1940) 
carried out a detailed dental study in a town in this 
aren, and his data showed an extremely low incidence of 
deutal caries. In the course of nutritional examinations 
in Punjabi villages situated on the margin of the buried 
ridge containing fluorine, I found that children of 
agricultural .familes whose dietary included milk and 
milk products, although they showed no macroscopic 
mottling, usually had large and well-formed teeth and 
very little caries compared with children of the same 
social class living in villages distant from a source of 
fluorine. 

In England, except in the county of Essex, the distri- 
bution of mottled enamel has attracted little attention. 
I have studied the distribution of dental fluorosis amongst 
school-children in Cumberland, Derbyshire, Durham and 
Westmorland in connexion with fluorspar; in Somerset 
in connexion with fluorine in limestone and lias clay ; in 
Cornwall in china stone ; in Bedfordshire and Bucking- 
hamshire in the lower greensand ; in the Marston valley 
of Bedforshire and in Berkshire, Gloucestershire, Oxford- 
shire and Wiltshire in connexion with the Oxford clay. 
In Westmorland the investigation included an area 
where children free of caries had been recorded for the 
survey of the Board of Education in 1934, and which had 
retained its local water-supply. Mottled enamel was 
seen in the, calcified teeth of children evacuated from 
Newcastle 7 months before; this was of interest in 
connexion with the finding of Miller and Crombie (1939) 
that the teeth of some Newcastle children were unusuall 
free from caries. i 

I found an association between the degree of dental 
fluorosis and the child’s social environment. Children 


‘whose nutrition was assessed as ‘‘ good ” according to the 


standard of the Board of Education (1937), and whose 
dietary was found to include an ample supply of milk, 
showed mottling in the enamel of well-formed teeth ; 
even where macroscopic evidence of dental fluorosis was 
absent among such families there was little caries. But 
with a ‘‘ subnormal ”’ assessment of nutrition, mottling 
was accompanied by pitting and attrition of the dental 
enamel. | 
. , STATISTICAL FINDINGS 7 

I carried out a statistical inquiry among two groups of 
children, one group showing mottled enamel and the 
other—a control group—showing none. Investigations 
included areas in Somerset, where, during a study of 
fluorine as a factor in the etiology of endemic goitre 
(Wilson 1941), I had found dental fluorosis associated 
with the presence of fluorite in limestone, and among 
families who used wells dug in the lower lias clay. I 
recorded the number of carious teeth seen in each child, 
on naked-eye examination of the mouth, and the 
presence or absence of dental fluorosis. Mottling was 
classified according to Dean (1938) into five grades of 
increasing severity, but, since the number of children 
with dental fluorosis in any one age-group or sex-group 
was small, the separate grades have not been used for 
statistical purposes; the children have simply been 
vided into those with and those without dental 

uorosis. | 
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DENTAL FLUOROSIS IN SOMERSET CHILDREN, GROUPED ACCORDING TO AGE, SEX AND 


NUMBER OF TEETH CARIOUS , 


Number of teeth carious 


Age |Sex 0 1 2 3 oA 5 or more 
Tot.| D.F.) % ‘Tot.'D.F.| % |Tot.|D.F.| % |Tot.| D.F.| % | Tot.|D.F.| % | Tot.. D.F.) 
ee a Cr ee ae i a a 
s9|/F| 3| 1l 33. 7, 2| 2| 2| of o| 6] of of 9} ajar} 39; o0. 
9-13 M| 30| 15| 50 38! 10, 26| 64| u| 17| 65/ 7| ujal 2] 5] 75) 3) 
9-13 F | 41| 29| 71 40: |125| 50| 11] 22| 51) 4] 8] 46] 3 1) S 
13-16 M| 21| 11| 52 18: 7| 39| 30| 2 24| o| o| 25| 3/12] 33: 2; 
sage] ar] o| sss 2s a] a| æf e| sjaj aj s| asf ajaj æ a 
Total | 122| 66 | 54, 130, 28 | 22] 181/ 27 | 15] 173/ 12| 7 a| a| 7] 295) nj a 


* D.F. = dental fluorosis present. 


Yates-correction used for x* with no D.F. 


Figures in ttelies are significant. 


At the 5% level with D.F., x*> H X implies a significant association. 


» no D.F., x?> 


a9 9D 99° 


The records of 1048 children were submitted for 
statistical examination to Dr. J. O. Irwin. The accom- 
panying table shows, for six different age- and sex-groups, 
the numbers of children with 0, 1, 2, 3, 4,.5 or more 
teeth carious who had dental fluorosis and also ‘the 
percentage of children in each group so affected. In each 
of the six age- and sex-groups the proportion of children 
with dental fluorosis falls as the number of carious teeth 
rises. The significance of the negative correlation 
between caries and dental fluorosis has been tested by 
working out the vałues of x°. This has been done both 
for the 2 x 6 classification (fluorosis present or absent 
and 0, 1, 2, 3, 4, 5 or more teeth carious) which gives 
five degrees of freedom; and the 2 x 2 classification 
(fluorosis present or absent and. one or more teeth or no 
teeth carious) which gives one degree of freedom. Sig- 
nificant values of x? are italicised. There seems no doubt 
of the reality of the negative correlation given by these data 
between number of carious teeth and dental fluorosis. 

The alteration in enamel structure brought about 
during development of the teeth by excess of fluorine has 
been demonstrated radiologically by Thewlis (1940). 
From the clinical and statistical data it seems likely that 
such altered enamel is one factor preventing the break- 
down in structure giving rise to dental caries. Thus an 
increased intake of fluorine before the completion of 
calcification is associated with a relative dmmunity to 
caries. The loss of fluorine by the substitution of a 
highly milled and demineralised flour among communities 
formerly using coarsely ground cereal may have a bearing 
on the spread of dental caries amongst such peoples. 

With regard to the durability of mottled teeth, Smith 
and Smith (1940) noted 50% false teeth in a 24-26 
year age-group using communal waters with fluorine 
content up 4 p.p.m., and Roholm (1937) mentioned that 
secondary infection of the gingiva often develops in 
chronic fluorosis in adults. In England I found 
pyorrhca common among men and women in the poorer 
sections of rural communities irrespective of the presence 
of fluorine. When associated with mottled enamel, the 
teeth that loosened were often not decayed. Among 90 
rural housewives in Oxfordshire aged 21—45 years, 19 had 
false teeth ; 13 who showed mottled enamel varying from 
F2 to F7 on Dean’s scale had but small amount of caries ; 
while the remaining 58 gave no evidence of dental 
fluorosis but showed a considerable amount of decay. 


SUMMARY 


Statistical inquiry carried out on two groups of Somerset 
children, one group showing mottled enamel and the 
other acting as control, leaves no doubt of the increased 
immunity to dental caries associated with increased 
fluorine intake. | 

Observations in India were carried out during nutritional 
inquiries financially assisted by the Royal Society. I am 
indebted to Dr. J. O. Irwin and Mr. O. Kempthorne for the 
statistical examination of my records and to Mr. C. E. N. 
Bromehead, of the Geological Survey, for assistance in geology. 
Mr. J. Irvine kindly supplied details of the distribution of 
dental caries in Westmorland. Miss Harriette Chick, D.Sc., and 
Miss E. M. Hume helped in the evaluation of clinical data. 
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CHEMOTHERAPY IN EXPERIMENTAL 
GAS GANGRENE * 


DISTRIBUTION OF DRUGS FROM INFECTED WOUNDS 


By G. B. REED, AND J. H. ORR, 
PH.D. HARVARD, F.R.S.C. M.D., F.R.C.P.C. 


PROFESSORS OF BACTERIOLOGY AT QUEEN’S UNIVERSITY, 
KINGSTON, ONTARIO 


For the past sevéral months work has been in progress 
in an effort to find a readily applicable method for the 
early. treatment of wounds potentially infected with gas- 
gangrene organisms. Our objective has been a method 
of procedure which will retard, or possibly prevent, 
infection during the period from the infliction of the 
wound to such time as the well-recognised surgical and 
serum treatment can be applied. l 

It was recently shown by Stephenson and Ross (1940) that 
mice experimentally infected with Clostridum welchit are 
protected against a minimum infecting dose of the 
organisms by the oral administration of sulphanilamide or 
sulphapyridine but are not protected against a massive dose. 
Mice given a minimum infecting dose of Cl. septique were 
shown to be partially protected by sulphanilamide while mi¢e 


- similarly infected with Cl. edematiens (Cl. novyt) werd:mot 


protected by the oral administration of either drug. These 
results support the clinical reports of favourable results from 
the oral administration of sulphanilamide in small numbers of 
cases of Cl. welchii infections in man. At the same time it did 
not appear probable that this method of treatment provided 
any adequate solution of the problem we were trying to solve. 

Henderson and:Gorer (1940) have since reported that 
sulphapyridine is an effective therapeutic or prophylactic 
agont against Cl. septique when the injection of organisms is 
given intradermally, but not when it is given intramuscularly. 
Against Cl. welchii sulphapyridine was found to have little 
curative effect though it had some prophylactic action. Under 
the experimental conditions employed, sulphanilamide was 
found to be much less effective than sulphapyridine against 


: The authors have not seen a proof of thisarticle. The full protocols 
arc available at the editorial office of THE LANOET, Aylesbury. 
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either type of infection. In further experiments these 
workers obtained results indicating that the combined action 
of sulphapyridine and an antitoxin, or of sulphapyridine and 
an antibacterial serum, exerted a far greater protective action 
than either reagent alone. 

Jensen, Johnsrud and Nelson (1939) obtained good results 
in 3 cases of compound fracture in man by the local implanta- 
tion of 5-15 g. of sulphanilamide after a very thorough 
débridement of the wounds. This result was supported by a 
similar treatment of experimental compound fractures in the 
guineapig infected with staphylococci. At about the same 
time Nitti (1939) demonstrated that rabbits subjected to 
experimental wounds which were infected with streptococci 
died in l-2 days. When similarly infected animals were 
given a local application of 1 g.of sulphanilamide per kg. body- 
weight, their death was delayed for 9 to 10 days. Appar- 
ently on the basis of these experimental results Buttle (1940) 
suggested the local application of the drugs to potential 
gas-gangrene wounds. 


Since the experimental work described in this paper was- 


completed Legroux (1940) has shown that the local applica- 
tion of sulphanilamide to experimental gas-gangrene wounds 
in guineapigs greatly retards the development of infection. 
Guineapigs infected in experimental wounds with Cl. welchit 
developed gas gangrene and died in 2-3 days, whereas similarly 
infected animals treated locally with sulphanilamide survived 
for 4-7 days. These results were reviewed by Colebrook 
(1940). | 
EXPERIMENTAL PRODUCTION OF GAS GANGRENE 

Guineapigs were given an experimental gas gangrene 
by a method which simulates naturally developing cases 
in man. Animals were anesthetised with Nembutal or 
ether. An incision about 2 cm. long was made in the 
shaved lateral surface of one thigh. The incision was 
continued deep into the underlying muscle. A fragment 
of muscle was excised and introduced into the wound. 
The wound was opened widely with artery forceps 
forming a cavity into which 0-1 g. of finely ground 
sterile garden soil was introduced. This soil was found 
by analysis to contain 0-8 mg. of calcium ț in the amount 
introduced. To this was added 0-05 c.cm. of undiluted 
or diluted culture of the organism to be tested. The 
wounds were then tightly closed with two rows of 
continuous sutures, one in the muscle and the second in 
the skin. The wounds therefore contained dead tissue, 
foreign matter (soil), calcium salts, blood clots and gas- 
gangrene organisms. 

The four species of clostridia most frequently encoun- 
tered in gas-gangrene wounds have been examined : 
Cl. welchii, type A; Cl. septique; Cl. sordellii; Cl. novyi 
(edematiens). These cultures all produced a high yield 
of hzeemotoxin and were in every way characteristic of the 
species. The minimum dose of the Cl. welchii culture to 
cause a fatal gas gangrene in 250-300 guineapigs, admini- 

. stered as just described, was 0:00001-0-00005 c.cm. of the 
supernatant fluid from a 24-hour culture in Robertson’s 
chopped meat. Untreated animals died in 16-30 hr.; 
average survival-time 28 hr. Characteristic gas gangrene 
developed with crepitation, oedema and necrosis extend- 
ing to the axilla or to the neck. Pure cultures of the 
infecting organisms were repeatedly recovered from the 
margin of the local infection, from the liver and from the 
blood. From the wound itself staphylococci or strepto- 
cocci were also occasionally recovered (except for the 
suturing the wounds were unprotected). The volume of 
culture of the other four species necessary to cause a fatal 
gangrene was very slightly greater than in the case of the 
Cl. welchvi. In each instance the gas gangrene produced 
was of a type which various descriptions have associated 
with the four species of clostridia. 


CHEMOTHERAPY 


Groups of animals infected with one of the organisms, 
Cl. welchii, Cl. septique, Cl. novyi or Cl. sordellii, were 
treated with one of the four drugs: sulphanilamide, 
sulphapyridine, sulphamethylthiazole, and sulphathia- 
zole. Three methods of administering the drug were 
tested : locally in the infected wound, by mouth alone, 
and locally and by mouth in combination. In the local 


t This is approximatcly the amount of calcium salt shown to be 
necessary to permit the germination of tetanus spores in the 
tissue. In thescexperiments that amount of calcium salt, witb- 
out the soil, did not result in the regular production of gas 
gangrene with the number of organisms used. 


~ 


administration 0-15 g. of the dry powdered drug was 
placed in the infected wound before it was sutured, or at 
various intervals after infection the sutures were removed, 
the dry drug added and the wounds reclosed as in the 
first instance. Oral doses of 0-1 g. each were given in 
gelatin capsules. The initial oral dose was always given 
3-5 hr. before wounding and subsequent doses of the 
same size, two per day, were given for 5 days or until the 
death of the animal. Results with the four infecting 
organisms and four drugs administered locally are sum- . 
marised in table 1. Each group consisted of at least 


t é 
TABLE I—GUINEAPIGS WITH WOUNDS INFECTED WITH 
ORGANISMS OF GAS GANGRENE AND TREATED WITH 0°15 G. 

OF DRUG APPLIED LOCALLY 


Sulpha- 


Sulpha- | Sulpha- . | Sulpha- 
Örganisms Controls| nilamide| pyridine menve thiazole 
D S D S D S D S D S 
Cl. welchii 
10 fatal doses} 100 | 28 | 20 |111| 14 | 52 | 20 |145] 3 
25,000 ,, 4, |100] 23 | 60 | 55 | 83 | 92 |100 | 154 PE 
Cl. septique 
10 fatal doses |100 | 37 | 75 | 84 | 50 |110 | 25 | 83 | 13 |222 
Cl. sordellit 
10 fatal doses |100 | 32 | 34 | 56 | 67 | 71 | 34 | 59 
Cl. novyi 
10 fatal doses |100 | 38 |100| 63 |100| 50 |100| 59) 0 é 
Cl. welchit & 
Cl. sporogenes |100 | 27 | 60 |114 | 20 | 33 | 20 | 53 R 
Cl. welchii & . 
Cl. histolyticum| 100 | 29 |100| 84 | 0 .. | 60 | 83 
Cl. novyi & 
Cl. sporogenes |100 | 36 | 20 | 62 | 60 | 67 | 80 | 62 X 
Cl. novyi & 
Cl. histolyticum| 100 | 45 | 60 | 99 | 20 | 53 | 40 | 88 R 
Cl. welchii, 
Cl. novyt, 
Cl. septique & 
Cl. sporogenes |100| 21 | 80 | 87 0 


D = percentage died ; S = average survival (hours). 


5 guineapigs except in the Cl. sordelli experiments where 
some groups were only 3 in number. 

All the control animals infected with ten fatal doses of 
Cl. welchit died; the average survival-time was 28 hr. 
The actual survival-time varied from 12 to 54 hours. 
Of the treated animals it was apparent that the oral 
administration of sulphanilamide had no appreciable 
influence on the course of the infection. Oral admini- 
stration of sulphapyridine, sulphamethylthiazole and 
sulphathiazole resulted in some recoveries and a pro- 
longation of the average survival-time of those which 
died. On the other hand, a large percentage of the 
animals receiving the drugs locally recovered and the 
survival-time of the others was greatly increased. 
Where the drugs were given both locally and by mouth 
the percentage recovering was less than where only local 
treatment was given, but the survival-time of those which 
eventually died was longer than where only local 
treatment was given. This may be due to the combina- 
tion resulting in too great a dose of drug (see section on 
distribution of drugs in the animal). 

In the treatment of animals infected with Cl. septique 
and Cl. sordellit the results with the four sulphanilamide 
drugs closely resembled those with Cl. welchii (table 1). It 
was again apparent that local treatment gave much 
better results than oral administration. 

Cl. novyi proved much more resistant to sulphanil- 
amide and sulphapyridine than the three other organisms. 
Sulphanilamide given locally increased the survival-time 
and when it was given locally and orally asmall proportion 
of animals recovered though less than with the three 
organisms previously considered. Sulphapyridine was 
less successful. Sulphathiazole, on the other hand, gave 
strikingly good results—better than those obtained with 
any of the drugs with Cl. welchii, Cl. septique or Cl. sordellit. 
* Massive infection.—Where massive infecting doses of 
Cl. welchii were given (25,000 times a minimum fatal 
dose) the drugs still showed a retarding influence as 
indicated in table I. The numbers of treated animals 
which recovered and the survival-time of the remainder 
was definitely less than with ten times a minimum fatal 
dose but even with the massive dose the treated animals 
survived two to three times longer than the untreated 
controls. As with the moderate infecting dose the three 
drugs tested were about equally effective. 
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Mixed gas-gangrene infections.—In gas-gangrene wound 
infections in man two or more species of infecting 
organisms are often encountered. In 91 cases of wounds 
infected with gas gangrene Weinberg and Séguin found 
only 10 to be infected with a single species of anaerobe ; 
in 14 cases there were two or more species of anaerobes 
and in 67 cases there were one or more species of anaerobes 
and one or more species of aerobes. l 


TABLE II—SUMMARY OF OHEMOTHERAPEUTIO EXPERIMENTS 

Results in guineapigs infected with Cl. welchii, Cl. septique, 
Cl. sordellii and Cl. novyi have been added to show the 
relative efficiency of the four drugs and three methods of 
administration 


a a a A 


Average 
No. Died 
Drug Medication of dled (%) 8 Te 
Oral 48 43 90 49 
Sulphanilamide Local 66 43 65 78 
Local and oral) 68 45 65 94 
Oral 40 31 78 83 
Sulphapyridine Local 85 35 41 65 
toeigag oml g | i] $ j f 
Sulphamethyl- { BAe 
ocal 49 27 55 80 
thiazole |\rocal and oral 48 |. 20 42 91 
Oral 15 2 13 100 
Sulphathiazole Local 86 4 5 192 
. Local and oral) 15 4 27 175 
Oral ` 159 94 72 70 
All drugs és Local 286 112 39 77 
Local and oral! 189 105 56 97 
Controls .. 


None 132 132 .100 33 


Accordingly guineapigs have been infected, as in the 
group previously described, with the following combina- 
tions of anaerobic species :— | 


1. Cl. welchit and Cl. sporogenes 4. Cl. novyi and Cl. histoly- 
2. Cl. welchit and Cl. histoly- ticum 

ticum 5. CL. welchii, Cl. novyi, Cl. 
3. Cl novyi and Cl. sporogenes septique and Cl. sporogenes 


Where two species were used, five fatal doses of each 
were introduced ; where four species were used, 2:5 fatal 
doses of each were introduced into the wounds. In each 
instance it was shown at autopsy that the species 
introduced were present in the wounds. 

Results from infection with mixtures of Cl. welchii and 
Cl. sporogenes, Cl. welchii and Cl. histolyticum, summar- 
ised in table 1, indicate that these mixtures produce a 
gas gangrene which in untreated animals kills in the 
same average time as Cl. welchiit alone. Comparison of 
the chemotherapy in animals infected with Cl. welchit 
alone, and animals infected with Cl. welchti and Cl. 
sporogenes or Cl. histolyticum, also indicates that the 
several drugs retard the mixed infections in approximately 
the same manner as they retard pure Cl. welchit infection. 

Similarly, comparison of the results of Cl. novyt and 
Cl. sporogenes and Cl. novyi and Cl. histolyticum infections, 


with the results with pure Cl. novyi infections, indicates — 


that a gas gangrene is produced which kills in approxi- 
mately the same average time. It is also apparent that 
sulphanilamide, sulphapyridine and sulphamethylthia- 
zole are somewhat more effective in retarding the mixed 
infection than pure Cl. novyi infections. Sulphathiazole 
was not tried in the mixed Cl. novyi infections, but since 
this drug was the most effective of the four in pure Cl. 
novyt infections it is probable that it would be equally 
effective in the mixed Cl. novyi infections. l 

The animals infected with the mixture of Cl. welchii, 
Cl. septique, Cl. novyi and Cl. sporogenes developed gas 
gangrene, and the untreated animals died in a slightly 
shorter average time than animals infected with pure 
cultures of the first three species. Again it is apparent, 
from the results summarised in table I, that this gross 
mixed infection is retarded by sulphanilamide or sulpha- 
pyridine as are pure infections of the several organisms. 

In order to summarise the results and indicate more 
clearly the relative efficiency of the four sulphanilamide 
drugs and the three methods of administration, all 
animals infected with Cl. welchii, Cl. septique, Cl. sordellir 
_and Cl. novyi, treated with one drug by one method of 
administration, have been added. The results are shown 
in table i. It will be apparent that of the four drugs 
sulphanilamide was least and sulphathiazole most 
effective. 


Delayed treatment.—In order to simulate somewhat 
more closely the condition of wounds, especially war 
wounds, as they are ordinarily met, a group of animals 
was infected with ten fatal doses of Cl. welchit, asin the pre- 
vious groups. After intervals of 1, 2, 3, 4 or 6 hr., sutures 
were removed, 0-15. g. of dry drug introduced and the 
wounds again tightly closed. Care was taken not to 
drain the wound, or remove soil or necrotic tissue. If 
these periods from infection to treatment appear short in 


contrast to a wounded man in the field it. should be noted: 


that the infecting organisms are from actively growing 
cultures whereas field wounds will ordinarily be infected 
with spores. Moreover, the average survival-time of 
untreated animals in the case of Cl. welchit is only 28 hr. 

It became apparent from the results that, in the case 


$1 . Of sulphanilamide, if the infection is allowed to proceed 


for even an hour before the drug is applied the efficiency 
is much less than when the drug is introduced along with 
the infecting organisms. However, up to 3—4 hours’ 
delay, treatment results in a longer survival-time than in 
the untreated controls. If the application of the drug 
is delayed 4-6 hr. the survival-time is no longer than in 
the untreated controls. On the other hand, with sulpha- 
pyridine and sulphathiazole a delay of 3—4 hr. in the 
application of the drug gives approximately the same 
results as when the drug is introduced at the start of the 
infection; 4-6 hours’ delay in treatment results in 
approximately the same survival-time as the untreated 
controls. However, in the case of Cl. novyi infections, 
much more striking results were obtained. A delay up 
to 6 hr. in the introduction of sulphathiazole gave as 
good results as where the drug was introduced at the 
time of infection. 

Smaller doses of drugs.—In the preceding experiments 
0-15 g. of drug was used in the wound and 0:1 g. by mouth 
twice per day, where oral treatment was used (0-5 g. per kg. 
body-weight in guineapigs weighing approximately 300 g.). 
These doses were adopted simply with the idea of giving 
the animals as large doses as possible without produci 
toxic reactions. A group.of animals was later tes 
with graded smaller doses. As far as can be judged from 


the small numbers tested, in animals infected with Cl. l 


welchii, 0:05 g. of sulphapyridine is as effective as 0-15 g. 
but 0-025 g. is insufficient. In the case of sulphathiazole, 


. 0-012 g. seems to be just as satisfactory as 0:15 g. 


Promin.—Small groups of animals infected, as in the 
previous series, with Cl. welchii were treated locally, 
orally, and locally and orally with promin. In no case 
did the treated animals survive longer than the untreated 
controls. Since Cl. welchit appears much more frequently 
in naturally occurring gas gangrene than the other species 
it seemed unnecessary to test this substance further. 
This failure possibly increases the significance of the good 
results with the sulphonamide drugs. 


DISTRIBUTION OF SULPHANILAMIDE AND SULPHATHIZOLE 
l FROM WOUNDS AND DIGESTIVE TRACT 
Marshall, Emerson and Cutting (1937) have shown that 
after a single oral administration of sulphanilamide to 
dogs the drug reaches approximately the same concen- 


tration in blood, skeletal muscle, heart muscle, liver, lung 


and spleen; the concentration is slightly lower in skin 
and brain and still lower in bone and fat. In view of the 
greater therapeutic effect of local than oral administra- 
tion in experimental gas gangrene the manner of distribu- 
tion of drugs from wounded tissue is of some interest. 
In order to investigate this distribution groups of guinea- 
pigs were infected with Cl. welchit and one or the other 
drug introduced atonce. The dose was 0-15 g. fora 300 g. 
guineapig (0 5g. per kg. body-weight). At intervals of 2, 
4,8, 12 and 24 hours groups of pigs were killed and free 
sulphanilamide or free sulphathiazole determined in the 
blood and muscle by a slight modification of Marshall's 
method. Threesamples of skeletal muscle were examined. 
The skin was removed from both hind legs, with care in 
the case of the wounded leg not to lose wound exudate. 
(a) The necrotic muscle together with the wound exudate 
was excised to constitute one sample. This of necessity 
was arather crude procedure. All or most of the exudate 


and definitely necrotic muscle was included but the, 


amount of more or less normal muscle which was included 
varied from animal to animal. (b) The remainder of the 
muscle of the wounded leg, after excision of the tissue 
surrounding the wound, constituted the second sample. 
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(c) The entire muscle of the unwounded leg constituted 
the third sample. 

Concentration of free sulphanilamide in muscle and 
blood.—The distribution of free sulphanilamide in the 
blood and the three muscle samples is shown in table Im. 
The figures for probable error show that there is a large 
fluctuation in results in the samples from tissue surround- 
ing the wound and in the remainder of the wounded leg. 
This is to be expected from the method of sampling. 


TABLE IlI—CONCENTRATION OF SULPHANILAMIDE AND SULPH- 
ATHIAZOLE IN BLOOD AND MUSCLE (MG. PER 100 c.cm.) AFTER 
A SINGLE DOSE OF 0:15 G. GIVEN (a) INTO A WOUND IN THE 
THIGH INFECTED WITH Cl. welchii, on (b) BY MOUTH 


Tissue | 2 hr. | 4 br. | 8 hr. | 12 br. | 24 hr. 
Sulphanilamide locally * 
Blood:. 12-8 1-9] 15 Æ 1-8 11-7 Æ 1-5/6-5 Æ 1°7/0-7 Æ 0-5 
Wound area .. |1817 Æ 99/1842 # 169|1192 267/396 £20315-1 & 2-5 
Remainder of 
wounded leg | 156 + 65|63 #21 | 69412 )15 49 |3-4 42-9 
Normalleg .. | 13 £16113 #2211342 174231 1240-9 


Sulphanilamide by mouth t 


Blood.. n | 19-7 | 17-9 | 3-9 | 2-6 | 0:5 
Muscle 19-5 174 3-9 2:5 0-3 
Sulphathiazole locally * 
Blood.. 2-3 + ea + 07135 £0-4)/2°38 0:518 £0°4 
. Wound area.. |1115 £291'1028 131/1051 & 69/981 160/801 168 
Remainder of 
wounded leg | 18 + 3-9 | 32 # 7-6] 24 £12 |23 13155 17 
2:9 £ 0:4118 04/31 £06121 £0222 0-9 


Normal leg .. 


* Average of six guineapigs. t Average of four guineapigs. 


Nevertheless, it is apparent that the sulphanilamide con- 
centration reaches a much higher value in the immediate 
vicinity of the wound and in the rest of the wounded 
leg than in the blood or the muscle of the normal leg. 
It is probable that the wound sample, especially during 
the earlier hours, includes some undissolved drug, but 
from the nature of the sampling this cannot account for 
the high concentration in the muscle of the wounded leg 
away from the actual wound area. 

Concentration of free sulphathiazole in muscle and blood.— 
Table m1 shows that sulphathiazole is distributed from 
a single dose in infected wounds in a manner similar to the 
distribution of sulphanilamide but with certain striking 
exceptions. The concentration of sulphathiazole does 
not reach as high a figure in any of the tissues examined 
as that reached by sulphanilamide but sulphathiazole 
disappears much less rapidly. As a result, at the end of 
24 hr. the concentration of sulphathiazole, especially in 
the muscle of the wounded leg, is much higher than the 
concentration of sulphanilamide. After 5-7 days 
measurable amounts of sulphathiazole persist in the 
tissues especially. in the muscle in the wound area. 


CONCLUSION 

In guineapigs infected with Cl. welchii, Cl. septique, 
Cl. sordellii and Cl. novyi oral treatment with sulphanil- 
amide results in saving 25% of the animals, whereas local 
treatment results in a saving of 55%, and local plus oral 
a saving of 44%; the combined treatment produces a 
longer survival-time in those which eventually succumb 
to the infection. 

The results with sulphapyridine and sulphamethyl- 
thiazole are similar but the proportion of recoveries with 
each method of administration is very much higher. 
These two drugs then are definitely superior to sulph- 
anilamide in this respect. 

With sulphathiazole the results are: 87% of the 
treated animals recovered and the remainder survived 
for much longer than the controls. This is in part the 
result of the fact that sulphathiazole is highly effective in 
Cl. novyi infections whereas sulphanilamide and sulpha- 
pyridine only produce a slight increase in the survival- 
time. Sulphathiazole is therefore the most effective of 
the four drugs used. 

With the drug which is least effective of the four, sulph- 
anilamide, local application to the wound is far superior 
to treatment by mouth. With the drugs more active 
against these infections, sulphapyridine and sulpha- 


methylthiazole, the superiority of local over oral treat- 
ment is slightly less but still very evident. With the 
most active of the four drugs, sulphathiazole, differences 
from the mode of administration are slighter still. But 
even here a slightly higher proportion of the locally 
treated than of the orally treated animals recover and in 
the locally treated the survival-time is almost twice as 
long as in the orally treated. 

As the experiments were arranged they favoured oral 
treatment, for oral treatment was always started 2-3 hr. 
before infection, so that at the time of infection the con- 
centration in blood and muscle was at or near the 
maximum produced by this method (table 111). The 
experiments therefore clearly indicate that local treat- 
ment is superior to oral. 

When sulphanilamide or sulphathiazole is introduced | 
directly into an infected wound the concentration of 
drug in the surrounding tissue is much higher than in the 
blood. Marshall and others (1937) have shown that 
after oral administration of sulphanilamide the concen- 
tration in blood and muscle is approximately the same 
and the concentration in the skin slightly lower, and we 
have confirmed this for blood and muscle (table mr). It 
may therefore be concluded that no reasonable oral 
treatment will provide as high a concentration of drug in 
the infected or potentially infected tissue as will result 
from the introduction of moderate doses directly into the 
wound. It will be shown in a later paper that notwith- 
standing the high concentration of drug in the wounded 
tissue leucocytic infiltration, phagocytosis and the forma- 
tion of granulation tissue proceed more rapidly than 
in untreated infected wounds. 

If the bactericidal or bacteriostatic action is a function 
of the drug concentration and the number of bacteria, as 
appears to be the case from in-vivo studies (e.g. Marshall, 
Litchfield and White 1940) and in-vitro t examinations ` 
(e.g. McIntosh and Whitby 1939, Bullowa, Osgood, | 
Bukantz and Brownlee 1940), it seems reasonable to 
suppose that the method of administration which 
provides the greatest concentration in infected or potenti- 
ally infected tissue should be most efficient; this has 
proved to be the case in experimental gas-gangrene. 


SUMMARY 


Characteristic gas gangrene has been produced in 
guineapigs by the introduction of very small numbers 
of Cl. welchii, Cl. septique, Cl. sordellii or Cl. novyi into 
wounds, together with a fragment of devitalised tissue 
and a trace of sterile soil containing calcium salts. 

These infections are effectively controlled by the 
administration of sulphanilamide, sulphapyridine, sulpha- 
methylthiazole or sulphathiazole. The four drugs, 
considering the four infecting organisms, show increasing 
effectiveness in the order named. 

Best results have been obtained when part, at least, of 
the drug administered was introduced directly into the 
wounds. Administration of the drug by the oral route 
alone gave much less satisfactory results. | 

When introduced into a wound sulphanilamide and 
sulphathiazole produced a much higher concentration in 
the tissues surrounding the wound than in the blood. 
With sulphanilamide it was confirmed that with oral 
administration the concentration in muscle was approxi- 
mately the same as in the blood. No safe dose by mouth 
will produce as high a concentration in a wound as a 
moderate dose applied locally. 


This work was caried out with the aid of a grant from the 
Canadian National Research Council. We are also indebted 
to Poulenc Fréres, the Winthrop Chemical Co., Parke, Davis 
and Co., and E. R. Squibb and Sons for supplies of several 
drugs used in the study ; and to Mr. R. W. Reed, Mr. W. E. 
Burns and Mr. W. W. J. Wilkins for assistance. 


tł Reed and Orr (1941) have confirmed and extended Spray’s 
(1937) demonstration of in-vitro inhibition of the growth of 
gas-gangrene anaerobes by sulphonamide compounds. 
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SINcE the discovery by Stricker and Grueter (1928) 
of the key rôle of the anterior lobe of the pituitary gland 
in the control of lactation, the view has become generally 
accepted that the anterior lobe secretes a specific lacto- 
genic hormone (prolactin, galactin, mammotropin). 
The evidence on which this view is based is dérived from 
experiments on small animals which possess some degree 
of mammary development—for example, the pseudo- 
pregnant rabbit—and in which lactation has been 
induced by injections of certain anterior pituitary 
extracts. Such experiments have been reviewed by 
Nelson (1936), Folley (1938) and Turner (1939). Anterior 
lobe extracts which thus initiate lactation also possess 
the property of causing enlargement of the pigeon crop- 
gland (Riddle, Bates and Dykshorn 1933), and it is widely 
believed that lactogenesis and the ability to cause growth 
of the pigeon crop-gland are physiological responses to 
the same anterior-lobe hormone, prolactin. Indeed the 
most convenient and generally used methods of assaying 
prolactin preparations are based on the pigeon crop-gland 
response. However, for reasons made clear below, the 
word prolactin is used in this article in respect of the 
anterior lobe hormone which enlarges the pigeon crop, 
irrespective of the action, if any, exerted by any given 
prolactin preparation on the mammary gland. 


In considering the question whether or not prolactin 
is a specific lactogenic hormone, it must be borne in mind 
that conclusions as to the physiological activities of 
pituitary hormones drawn from experiments on intact 
animals are apt to be misleading on account of the 

ssible coöperation of the intact animal’s own pituitary. 
uch coöperation is encountered, for example, in experi- 
ments with pituitary gonadotrophins, particularly in the 
immature female rat (Parkes 1940). There is some evid- 
ence that this factor must also be taken into account in 
experiments concerned with the relation between the 
anterior pituitary and lactation. Thus de Jongh (1930) 
and others have shown that in male guinea-pigs treated 
with cestrogen, lactation can, under certain circumstances, 
be induced merely by decreasing the dose of cestrogen. 
Similarly, in virgin goats, Folley, Scott Watson and 
Bottomley (1940) have been able regularly to initiate 
copious secretion of normal milk by stimulating udder 
growth with diethylstilbcestrol, no prolactin treatment 
being necessary. Similar results with male rabbits have 
been obtained by Frazier and Mu (1935). In various 
species, therefore, it seems that, provided the mammary 
gland is sufficiently developed, copious lactation can be 
initiated by the action of the pituitary gland without the 
need for administering exogenous pituitary preparations. 
Experiments with prolactin on hypophysectomised 
guineapigs indicate that purified preparations of pro- 
lactin will not initiate lactation (Nelson and Gaunt 1936, 
Gomez and Turner 1936), though lactation is initiated if 
anterior pituitary adrenotrophic hormone (and sometimes 
glucose) is administered at the same time (Gomez and 
Turner 1937, Nelson and Gaunt 1937). On the basis of 
these experiments it is legitimate to argue that prolactin 
is not a specific lactogenic hormone, since both prolactin 
and adrenotrophin have equal claims to be so-called, for 
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either may be considered to initiate lactation in hypo- 
physectomised animals in the presence of the other 
(for a practical demonstration of this on one guineapig 
see Nelson and Gaunt 1937). 

The results of Folley and Young (1938, 1939) also gave 
some reason to doubt that prolactin was a specific 
lactogenic hormone. They showed that there was little 


` correlation between the prolactin contents of a series of 


different anterior lobe extracts and their abilities to 
stimulate lactation in the lactating cow. A close corre- 
lation, however, existed between the glycotropic (anti- 
insulin) and lactogenic activities of the extracts. Here 
the term ‘“‘ lactogenic’’ was used in a broad sense to 
include both the ability to initiate lactation and to 
increase an already existing milk flow. 

As regards the question of the identity or otherwise 
of the anterior lobe crop-stimulating and lactogenic 
factors, Bergman, Meites and Turner (1940) could find 
no reason for doubting that the two hormones are 
identical, since they assayed a prolactin preparation at 
various stages of purification by means of the crop-gland 
response and by a method based on the initiation of 
lactation in the pseudo-pregnant rabbit and found that 
purification did not affect the ratio between the two 
types of unit. This might merely mean that two distinct 
hormones were concentrated by purification in the same 
proportions. Furthermore, they suggest that the term 
lactogenic as applied to anterior lobe hormones should 
only be used in respect of the initiation of lactation and 
not of the augmentation of lactation in an already lacta- 
ting animal (see also Evans 1939). Bergman and his 
colleagues (1940) appear to regard the action of prolactin 
in the initiation of lactation as a ‘‘ trigger ” effect, since 
lactation is assumed to follow the ‘‘ activation ”’ of the 
mammary alveolar cells by prolactin. But there is as 
yet no published experimental evidence that prolactin 
exerts a direct effect on the mammary gland. 

Folley and Young (1940) propose that, if it is desirable 
to draw a distinction between the initiation of lactation 
and the stimulation of milk yield in an already lactating 
animal, the term ‘‘ galactopoietic ’’ shall be used to de- 
scribe anterior lobe hormones which possess the power of 
enhancing already established lactation. Their latest 
results confirm their previous findings as to a lack of 
parallelism between prolactin content and galactopoietic 
power among various anterior-lobe extracts, though 
the earlier conclusion as to the existence of a close 
correlation between glycotropic and galactopoietic activi- 
ties has had to be modified, inasmuch as an extract free 
from prolactin but containing glycotropin had no galacto- 
poietic properties. It seems clear that galactopoietic 
power depends on the codperative action of more than 
one anterior-lobe hormone, and it is probable that a 
Synergism between prolactin and glycotropin is an 
important factor in this respect. 

Bergman and Turner (1940) have subsequently and 
independently suggested that the term ‘‘ galactopoetic ” 
or ‘“ galactogogue’’ be used for substances which 
augment. established lactation. They also present 
results which, they believe, support their contention 
that the primary function of prolactin is to initiate and 
maintain lactation. They find that when a crude 
anterior pituitary extract is fractionated by a method 
essentially that of Bates and Riddle (1935), the factor 
(or factors) capable of inducing lactation in the pseudo- 
pregnant rabbit is found mainly, though not completely, 
in the prolactin fraction. 

Recently we have found (Folley and Young, unpub- 
lished results) that although crude extracts of ox anterior 
lobe which had been acetone-desiccated while perfectly 
fresh, are galactopoietic, similar extracts of alcohol- 
desiccated material may be almost completely devoid 
of activity under similar conditions ; nevertheless such 
crude preparations are rich in prolactin. Since Bergman 
and Turner (1938a) dry their various fractions with 
alcohol and ether, it seems possible that in so doing they 
may lose a considerable proportion of the lactogenic and 
galactopoietic activities (assuming for the moment that 
these are distinct; but see below) which might other- 
wise be present in the ‘‘ non-prolactin ” fraction. 

Further, Bergman and Turner present no evidence 
that their prolactin fraction was free from glycotropic 
activity, which they appear (1938b, 1940) to confuse 
with the diabetogenic activity of anterior-lobe extracts. 
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The glycotropic factor ‘(see Young 1936) does not itself 
raise the blood-sugar level, but nevertheless antagonises 
the hypoglycemic action of insulin, which response is 
used for assay purposes. The diabetogenic factor, on 
the other hand, induces hyperglycemia, glycosuria and 
ketonuria (Houssay). In the present instance, our 
experience leads us to consider it very likely that Berg- 
man and Turner’s prolactin fractions contained sufficient 
encoucpm to invalidate their interpretation of their 
res 


If lactogenic hormones be defined as hormones which 
initiate lactation in hypophysectomised animals, the 
results of Bergman and Turner are irrelevant to the 
question of the rôle of prolactin in lactation, since their 
experiments were made in intact, pseudo-pregnant 
rabbits, the hypophyses of which may have provided 
a complicating factor. Since, as we have seen above, 
various American investigators, including Turner, have 
demonstrated that adrenotrophin as well as prolactin 
is necessary for the initiation of lactation in the hypo- 
physectomised guineapig, there appears to be no useful 
purpose in maintaining the theory of the existence of a 
single lactogenic hormone, prolactin 

A recent claim by Jensen and Grattan (1940) as to the 
identity of the adrenotrophic and glycotropic factors of 
the anterior pituitary may have some bearing on the 
necessity or otherwise for drawing a distinction between 
lactogenic and galactopoietic activities, as far as anterior- 
lobe hormones are concerned. If this claim is substanti- 
ated, it is evident from what has been said above, that the 
reality of such a distinction is open to doubt, since the 
same combination of hormones would have been found to 
play an important part both in the initiation of lactation 
and in its stimulation once established. This would not 
exclude the possibility, mooted by Evans (1939) and 
Bergman and others (1940) that other hormones, not 
necessarily of pituitary origin, may possess galactopoietic 
properties without the power of initiating lactation. In 
point of fact, however, the only well-established cases of 
such hormones are thyroxine (Graham 1934, Folley and 
White 1936, Smith and Dastur 1940) and thyrotrophin 
(Folley and Young 1938, 1939), though in the latter 
case there was room for doubt that the galactopoietic 
effect of the thyrotrophic hormone was mediated by the 
thyroid. . 

CLINICAL APPLICATION 


The question of the relation between pigeon crop-gland 
stimulating (prolactin) and galactopoietic activities of 
anterior pituitary extracts is of outstanding importance 
from the clinical point of view because of the possibility 
of using anterior-lobe preparations in women in whom 
lactation is deficient. Clinical reports on the use of 
prolactin preparations for this purpose have been 
conflicting, variable though sometimes successful results 
having been reported by Kurzrok, Bates, Riddle and 
Miller (1934), good results by Ross (1938), and Kenny 
and King (1939), while Werner (1939) and Stewart 
and Pratt (1939) have reported unfavourably. The 
potency of these preparations has been assayed by 
the pigeon crop-gland test—i.e., it has tacitly been 
assumed that prolactin content is a measure of galacto- 
poietic power—and in view of the results of Folley and 
Young, the lack of agreement about the clinical efficiency 
of prolactin is not surprising. It is reasonable to suppose 
that a lactating woman whose milk yield it is desirable 
to increase, is much more analogous to a cow in declining 
lactation than to a pigeon, and therefore the desirability 
of measuring on mammals the true galactopoietic 
activities of extracts destined for clinical use cannot be 
too strongly emphasised. 
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Medical Societies 


LIVERPOOL MEDICAL INSTITUTION 


AT a meeting of this society on Feb. 20, with Prof. 
O. HERBERT WILLIAMS the president, in the chair, 
Dr. CHARLES SHARP opened a discussion on 


Minor Air-raid Casualties 


He analysed the casualties recently brought into a 
first-aid post—2 dead, 59 wounded and 17 suffering 
from sickness and shock—and stressed the fact that many 
from wrecked houses were very dirty. He 
also demonstrated a home-made tourniquet made out of 
half an old cycle inner tube, which was easy to apply, 
less severe than any other type, efficient and easy to 
remove. | 
Dr. W. M. BEATTIE considered it especially important 
to have a senior medical officer to classify cases into 
major and minor groups. Mistakes were most commonly 
made in the case of scalp wounds, which were often 
concealed by the hair, or which might themselves conceal 
depressed fractures. The Ministry’s recommendation 


that 3 doses of antitetanic serum should be given to. 


every wounded patient had been abandoned as impracti- 
cable at the Liverpool Royal Infirmary. The most 
commonly used anesthetic was open ether; most 
patients preferred—and several demanded—general 
anesthesia. Plaster immobilisation had few uses in this 
type of minor surgery. Local applications of sulphanil- 
amide to open wounds had been useful, although healing 
appeared to be delayed. He thought the routine use of 
this treatment might encourage inadequate excision. 
The results of the treatment of minor burns by the tannic 
acid-silver nitrate method had proved greatly superior 
to the uncertain results obtained with eas ay EET 

in a 
series of almost 500 casualties. This case of ‘ acute 
terror ” was resistant to morphine, but responded well 
to the hyoscine-phenobarbitone mixture supplied to all 


first-aid posts. 
. Mr 


. J. A. MARTINEZ said that most cases seen were 
small lacerated wounds, and ‘these were best treated 
by excision and primary suture; closed plaster and chemo- 
therapy had no place in their treatment. Closed plaster 
was best used where there had been much loss of sub- 
stance; its application could be deferred for a day or 
two. Local chemotherapy delayed healing and its 
value had not yet been proved by controlled clinical 
experience. Wounds of the trunk must be considered 
as major surgical problems, since viscera might be 
involved ; scalp wounds must not be sutured without 
excision. Injuries of the fingers were treated conserva- 
tively, but time could be saved by primary amputation 
where it was certain that stiffness would result. Fixed 
rules of treatment should be avoided. 

Mr. Joun T. MORRISON asked for objective study of 
the newer methods of treatment. The sulphonamides 
could be studied just as effectively in the treatment of 
minor as of major casualties. He thought fears that 
powdered sulphonamide would prove a foreign body in 
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wounds were not well founded ; the drug was sufficiently 
soluble to disappear within two or three days. There 
was a growing volume of opinion that sulphonamides 
interfered locally with tissue reaction, and he wondered 
whether the combination of bacteriostatic action and 
tissue inhibition might not put a wound, as it were, into 
cold storage. If so, it might open the way to the more 
extensive practice of delayed primary suture as soon 
as it became evident that sepsis was efficiently controlled. 
But the use of sulphonamides must not be regarded as 
an excuse for inefficient surgery. | 

Dr. GERARD SANDERSON questioned the advisability 
of giving antitetanic serum for very trivial wounds. 
The risk of tetanus from such wounds was slight and 


serum reactions might lead people who really required '’ 


antitetanic serum to refuse it.—-Dr. JOHN GRAHAM said 


that oral sulphonamide was of value as a prophylactic. 


in all wounds which might become infected; tablets 
should be crushed before swallowing or they might not 
disintegrate—he had known tablets to be vomited whole, 
hours after they had been taken. He found ung. 
prontosil rubrum useful as a dressing in infected wounds 
which did not heal by first intention. . 


Reviews of Books 


Surgery of Modern Warfare 


‘Part III. Edited by Hamizron Barey, F.R.C.S. Edin- 
burgh: E. and S. Livingstone. Pp. 321-480. 12s. 6d. 


Wrru the publication of this part the value of the 
whole work becomes more clearly defined—essentially 
it is a book of reference for the experienced student 
and the practised surgeon. Once more Mr. Hamilton 
Bailey presents us with a curate’s egg. Essays of great 
value are interspersed: with others of only academic 
interest. In some places the style is forthright and 
incisive, in others facts are shrouded in verbiage. 

Part III completes the account of vascular surgery 
and includes valuable chapters on secondary hemorrhage 
and arteriovenous aneurysms. In these chapters the 
facts are well presented and the subject is dealt with 
exhaustively. In an account of septic phlebitis, ligature 
of the vein proximal to the disease is advocated. This 
is a procedure which the majority of surgeons consider 
to be impracticable and many think mischievous. As 
is pointed out in this article, ‘‘ In the early stages there 
may be little or no local evidence of the condition,” and 
it is only in the early stages when such a measure could 
be of value. Cursorily we are told that ‘‘ it is sometimes 
impossible to be certain which vein is infected ; conse- 
quently the wrong one may be tied.” In the chapter 
on injuries to the peripheral] nerves there is an excellent 
account of the clinical effects of nerve section but more 
space might have been given to the technique of suture, 
while the problem of primary or secondary suture is 
not mentioned. Injuries to tendons are well described 
and the details of tendon suture elaborated. Perhaps 
undue emphasis is laid on the peculiar virtues of the 
Bunnel Mayer suture, and unfortunately most surgeons 
will be able to endorse the statement of Teece where he 
says, referring to the flexor tendons in the fingers and 
‘hand, ‘‘In an experience covering some hundreds of 
cases of tendon injuries, I have never seen a case of 
successful primary or secondary suture when the point 
of division has been actually within the flexor sheath 
itself.” Herein lies the pith of the matter. Surgeons 
may advise movement of the fingers from the moment 
the patient leaves the operating table, they may immo- 
bilise the fingers in plaster for six weeks, or, in despair, 
they may alternate between one extreme and the other, 
but the fact remains that if the sheath is involved the 
prognosis is hopeless, and if the sheath is intact the prog- 
‘nosis is good. There follows a full account of the use of 
the Thomas and Braun splints. The chapter on Cramer’s 
wire might profitably have been half the length and many 
will be sorry to see the resurrection of the banjo splint 
for fractured phalanges and metacarpals, whereby, as 
the illustration shows, traction is applied to the fully 
extended fingers. 

In a chapter on wounds of the hands the somewhat 
unorthodox methods of draining the spaces described 
by Iselin are preferred to the classical approaches. 


REVIEWS OF BOOKS 
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There is much useful information in this chapter, 
although, in discussing drainage of the radial bursa, there 
is confusion between this bursa and Parona’s space. 
Bunnel’s incision which is advised for draining the 
middle palmar space looks from the illustration as if it 
might endanger the common flexor sheath. Wounds of 
the foot are discussed in an interesting way. Refreshing 
respect is paid to physiology, and, by relating the various 
injuries to the mechanics of the foot, the reader is given 
a clear indication when amputation is necessary and when 
it is worth while to persist in conservative surgery. 
The account of wounds of the knee is good. The 
author insists on rest and deprecates early movement in 
cases of penetrating wounds of this joint. In small 
‘‘through and through” wounds he is content to 
immobilise the knee in extension without excision of the 
entry and exit wounds; by this omission he is surely 
taking an unnecessary risk. | 

The instalment ends with an account of wounds of the 
hip-joint, with a full description of the various approaches 
to this joint. Subtrochanteric osteotomy and the intra- 
medullary peg operation for a flail joint are discussed, 
but it is doubtful whether these deserve a place in a 
surgery of modern warfare. The book is already in 
danger of becoming unwieldy, and it looks as though 
Mr. Bailey will have to do some drastic cutting in the 
next edition. 


Methods for Diagnostic Bacteriology 


By ISABELLE G. Scnaus, A.B., assistant in bacteriology, 

Johns Hopkins University school of medicine; and 

M. KATHLEEN FoLey, A.B., diagnostic-bacteriologist, Johns 

TPED Hospital. London: Henry Kimpton. Pp. 313. 
58. 


Most of the routine bacteriological methods of the 
Johns Hopkins Hospital described in this manual are 


_ those used in laboratories in this country ; the differ- 


ences have as a rule a geographical cause. We do not 
need to worry here about Bacterium tularense in blood- 
cultures but recent work suggests that American readers 
should have been told something about Leptospira 
icterohemorrhagie. The book covers bacteriological 
and serological techniques and there is a useful section 
giving exact details of the various stains and media in 
common use. There are many helpful tables but no 
illustrations and there is print on one side only of each 
page leaving the other side for notes. The book gives 
only explicit instructions—there are no explanations 
or discussion—but the reader quickly realises that the 
authors know all the tricks of the trade and that their 
preferences are those of long experience. The foreword 
makes a plea for standardised laboratory methods 
throughout the country. 


Illustrations of Regional Anatomy 


(3rd ed.) By E. B. Jameson, M.D., senior demonstrator 
and lecturer in the anatomy department, University of 
Edinburgh. Edinburgh: E. and S. Livingstone. Sections 
Ito V. 219 plates. 36s. 6d. 


THis handbook, which consists entirely of plates, 
must by now be familiar to all anatomists in Great 
Britain. The third edition differs from the previous 
ones chiefly in the increased range of colours employed 
together with enlargements, additions and a few altera- 
tions to the previous figures. All the best characteristics 
of the earlier editions have been retained, and the 
alterations merely clarify the figures further. Some of 
the colours (in particular the mauve, orange and some of 
the greens) are so striking that they are almost painful 
to the eye. In section III, fig. 28 does not show exactly 
the posterior relations of the duodenum, and here and 
in figs. 29 and 37 some of the veins have taken on an 
unusual tint of mauve. The red coloration of some 
nerve tracts and branches in section I, and the blue 
intestine of section IV, plates 14 and 15, are a little dis- 
concerting, and the student might find fig. 17 of section 
III clearer if it were the other way up. In spite of this 
carping, these five volumes will be of real value, in par 
ticular to the student or practitioner who wishes to 
review rapidly the details of. macroscopic anatomy. 


f 


| 


| 


` 


The volumes dealing with the limbs, which will complete 


the series, are still to come. 
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PHARMACEUTICAL CENTENARY 


Tue hundredth anniversary of the Pharmaceutical 
Society of Great Britain is an event of interest to the 
medical profession, since what medicine owes to 
pharmacy it owes chiefly to the society. The purpose 
of the founders, in the homely words of the resolution 
unanimously passed at the Crown and Anchor tavern 
in the Strand on April 15, 1841, was that of “ protect- 
ing the permanent interests and increasing the 
respectability of chemists and druggists.” It is a 
paradox that objection to the ambitions of physicians 
of the time rallied drug vendors, trained and untrained, 
to this confraternity of interests. A bill had been 
introduced into the House of Commons which sought 
to make it an offence for any but members of the 
medical profession to recommend any medicine for the 
p»rpose of gain. So strongly was this proposal 
resented by the druggists that those of them who were 
respectable were brought into friendly contact with 
those who were not so respectable ; for whether they 
belonged to the one category or the other they were 
all addicted to the practice known as counter pre- 
scribing. The result of this ‘burying of the hatchet 
by the highbrows and the lowbrows in the drug' 
business was that the “‘ obnoxious bill ’’ was defeated ; 
and fired by the successful outcome of unity the 
druggists founded their society, despite the opposition 
of the Apothecaries who saw the need of efficiency but 
not of any new body to enforce it. The resolve, 
before the infant society was many months old, to 
establish a system of specialised education shows that 
the founders knew the first part of their resolution 
would. be easier to achieve if they made sure of 
accomplishing the second. By 1843 when a royal 
charter of incorporation was obtained, the society’s 
aims had become more clearly defined as the advance- 
ment of chemistry and pharmacy, and the promotion 
of a uniform system.of education of those who carried 
on the business of chemist and druggist. The regular 
series of lectures on chemistry, néateria medica, 


pharmacy and botany which had already begun before ’ 


the end of 1841 were the forerunners of the School of 
Pharmacy, and in 1845 a laboratory was established 
comparing not unfavourably with tl st at Giessen, 
which at the time was a model establishment. | 

The newspaper press has pretty much ousted the 
counter prescriber, and the members of the Pharmaceu- 
tical Society have not, after a hundred years, contrived 
to secure the sole privilege of dispensing medicine, any 
more than physicians have succeeded in securing the 
sole right to treat disease. No legislation exists to 
prevent’ an unqualified person from dispensing 
physicians’ prescriptions ; indeed, in the interests of 
the public, pharmacists have of their own free will 
accepted greater control over their business activities 
than is at present extended to their unqualified 
competitors. But thanks to the efforts of the 
Pharmaceutical Society the titles of “ chemist ”?” and 

** pharmacist ” are used in such a way that the public 
can tell the shops of the qualified from the shops of 
the unqualified. A hundred years ago no sort of 


‘PHARMACEUTICAL CENTENARY 


the allied sciences, and some 5000 pamphlets. 
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restraint was placed on the storage or sale of poisons, 
and the practice of pharmacy was open to all whether 
trained or ignorant. With the exception of a small 
number of apothecaries and compounders of drugs 
who had learned their craft, there was no special class 
of druggists upon whom doctors could depend for 
sound materials or accurate dispensing. Today there 
are some 24,000 pharmacists on the roll of the society’s 
membership, each of whom is equipped by training 
and examination to serve the medical profession and 
the public efficiently. These trained practitioners of 
pharmacy are available largely because the National 
Health Insurance Act has recognised the principle that 
the dispensing of prescriptions is the prerogative of 
pharmacists. 

With the passing years successive councils of the 
society have strengthened the educational system, and 
today the society’s school, now the College of Phar- 
macy, is an integral part of the University of London. 
Deriving from a few books of current literature, the 
library now contains 20,000 volumes on pharmacy and 
The 
museum of materia medica which has grown by degrees 
since 1842 is acknowledged to be the finest collection 
in the world. The society’s pharmacological labora- 
tories are under the direction of the faculty of 
pharmacology in the University of London, and the 
nutrition department is finely equipped for testing 
substances containing vitamins. Since 1928, when 
the Pharmacopceia Commission was set up, the society 
has shared in the production of the B.P. and since 
1932 the commission has worked in coöperation with 
the Codex Revision Committee. The British Pharma- 


‘ceutical Codex, first published in 1907, has become 


increasingly important as a book of standards for 
drugs and preparations not included in the current 
B.P. The old tradition of respectability has been 
upheld ; under the Pharmacy and Poisons Act 1933 
the society exercises disciplinary control over all 
registered pharmacists and last month the first appeal 
against a decision of the statutory committee was 
disallowed by the King’s Bench. When the war 
began the new headquarters of the society in Bruns- 
wick Square were nearing completion, but building 
has been suspended ; thus the centenary cannot be 
celebrated in this new home, but a commemoration 
service will be held at the parish church. 


THE ANTERIOR PITUITARY AND MILK 
SECRETION | 


In times of peace the stimulation of deficient milk 
production both in women and farm animals is of 
great social and economic importance, but when our 
dietary is restricted by war it becomes of vital 
urgency. These considerations add a special value 
to the investigations being made into the mechanism 
whereby the pituitary gland controls lactation. 


 FoLLEY and Youne, who review recent research on 


another page, conclude that the assumption formerly 
made that the anterior pituitary lobe secretes a single : 
“ lactogenic hormone ” must be rejected in the light 
of accumulated evidence that purified preparations 
of “ prolactin ” (originally defined by RIDDLE as the 
lactogenic hormone of the pituitary gland) are 
incapable either of initiating milk secretion in the 
hypophysectomiised guineapig with suitably prepared 
mammary glands, or of stimulating milk production ~ 
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in the cow in declining lactation under conditions in 
which crude pituitary extracts are effective. The 
confused and confusing state of affairs in which a 
purified “lactogenic hormone” is incapable of 
lactogenesis under simple conditions has been brought 
about by the widespread use of the pigeon crop-gland 
for the assay of prolactin. The pigeon feeds its 
young on “ crop-milk,”’ which has some affinities with 
‘mammalian milk,! although the mechanism of produc- 
tion is essentially different. The crop-gland hyper- 
trophies at the time when the young are to be fed, 
and the crop-milk is then formed by the desquamation 
of epithelial cells. Anterior pituitary extracts can 
induce hypertrophy of the quiescent pigeon crop-gland 
and the formation of crop-milk, and RIDDLE, BATES 
and DyKSHORN ? concluded that the capacity of such 
extracts to induce such hypertrophy was associated 
with their ability to initiate the secretion of milk in 
the mammal. Subsequently, methods of assay for 
prolactin have largely been based on the hyper- 
trophic response of the crop-gland of the pigeon 
or dove. | 

GOMEZ and TURNER, and NELSON and Gaunt‘? 
found that purified preparations of prolactin— 
preparations concentrated with regard to their ability 
to cause hypertrophy of the avian crop-gland—were 
incapable of initiating or maintaining milk secretion 
in the hypophysectomised guineapig whose mammæ 
were in a state of development suitable for the 
secretion of milk, although crude pituitary extracts 
were capable of so doing. FoLrLEY and Youne 5 
made a comparable observation with cows in declining 
lactation, in that although treatment with crude ox 


anterior lobe extracts induced a substantial increase — 


in milk production, purified preparations of prolactin 
were relatively ineffective under similar conditions. 
More recently FoLLEY and Youne find that re- 
peated injections of purified prolactin each of which 
contains seven times the pigeon crop-gland activity of 
a dose.of crude extract evoke in the cow only about 
a third of the galactopoietic response induced by 
repeated injections of the latter. Thus there is a clear 
lack of correlation between the ability of pituitary 
extracts to cause enlargement of the pigeon crop-gland 
and to stimulate milk production in the cow. The 
capacity of purified prolactin to initiate lactation on 
hypophysectomised animals also cannot be related 
with its crop-growth activity, and since, both in 
cows and in hypophysectomised guineapigs, crude 
pituitary extracts are effective lactogens, the conclu- 
sion seems inescapable that during the process of 
purification prolactin loses a factor or factors necessary 
for lactogenesis under some conditions. NELSON and 
GAUNT, and GOMEZ and TURNER? have obtained 
evidence that one such factor is adrenotropin, while 
FoLLEY and Youne® find that glycotropin—the 
pituitary factor which diminishes the hypoglycemic 
effectiveness of insulin—may be concerned in the 
stimulation of milk production in the cow. The 
evidence recently advanced by JENSEN and GRATTAN ° 
that adrenotropin and glycotropin are identical may 
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2. Riddle, Di pee R. W. and Dykshorn, S. W. Amer. J. Physiol. 


1933, 
3. Gomez, ri T, and e W. Proc. Soc. exp. Biol, N.Y. 1936, 
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provide a happy correlation of the results of the two 
different lines of observation. 

The conclusion drawn by FoLLEY and Youne from 
their experiments with cows is that the stimulation 
of milk production is a phenomenon in which more 
than one, and possibly several, pituitary substances 
are concerned. TURNER and his colleagues’ never- 


theless maintain the view that accord exists between 


the capacity of pituitary extracts to initiate lactation 
in suitably prepared mammals and their ability to 
induce crop-growth in the pigeon, despite the earlier 
observations of Gomez and TURNER showing that 
prolactin must be supplemented with adrenotropin 
in order to initiate milk secretion in the guineapig 
from which the pituitary gland has been removed. 
If indeed more than one factor is concerned in both 
the initiation and stimulation of lactation then 
experiments on intact animals may yield misleading 
results as to the identity of the active principle or 
principles, in that the secretions of the.animal’s own 
pituitary gland may codperate with an injected 
substance in inducing a flow of milk which would 
not have resulted from the administration of a 
similar substance to an animal lacking a pituitary 
gland. In order to avoid confusion in terminology 
both BrrRcmMan and TURNER, and FoLLEY and 
Youne have independently suggested that the word 

“‘ galactopoietic ” be used to describe a substance 
which increases the flow of milk in intact animals 
already lactating. ‘‘ Lactogenic’’ may therefore be 
reserved as descriptive of substances which initiate 
lactation, preferably in hypophysectomiséd animals. 
As Fotiry and Young have pointed out, the nursing 
mother whose milk-supply is failing is no more closely 
analogous to the hypophysectomised guineapig or to 
the intact pigeon than to the cow in declining 
lactation. In fact one might reasonably suppose 
that in these circumstances the woman has more in 
common with the cow than with the pigeon or the 
cavy, and that a study of the galactopoietic effective- 
ness of pituitary preparations would be of importance 
for the clinician. It is therefore perhaps unfortunate, 
though understandable, that those preparations of 
prolactin available for clinical use are standardised 
almost entirely by the pigeon crop-gland method. 
This may account for the conflicting observations on 
the clinical action of such preparations. Ifthe results 
of FoLLEY and Youna with cows are applicable in 
any degree to the human being—and it seems reason- 
able to suppose that they are—a crude extract of 
fresh ox anterior pituitary lobe should be far more 
galactopoietic in the human being than purified 
preparations of prolactin. Nevertheless, when it is 
recalled that treatment with such crude extracts is 
capable of inducing destruction of the pancreatic 
islets of the dog, with a consequently permanent 
diabetes mellitus,’ the doctor will hesitate to subject 
his patient to treatment with such extracts at a 
period of great importance to mother and child alike. 
But other considerations may modify such hesitancy. 
The extract which produces diabetes in the dog does 
not do so in the lactating cow; it quickly increases 
the flow of milk. In the normal intact rat the same 
extract neither produces diabetes nor initiates lacta- 
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tion, but it greatly stimulates body-growth, and 
increases the amount of islet tissue in the pancreas ° 
and the amount of insulin extractable from that 
organ,” an action which is antidiabetic rather than 
diabetogenic. The species of animal and the dose of 
material used are therefore factors of great importance 
in determining the response to be expected from the 
administration of a crude pituitary extract. In view 
of the important results which may be obtained, it 
seems desirable that competent physicians should 
cautiously test the galactopoietic action of crude ox 
anterior pituitary extracts in mothers whose milk 
supply is deficient. Careful control would of course 
be necessary in order to avoid any serious derangement 
of metabolism which might conceivably occur, but a 
safe and conclusive trial should not be difficult to 
arrange, and it might produce results of substantial 
clinical and academic importance. 


EPIDEMIOLOGY OF STREPTOCOCCAL 
INFECTIONS 


LABORATORY research on the hemolytic strepto- 
coccus has made it possible to divide this large and 
heterogeneous group of organisms into a number of 


broad subdivisions, known as Lancefield groups and’ 


dependent for their differentiation on a carbohydrate 
substance common to all members of each group. 
Group A is the one responsible for most human infec- 
tions, and GRIFFITH" next demonstrated that this group 
could be split into 28 or more serological types, just as 
the related pneumococcus had been divided into some 
30 different types. Unfortunately the preparation of 
monospecific agglutinating sera and the technique 
of streptococcal typing is still rather a research than a 
routine procedure, and so far few laboratories have 
prepared their own typing sera. To the list may now 
be added the bacteriological department of Edinburgh 
University where DE Waar” has used the new 
technique to good purpose in the examination of various 
streptococcal infections occurring in and around 
Edinburgh. He has repeated and confirmed much of 
the earlier work of ALLISON and Brown and has 
proved again that most of the complications of scarlet 
fever (in his series at least 61-5% ) are due to cross- 
infection with a streptococcus other than the original 
strain. In only 20% of his cases was the complication 
definitely due to the primary infecting streptococcus. 
When the complication was caused by a new type this 
organism was often found in the throat 2-3 days before 
the clinical manifestation. About two-thirds of the 
complications arose within a fortnight of admission, so 
that early dismissal, now a common practice, will not 
prevent a high proportion of secondary infections. 
Other ways of preventing cross-infection in scarlet 
fever would be the use of separate wards for the 
different type infections,“ an extended system of bed- 
isolation, control of aerial infection,' and the use of 
masks by staff and ambulant patients—all counsels of 
perfection not easy to put into practice. Perhaps most 
practicable at the moment is home-nursing of scarlet 
fever, a policy which is gradually becoming more 
9. Richardson, ne C. and Young, F. G. J. Physiol. ae , 352. 
10. Marks, H, P . and Young, F. G. Lancet, 1940, oa Ibid, 
1940; 2,710; Soong, HY. Chin. J. Physiol. 1940, 15, 335. 
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popular. As in London and Aberdeen, DE WAAL 
found that the greater proportion of scarlatinal cases 
in Edinburgh were caused by types 1 to 4. Type 1 
was the prevalent one when the investigation began in 
1937 ; a year later type 4 was most common, and, in 
contrast to the London experience, it produced a more 
severe infection than types 1 and 2, and was respon- 
sible for many of the secondary complications. The 
prevalence of 1-4 as the scarlatinal types in this 
country is not duplicated abroad; in Rumania, 
GoRDON found that type 10 was the epidemic strain ; 
in Sydney, Australia, types 1, 4, 11 and 17 accounted 
for 75%, of all scarlatinal cases whereas types 2 and 3 
were never isolated.' 

Presumably the streptococcus gains access to the 
throat in most cases by inhalation, either of moist 
infective droplets expelled by a carrier, or of infected 
dust, although manual transmission from handling in- 
fected books ,toysand the like playsits part. If inhaled, 
the streptococcus might reasonably be expected to 
infect the nose first, and DE Waat’s finding of the 
organism in the nose as well as the throat of about a 
third of all scarlatina cases on admission is in accord 
with unpublished results in a London hospital. An 
experiment on himself also suggested that the 
organism gains access to the throat via the nose. While 
engaged in swabbing cases of scarlatina he made a 
practice for 36 consecutive days of swabbing his own 
nose and throat before entering the wards in the . 
morning and later in the day after the ward-swabbings 
were completed. The second swabbing, as might be 
expected, yielded many more positives than the first, 
there was a total of 29 positive nasal swabs compared | 
with 18 positive throat swabs, and it is noteworthy 
that a particular type often appeared first in the nose 
and then next day in the throat. CRUICKSHANK and 
GODBER 1* have remarked on the high incidence of 
streptococcal nasal carriers when aerial pollution of a 
diphtheria ward was heavy. 

In analysing the typed cases of scarlet fever jevord: 
ing to schools, pe WAAL proved for day-schools what 
GRIFFITH found to be true for residential schools— 
that in any one term each school tends to have one 
main epidemic type of streptococcus. He also 
showed that the streptococcus types found among 
families with children at school corresponded more 
closely with the types found in school-children than 
with the types infecting households where there were 
no school-children. The types recovered from other 
streptococcal infections (erysipelas, puerperal sepsis, 
tonsillitis) showed some seasonal correlation with the 
prevalent scarlatinal strains. The finding of the same 
serological type in the throat and skin lesion is possibly 
the first bacteriological evidence in support of the 
clinical belief that idiopathic erysipelas often has its 
origin in a primary respiratory-tract infection. An 
interesting point is that out of 27 typed strains of 
streptococci from erysipelatous lesions 6 were type 7 * 
and thus belonged to Lancefield’s group C. A number 
of American strains from erysipelas cases examined by 
GRIFFITH were also type 7, and this has given rise to 
the erroneous belief that erysipelas is usually caused 
by group-C streptococci. De Waat’s type 7 infections 
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mostly occurred in older patients ; scarlatinal types 
were most common among those under 20 years 
of age. Bacteriological surveys of streptococcal 
infections have the great merit of helping to focus 


attention on the close ætiological and epidemiological 


relationship between such infections as tonsillitis, 
scarlet fever, otitis media, puerperal sepsis and 
erysipelas ; they bring proof where before there was 
only circumstantial evidence. As these phenomena 
‘become more widely appreciated, methods for the 
control of streptococcal infections will become more 
rational and we hope more effective. . 


Annotations 


THE CANNY PRESCRIBER 

THE expected memorandum on economy in the use 
of drugs has now appeared.! It is based upon the 
provisional lists of drugs prepared last autumn by the 
therapeutic requirements committee of the Medical 
Research Committee, to which full notice has been 
given in our columns.? In order to conserve foreign 
exchange and relieve the strain upon shipping and port 
facilities it appears reasonable that imports of drugs 
should now be restricted to the minimum which, in the 
words of the memo, ‘is really necessary.” The 
committee found itself faced by a vicious circle ; because 
there was no shortage drugs which were not essential 
continued to be used, and as they were used further 
supplies were imported. It is in these circumstances 
that the committee has’ prepared revised lists for the 
assistance of Government departments, and of the various 
bodies concerned with the preparation of formularies 
or with the manufacture and distribution of drugs, and 
for. the information and guidance of medical practi- 
tioners. The drugs in group (A) which are “ at present ”’ 
either (1) regarded as essential or (2) readily available, 
number more than 250; but the memo remarks that if 
the list were to be restricted to drugs essential for the 
saving of life it would indeed be small. Of those group 
(A) drugs, official and proprietary, which are readily 
available we printed a convenient list a fortnight ago 
(p! 325). The list in the memo marks with a (B) those 
drugs which are essential for certain purposes but not for 
others, and in the use of which strict economy should be 
observed, and with a (C) those which are not essential 
and do not justify importation or manufacture for home 
use in war-time. For (C) drugs or non-essential (B) 
drugs substitutes procurable in this country have been 
indicated in most cases. The practitioner will find this 
threepenny brochure an essential desk companion ; but 
its full value can only be realised in the compilation of 
appropriate war-time formularies. 


DR. C. J. THOMAS’S RETIREMENT 

Wiru the departure of Dr. C. J. Thomas from the 
County Hall, London loses the last to remain in active 
service of the little group of pioneers in school hygiene 
whom Dr. James Kerr, then medical officer to the London 
School Board, gathered round him in 1902. Three of his 
colleagues—F. C. Shrubsall, R. C. Elmslie, Archibald 
Hogarth—are deceased ; along with Mr. Bishop Harman 
and Mr. Macleod Yearsley they made up a remarkable 
band, each of whom has left his mark on his own depart- 
ment. Dr. Thomas took the normal elementary school- 
child as his province and to the service of that hitherto 
-= despised and neglected young citizen he brought high 
academic qualifications, a scientific enthusiasm for 
research, tireless industry and a quite remarkable gift for 
detailed administration. His colleagues could rely on 
him as a walking library of the latest work on any branch 
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of child hygiene, but he was just as eagerly interested 
in finding means to help any unhappy youngster out of 
London’s 600,000 whose case did not quite fit into 
existing regulations. In nearly 40 years, despite poor 
health, his interest has never failed. The slum children 
of forty years ago look like wizened sad old men and 
women compared with their modern prototypes. The 
teaching profession, with whom Kerr taught all his staff 
to work in the closest collaboration, have been the first 
to acknowledge how much the 'school doctor has contri- 
buted to the change. Dr. Thomas has been able to 
inspire younger generations of school doctors who have 
worked or visited at the County Hall with ideals which 
will be badly needed for the restoration of post-war 
Britain. He has been luckier than many in keeping the 
morning freshness of his vision to the end of his official life, 
and with his going every London child has lost. a friend. 


VITAMIN C AND FATIGUE 

BEFORE a vitamin or hormone can be isolated there 
must be some quantitative test for its concentration. 
The laborious standardisation of such a test by experts, 
usually involving skilled observation of groups of animals, 
is in contrast to the flood of easily produced effects 
which are discovered directly the substance has been 
purified and can be used as a simple chemical. It is 
right that routine pharmacological investigation of 
every biologically active substance should be made, 
but it must be remembered that the experimenter has 
everything in his favour, and the technique and control 
experiments which he adopts must be above reproach. 
The observations of Basu and Biswas! and of Basu and 
Ray,” purporting to demonstrate a beneficial effect of 
vitamin C on muscular contraction, are not founded on 
sufficiently perfect experiments, and the most that can 
be said is that they are suggestive. The technique used 
for the frog-muscle experiments is that of the simple 
muscle twitch, and it is shown that the muscle immersed 
in plain Ringer solution gives a lower twitch with 
slower relaxation and a greater tendency to fatigue than 
one immersed in Ringer solution to which vitamin C 
has been added. When methods are available by which 
the mechanical efficiency of isolated muscle can be 
ascertained ‘in terms of energy transformation, such 
experiments should be regarded as merely preliminary 
tests. The work on human’ muscle, in which the power 
of finger movements before and after doses of ascorbic 
acid was recorded on a Mosso ergograph, is similarly 
unimpressive. While fatigue seems to have been 
delayed on the whole during the vitamin treatment, 


. certain aberrant results raise grave doubts about the 


limits of experimental error. There is no mention of 
dummy tablets having been given, so the psychological 
effect was uncontrolled. This was also our criticism of 
experiments performed in Berlin with the aid of a 
bicycle ergometer,’ though in this case the administration 
of a number of vitamins simultaneously deprived the 
experiments of any pretence to scientific significance. 
That there is a case for the investigation of the effect 
of ascorbic acid on muscular efficiency i is clearly indicated 
by Fox of Johannesburg. He summarises the findings 
of a group of Harvard investigators on a single individual 
deprived of vitamin C in an otherwise complete diet, 
and compares them with his and his colleagues’ observa- 
tions on a group of native miners on a C-deficient diet. 
Both researches extended over several months and agreed 
well. The two points bearing on the subject under 
discussion are the lack of clinical symptoms for three 
months, and the appearance of languor and incapacity 
for work. The South African group, whose experimental 
subjects were not completely C-deficient, did not regard 
fatigue as a significant symptom before frank scurvy 
1. Basu, N. M. and Biswas, P. Ind. J. med. Res. 1940, 28, 405. 
Basu and Ray, G. K. Ibid, p. 419. 
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developed, but the American workers found fatigue and 
weakness becoming progressively more severe after the 
third month as shown by various performance tests. 
It is important that they correlated these findings with 
an abnormally low rate of disappearance of blood lactic 
acid produced by the work. This seems to open up a 
clear avenue for investigation, and we may look forward 
to the answer to several important questions. First, 
what is the rate of improvement on restoring ascorbic 
acid to the diet? Second, is the mechanism of such a 
nature that when working normally it can be made more 
efficient by superadded ascorbic acid? Third, is it such 
that ascorbic acid is used up, and if so can the immediate 
supply bereplenished morerapidly via the alimentary tract 
than by mobilisation from the store which evidently exists 
in the body ? 
SLANTING SLEEP 

PATIENTS with orthostatic hypotension suffer a sudden 
fall of blood-pressure when they stand up. While they. 
are lying their blood-pressure is normal, but the sudden 
drop on rising is sufficient to produce a sense of exhaus- 
tion and sometimes dimness of vision and syncope. 
Other characteristics are deficient sweating, either of the 
head and trunk or of the whole body, and secretion of 
larger amounts of urine when the patient is lying than 
when he is erect. The symptoms wear off during the 
day and patients feel at their best in the evening. A 
similar condition may be produced artificially in patients 
who have had extensive sympathectomy as treatment for 
essential hypertension—an operation rare in this 
country—and this has led to the theory that the idio- 
pathic cases are due to some dysfunction of the autonomic 
nervous system which prevents the arterioles from 
constricting properly when the patient stands. MacLean 
and Allen! have suggested a different explanation : that 
the return of venous blood to the heart is inadequately 
maintained in these patients. They base this opinion 
_ partly on the findings of Weiss and his colleagues that the 
erect posture will produce circulatory collapse in normal 
people who have been suitably dosed with sodium nitrite ; 
this drug seems to reduce venous tone with the result 
that blood collects in the dependent portions of the body. 
Moreover, MacLean and Allen have been able to demon- 
strate, by means of the Flack test, a deficient venous 
return to the heart in every case of orthostatic hypo- 
tension they have examined. The patient is asked to 
blow against the pressure of a 40 mm. column of mercury 
in a sphygmanometer. Normal people can keep this 
up for at least 25 sec. without much change in pulse-rate 
or blood-pressure, but patients with orthostatic hypo- 
tension become pulseless and collapse in 10 sec. Screen- 
ing and radiography show a reduction in the size of the 
heart and great vessels during this period of increased 
intrathoracic pressure. The same patients can perform 
the test much more successfully if they lie down with 
their head lower than their feet. The theory of 
inadequate venous return is supported by the fact 
that arterial vasoconstrictors, such as ephedrine and 
epinephrine, raise the blood-pressure in cases of 
orthostatic hypotension, but do not prevent the excessive 
fall when the patients stand. Of more practical import- 
ance than their theory of causation is the finding of 
MacLean and Allen that patients improve greatly if made 
to sleep in a bed with the head end raised about 18 in. 
At first glance it seems incredible that anyone will profit 
by spending his night inclined to the horizon like a 
plaice on a fishmonger’s slab, but patients find they sleep 
comfortably in this position though they may need a 
hard pillow under the mattress at the level of the thighs 
to prevent slipping. Several cases are reported in which 
the change to such a tilted bed made all the difference 
between semi-invalidism and full health. In one man of 
59 the blood-pressure was 130/80 while he was lying and 


65/45 after he had been standing for 5 min.; with the- 
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Flack test he fainted in 5 sec., and he was unable to walk 
two blocks without resting. After four nights in a 
tilted bed he was able to stand for more than an hour 
without fainting. The improvement was maintained, 


but if he slept for even a single night in a level bed symp- 


toms recurred. The treatment, however, enabled him 
to return to work for the first time in seven months, and 
though his blood-pressure fell when he stood for any 
length of time it took an hour to sink to 60/40. MacLean 
and Allen report on two patients with orthostatic 
tachycardia (a condition akin to orthostatic hypotension 
in which the pulse-rate accelerates unduly when the 
patient stands up) who also responded well to sleeping 
with the head higher than the feet. These workers 
suggest that patients affected with either condition 
achieve a measure of postural adaptation in the day- 
time and that by evening—when they feel at their best— 
the venous return to the heart is approaching the level 
found in normal people. Rest in a flat bed, however, 
destroys this temporary gain; the tilted bed, by helping 
to maintain the jmprovement acquired during the day 
gives the patient a better start next morning. 


LOFFLER’S SYNDROME : 
In 1932 W. Löffler: of Zurich drew attention to the 
occurrence of transitory infiltrations of the lung associated 
with eosinophilia. Accompanying symptoms were slight, 
such 3 malaise, a little fever, and cough with glairy 
sputum. X-ray examination showed a rounded or 
irregular shadow in some part of the lung fields, which, 
with the eosinophilia, disappeared in a few days or weeks. 
Since Léffler’s paper the condition has been frequently 
reported and widely discussed in continental journals, 
but has received little attention in English-speaking 
countries.2. Its differential diagnosis from tuberculous. 
infiltrations has been carefully elaborated, for eosino- 
philia according to some authors can accompany the 
latter. It has occurred in subjects of asthma or hay 
fever. The general conclusion has been that it is a 
benign inflammatory condition of an “‘ allergic ”? nature 
or arising in a sensitised subject, and that it should not be 
confused with tuberculous infiltration. R. Freund and 
J. Samuelson‘ have lately reported an example from 
Jerusalem. Their patient was a woman of 25 who fell ill. 
with fever (100° F.), cough and pain in the left chest. 
Diminished resonance and diminished breath-sounds. 
accompanied by a few fine crepitations were found in 
areas below the left clavicle and in the middle zone. 
posteriorly ; a corresponding shadow was seen in the 
radiogram, triangular in shape, based on the hilum, and 
irregular in density. The fever subsided in a day or two. 
The white-cell count was usually between 9000 and 10,500. 
per c.mm., with 11 to 22% of eosinophils. A hard 
painful gland above the left clavicle, and the occurrence 
of a diffuse bronchitis on the 9th day of the illness, com- 
plicated the picture, but since the signs and symptoms. 
and the shadow had disappeared within 24 weeks Freund 
and Samuelson concluded they were dealing with a case 
of the kind described by Léffier. The eosinophilia, at. 
the end of 19 days, had fallen to 8-5%. The patient had 
previously suffered from bronchitis but not from asthma ; 
her stool contained no parasitic ova. Parkes Weber 5 
in this country described a case in a boy of 10, who for a 
long while had been subject to recurring attacks of 
‘‘running from the nose and eyes.” An opacity was. 
found in the right lower lobe, and it disappeared in a 
fortnight. His blood, otherwise normal, showed an 
eosinophilia of 7-13% ; no ova were found in his stool, 
though two years previously he had passed a roundworm. 
It is doubtful, however, whether this association of 
pulmonary infiltration with eosinophilia merits segrega- 
1. Schweiz. med. W schr. 1936, 66, 1069. 
2. Barker, D. S. Canad. med. Ass. J. 1939, 40, 494. 
3. Leitner, St. J. Acta med. scund. 1938, 97, 473. 


3 
4. Arch. intern. Aled. 1940, 66, 1215. 
5. Brit. J. Child. Dis. 1939, 36, 15. 
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tion as a labelled syndrome. Its etiology is still obscure 
and probably variable. Its pulmonary features, as 
H. Ramsay and J. G. Scadding* pointed out, differ in no 
way from those of the larger group of transient circum- 
scribed consolidations of the lung, which are not 
uncommon complications of mild upper respiratory 
infections ; these very likely arise through blockage of a 
small bronchus by-mucus and infection of the lung beyond 
the plug. The eosinophilia when it occurs needs further 
investigation : is it a response to an inflammation of a 
peculiar kind, or is it a response characteristic of the 
patient, and elicitable by various types of infection ? 
The group as a whole consists of benign conditions, calling 
for no specific treatment, and their chief importance is 
that they should not be miscalled tuberculosis, on 
radiographic evidence. They differ from the tuberculous 
Assmann focus in being accompanied as a rule by 
-catarrhal symptoms (cough and mucopurulent sputum), 
and by healing with complete disappearance within a 
few weeks. The Assmann focus on the other hand seldom 
produces catarrhal symptoms and whep it does heal at 
all usually takes months to do so. A doubtful infiltration 
therefore should never be regarded as tuberculous after 
a single examination: it should be re-examined radio- 
graphically at intervals of several weeks. 


LAST YEAR’S ENTRANTS 

THE Medical Register just printed’? shows 2384 new 
names for the calendar year 1940. This increment is 
smaller by 585 than that of the previous year and thus 
the peak entry is now past and for several years there 
will be a much diminished entry of young doctors. 
Those who take a long view, however, will point to the 
large entry of medical students during the academic 
year 1939-40. Of the 2384 new doctors 1323 were 
registered in England, 673 in Scotland, 315 in Ireland, 
while only 57 were added to the Colonial and 16 to the 
Foreign list. During the year 1071 names were removed 
on evidence of death and with a pool of 64,679 the 
annual number of deaths is unlikely again to be below a 
thousand,. The 1941 register like its predecessor omits 
the usual section of medical acts and regulations, but 
these can now be obtained as a separate volume.® 


SULPHANILYL-GUANIDINE IN BACILLARY 
DYSENTERY 

Sulphanilyl-guanidine is readily soluble in saber but 
is only slightly absorbed from the bowel. We noted 
last year? its bactericidal action on the coliform organisms 
in the mouse intestine. Clinical trial of its effects on 
the intestinal pathogens in man has now been reported 
from Johns Hopkins Hospital. Marshall and his ‘col- 
leagues 1° have shown that, if a maintenance dose of 
0:05 g. per kg. body-weight is given every four hours, 
the amount of the drug found in the blood is fairly low, 
while the concentration in the stool (or in the discharge 
from an ileostomy in one case) is extremely high. They 
have also treated 17 children suffering from bacillary 
dysentery (13 Flexner, 4 Sonne); in 7 dosage was begun 
during the first three days of the illness, and the results 
were uniformly good: fever rapidly disappeared, the 
general condition improved, and the diarrhea ceased 
in 1-3 days. In the other 10 children, to whom the 
drug was not given until later in the disease, the results 
were variable, and most ran a course uninfluenced by 
sulphanilyl-guanidine ; 2 babies with chronic bacillary 
dysentery and an older girl were also not helped by the 
treatment. The drug did not seem to be toxic in these 
cases. The authors cautiously conclude that the results 
seem encouraging enough to warrant further clinical 
trial. In Britain dysentery is usually a mild acute 


6. Quart. J. Med. 1939, 8, 

7. Published for the General Medical Council by Constable and Co. 
2is. 

8. Standing orders (1939) of the G.M.C. Same publisher. 7s. 6d. 

9. Lancet, are 2, 628. 


10. Marshall, E. , Bratton, A. C., Edwards, L. B. and Walker, B. 
Bull. Johns Honk. Hosp. January, 1941, p. 94. 
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disease, clinically of short duration, and the results 
reported in this paper are not more striking than we 
should expect from non-specific treatment. In Baltimore 
dysentery is a severe disease, but again it is often brief. 
These observers were unfortunate in testing the drug at 
a time when dysentery was unusually rare, so that they 
were unable to make synchronous control observations. 


They do, however, quote the experience of G. M. Lyon 


in West Virginia who gave sulphanilyl-guanidine to 
alternate patients in a series of 40 children with severe 
dysentery and was impressed with the good results in 
15 of the 20 patients so treated. The usefulness of the 
drug has not yet been proved by clinical trial, but Lyon’s 
short contribution is a striking testimonial to it. 


SYMBIOTIC TUBERCULOSIS 

AMONG the many problems confronting tuberculosis 
officers and sanatorium superintendents few are more 
perplexing than the management of the chronic relapsing 
case of phthisis. The patient is ambulant, his general 
condition good, and he has obtained maximum benefit 
from institutional treatment. Apart from occasional 
cough, productive of a trace of positive sputum, he is 
free from symptoms. The extent of his disease has 
placed him beyond the reach of collapse therapy, which 
is consequently powerless to help him and to render him 
non-infectious to his friends and relatives. He is 
returned to his home with the open industrial market as 
his only chanee of avoiding a life of idleness, yet his 
attempt to return to work and to compete with his 
healthy fellows is followed in most cases and after a 
brief period by a recrudescence of activity and a recom- 
mendation for a further period of treatment. It is as 
though the tubercle bacillus and the host have reached 
a stalemate which is likely to persist for as long as the 
person’s life remains well regulated. Dr. Temple Clive, 
when touching on this topic in an address to the Tuber- 
culosis Association on March 15, coined the term 
‘ parasitic tuberculosis ° to describe this form of the 
disease, while Day, and more recently Hebert, have 
used the word “symbiosis.” The victim of symbiotic 
tuberculosis, while drawing as far as he is able on the 
limited resources of handicraft establishments and the 
like, remains a danger to others and incapable of 
returning with safety to normal industry. Yet the 
work of tuberculosis colonies has demonstrated that 
such an individual can not only be kept alive and free 
from relapse for many years but can also perform a great 
deal of useful and remunerative work during that time. 
This is made possible by moulding the environment to 
the needs of the patient rather than by attempting the 
converse. It is clear that the colony provides for this 
type of case the two essentials of segregation and graded 
employment under ideal conditions without which a 
large part of the good work of the sanatorium is nullified. 
A great many workers in tuberculosis now realise this 
clearly and see in a carefully planned rehabilitation 
scheme an indispensable part of that reconstruction which 
the tuberculosis service is expected to undergo after the 
war. Clive has reminded us that by giving due attention 
to this matter we shall go a long way towards avoiding 
at least one temptation of a mechanical age, that of treat- 
ing the tuberculosis and forgetting to treat the patient. 


. Dr. F. A. P. AVELING, professor of psychology in 
London University at King’s College, was not a medical 
man and press notices of his many-sided ‘activities 
overlook the relationship to medicine into which some 
of those activities brought him. Psychopathology was 
not within his sphere, but he was a keen advocate of the 
teaching of the elements of psychology to medical 
students in the preclinical stage, and as a lecturer on 
pure psychology he was appreciated by those studying 
for the D.P.M. His influence played a substantial part 
in gaining recognition for psychology as one of the 
sciences ancillary to medicine. 
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Control of the Common Fevers 


THE ENTERIC FEVERS 


Reviewed by Dr. W. M. Scort, a medical officer of the 
Ministry of Health and of the Emergency Public Health 
Laboratory Service 


THE great fall in the prevalence of enteric fever in the 
last fifty years in this country has made it relatively 
unfamiliar to the general practitioner. Even medical 
officers of health may rarely have to deal with a case and 
are often unpractised in the methods of detecting the 
origin of infection and of preventing spread. A recapitu- 
lation of facts familiar enough to our fathers may there- 
fore be useful today. 

The clinical disease, a continued fever with signs of 
toxzsmia and more or less sévere disturbance of the 
intestinal functions, has two subdivisions, typhoid and 
paratyphoid, with different bacterial causes. Para- 
typhoid is, asa rule, much milder than typhoid, but fatal 
cases occur and its differentiation can rarely be made 
with confidence on clinical grounds alone. 


COURSE AND FATALITY l 


The incubation period is usually 10-14 days, but may 
be as short as 5 days or as long as 21. In rare cases it 
may be much longer, but some at, least of these should 
probably be regarded as ambulant cases with a relapse 
constituting the first clinical sign of infection. The 
onset is most often gradual so that the first day of illness 
may be difficult to determine ; some cases of paratyphoid 
begin with an acute gastro-enteritis. There is usually 
frontal headache, loss of appetite, diarrhoea or constipa- 
tion and bronchitis, with increasing fever accompanied 
by little increase in the pulse-rate; bleeding from the 
nose may be an early symptom. By the end of the first 
week or 10 days the condition is usually characteristic 
with prostration, heavily coated tongue, fever of 103°- 
104° F. with little morning remission; there are often 
increasingly severe bronchitis and abdominal distension ; 
there may be diarrhoea with typical ‘$ pea-soup ” stools, 
but constipation or little altered stools are seen in many 
cases. The rose spots appear early in the second week, 
in successive. crops, on the trunk but rarely on the face 
or limbs. In the third week the symptoms are at their 
height and convalescence should begin by the end of that 
week with gradual remission of all the symptoms. 
But death may occur from the tenth day onward from 
increasing toxemia. During the third week in typhoid 
fever, hemorrhage from or perforation of intestinal 
ulcers is liable to occur, the former in 5-10% of cases 
and the latter in 3-4%. Hemorrhage is responsible for 
about 10% of the fatal cases and perforation for about 
a quarter to a third, depending on the care and skill with 
which treatment is conducted. By the early detection 
of perforation—the signs of which are apt to be masked 
by the prostration—the vigilant physician proves his 
worth. Other complications are less serious ; such may 
be venous thrombosis, bronchopneumonia, pyelitis, 
parotitis, purulent foci (in bones, joints, or serous 
cavities) and necrosis and rupture of muscles. Relapses 
occur in about 10% of early convalescents and may 
repeat the whole course of a primary attack, though 
usually they are less severe. 

Epidemics vary in their fatality; in typhoid fever 
rates of 10-20% are common, but much higher rates have 
been recorded. In paratyphoid, especially that due to 
Bacterium paratyphosum B, the fatality is difficult to 
estimate, as mild cases escape notice, but among frank 
cases clinically resembling typhoid it should not exceed 
5% and may be much lower. 


INCIDENCE 


The annual mortality per million living in England 
and Wales illustrates the great fall in incidence. In the 
period 1871-75 this figure averaged 371; in 1914 it was 
47,in 1936 it was 6. The table gives the total figures for 
the last ten years; it rather suggests that there is an 
unextinguished residuum due to causes resistant to 
existing preventive measures. 

No distinction has hitherto been made between typhoid 
and paratyphoid in the statistics of notified cases of 


CONTROL OF THE COMMON FEVERS 


[maron 22,1941 389- 


enteric fever in England and Wales, though they have 
been so distinguished in Scotland for the past ten years, 
and only an approximate estimate can be given of their 
relative numbers. Ten years ago cases of paratyphoid 
fever made up 20-30% of the total notifications: in 
1937 they made up 46%, in 1938, 40%, and in 1940 about 
70%. Some of this recent increase in the proportion of 
paratyphoid is no doubt due to the more common use of 


NOTIFIED CASES OF ENTERIO FEVER* AND DEATHS IN ENGLAND 
AND WALES 


1930}1931/1932/1933/1934/1935)1936/1937/1938| 1939 


Year 
Cases 
Deaths 313| 251| 258| 222| 159| 174| 257| 206) 163) 65 
Fatality (%).. 11) 10; 10; 13) 13) 10| 10; 10) 12 4 
Mortality per Not 
million living 7 6 6 5 4 4 6 5 4| pub- 
lished 


* Enteric fever includes typhoid and paratyphoid fevers. 


the laboratory in diagnosis ; some is purely fortuitous, 
depending on the occurrence of large outbreaks of para- 
typhoid in these particular years as contrasted with 
years in which the incidence was more ‘“‘ normal ” ; some 
may represent a real increase due to more extensive 
spread from the increasing use of bulk supplies of milk, 
cream and bakery products, and the greater use by the 
public of food consumed without further cooking. It is 
highly probable, however, that a far larger proportion of 
cases of paratyphoid fever than of typhoid have escaped, 
and still escape, notification; they may either be too 
mild to require medical attention at all or be quite 
anomalous clinically and be wrongly diagnosed as 
influenza, feverish cold, bronchopneumonia, rheumatism 
or—particularly—appendicitis. l À 

No age is immune, but the greatest susceptibility 
appears to be between 15 and 25. In children enteric 
fever is often mild and atypical while in elderly persons 
it is severe and the fatality is high. Second attacks are 
rare, but an attack of typhoid does not protect against 
paratyphoid or vice versa. The sexes are equally 
susceptible; the greater incidence in females and 
children displayed in particular epidemics may be due to 
particular vehicles of infection (for example milk, 
which they consume more readily than adult males do). . 

The seasonal incidence is definitely autumnal; many 
explanations have been put forward for this and most 
of the natural phenomena of autumn—the rise in level 
of the ground water after the summer fall, the flooding 
of rivers washing stagnant sewage into wells and springs, 
and the increase in numbers of feecal-feeding flies—have 
been incriminated with more or less ingenious argument 
in support ; but local epidemics may occur at any season 
of the year. 

DIAGNOSIS 


Isolation of the infecting bacterium.—A typical case of 


‘enteric fever can be diagnosed without difficulty on 


clinical grounds alone at any time after its first week. 
But, except in epidemics, it is only too common for such 
cases to be missed until a fatal issue from intestinal 
perforation or hemorrhage or the occurrence of other 
cases, few or many, in association arouses suspicion. 
Any fever lasting for more than three days with no obvious 


-explanation demands the help of the laboratory to exclude or 


confirm an enteric infection. It is here that the general © 
practitioner can most usefully exercise his function as a 
protector of the public health. 

Early diagnosis is the first weapon, and perhaps th 
most important, in preventing spread of enteric and it 
cannot be stated too emphatically that the bacteriological 
laboratory can make this diagnosis certain at the onset 
of symptoms. There is no excuse for leaving any case 
undetected, however anomalous its clinical appearance, 
provided laboratory help is at hand. M.O.H.s should 
ensure that such laboratory help is freely at the disposal 
of practitioners and that it is adequate in skill and 
promptitude. 

Culture and identification of the specific bacteria in the 
blood or excreta are practicable in the earliest stage of 
the disease ; indeed, they are most successful at the onset 
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and more difficult later, and are the first laboratory tests 
to, be applied. Culture in the late stages and in con- 
valescence, when blood and excreta may both be nega- 
tive, can sometimes be made from the bone-marrow 
(sternal puncture). Of importance later, though less 
absolute in diagnostic accuracy, is the Widal test which 
depends on the development of specific agglutinin in the 
blood of the infected person. Positive agglutination 
tests may be obtained towards the end of the first week 
of illness but are rare and weak before that. The 
distinction between typhoid and paratyphoid fever is 
easy ‘by blood-culture- early in the disease,- whereas it 
may be difficult and sometimes impossible to make the 
differentiation at a later stage when diagnosis is attempted 
by means of agglutination tests alone. 


Blood for culture should be drawn from a vein as soon as 
the suspicion of-enteric arises. A convenient instrument for 
the purpose is the Behring Venule, but an ordinary 10 c.cm. all- 
glass syringe (dry, sterile) or a hypodermic needle (S.W.G. 19) 
attached to a piece of clean, dry, sterile rubber tubing may 
be used. Whichever is employed, an anti-coagulant (citrate 
or Liquoid or sterile ox-bile) should preferably be present in 
the receptacle. Ordinary clotted blood, though a little more 
troublesome to manipulate in the laboratory, is probably at 
least equally good for culture purposes, and provides, in 
addition, serum which may be useful—even when it gives 
negative agglutination tests, as it may in the early stages of 
the disease—for comparison with later tests. McCartney 
bottles (with a rubber diaphragm under a perforated cap) are 
convenient receptacles when syringes are used. Plain screw- 
cap bottles can be used for receiving blood from rubber 
tubing. Fecal specimens should be from stools freshly 
voided into a clean receptacle which has been scalded out 
with boiling water, about half a small teaspoonful being 
transferred to a sterile screw-cap bottle. If delay of more 
than 18 hours is likely before the specimen can reach the 
laboratory the bottle should contain 5-10 c.cm. of sterile 
glycerin-saline (30% of neutral glycerin in 0:6% saline). 
Should a fresh specimen of fæces not be available at the time 
of visit to thé patient a rectal swab may be taken instead, 
an ordinary throat swab being used for the purpose. Urine 
specimens voided into a sterile receptacle should be trans- 
- ferred in samples of 2—4 oz. to sterile bottles for transmission. 
For agglutination tests 5 c.cm. of blood is required ; it should 
be taken with a dry syringe or needle into a dry sterile tube, 
as for a Wassermann specimen. 


The laboratory will as a rule be able to report successful 
isolation and identification of the specific bacteria from 
the blood in 48 hours from receipt of the specimen, but a 
negative report, involving as it does more prolonged 
culture, may be delayed for a week. Fæces and urine 
specimens can be reported on within 48 hours, this being 
a general maximum for both positives and negatives. 

Clinical cases of paratyphoid fever will include infec- 
tions not only with the Bact. paratyphosum B, but with 
other salmonellas—Bact. paratyphosum A and C (both 
rare in this country), Bact. typhi murium (aertrycke), 
Salmonella thompsoni, S. enteritidis, and others. These 
may or may not have begun their illness with an acute 
attack of gastro-enteritis of food-poisoning type. It may 
be noted that an attack of nausea and vomiting with or 
- without diarrhoea is a not uncommon event, preceding 
the onset of clinical enteric fever by 1 to 3 weeks and 
probably signalling the ingestion some hours previously 
of the actual infected material (sewage-polluted water or 
infected milk or food). This occurs not only in para- 
typhoid but also, though perhaps less commonly, in- 
typhoid fever, especially. when conveyed by sewage- 
polluted water. | 

Widal test.—The agglutinins which may develop in 
persons infected by the typhoid or paratyphoid bacilli (or 
in subjects of typhoid-paratyphoid vaccination, are 
threefold, corresponding to the triple nature of the 
bacterial antigens. The “ flagellar ”’ or “ H ” agglutinin, 
which is a response on the part of the infected (or 
inoculated) person to the antigenic action of the bacterial 
flagella, reveals itself in the test-tube as a loose floccula- 
tion, developing rapidly (end-point within 2 hours), 
easily shaken up, often appearing up to high dilutions of 
the serum, but absent, feeble or delayed in an appreciable 
proportion of cases, the proportion varying in different 
outbreaks of typhoid fever ; in paratyphoid fever, on the 
other hand, it is almost invariably abundant. The 


, now of general application in piped supplies, 
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“ somatic ” or ‘‘ O ” agglutinin which is a response to the 
antigenic action of the bodies alone of the bacteria, 
reveals itself in the test-tube as a granular clumping, 
developing slowly (end-point at 50° C within 24 hours), 
not readily broken up by shaking and reaching on the 
average less high titres in the serum. It is rarely absent 
in typhoid fever and often precedes the H-agglutinin 
though it may not be demonstrable till the third week of 
the illness or later. Titres of 1 : 30 for H agglutinin and 
1:50 to 1: 100 for O agglutinin in a macroscopic test 
with “‘ standard ” suspensions would be strong presump- 
tive evidence of the existence of-a typhoid infection, 
provided the patient had never before had an attack or 
received T.A.B. vaccine. 

It is in cases with a history of either of these that 
difficulty arises in the interpretation of an agglutination 
test. Repetition of the test with evidence of a progres- 
sive rise in titre in the course of the illness will strengthen 
the presumption of an existing typhoid infection, but 
even this may not be infallible since other infections may 
in such persons act as a non-specific stimulus and increase 
the production of the old typhoid agglutinin. Little 
reliance can be placed on differing titres or irregularity in 
the rise of agglutinin for the typhoid bacillus as com- 
pared with paratyphoid A, B or C in such persons as an 
aid to diagnosis between typhoid and paratyphoid fever. 

Demonstration of the Vi antibody (by an agglutination 
test on typhoid cultures containing the ‘Vi antigen, as 
described by Felix) is often possible early in the disease 
and is conclusive proof of quite recent or existing 
typhoid infection even when detectable only in very 
small amounts. The reaction is also given by chronic 
typhoid ‘“‘ carriers,” urinary, feecal or ‘‘ closed,” and by 
the rare cases of paratyphoid fever of the C type. 


DETECTION OF SOURCE AND PREVENTION OF SPREAD 


The measures chiefly responsible for the great diminu- 
tion in prevalence of enteric fever are the water-carriage 
system of sewage disposal and the exclusion of human 
excretal pollution from water-supplies, milk, shellfish 
and other foods liable to be ingested without cooking or 
further cooking. The chlorination of drinking water, 
the 
pasteurisation of milk, the reduction in numbers of insect 
‘vectors, especially the house-fly, the exclusion by law 
of carriers of infection from the preparation or handling 
of food or drink, and the recognition among the general 
population of the risks attached to lack of personal 
cleanliness are all additional important factors. In spite 
of these, both sporadic cases and large epidemics still 
occur. Epidemics usually owe their origin to some 
failure in the measures of protection, so that bulk 
supplies of water, milk or food become specifically 
infected ; sporadic cases arise chiefly from casual contact 
—direct or via food or drink—with the many thousands 
of chronic carriers still existing in the country as a 
legacy from previous endemic and epidemic prevalence 
of the disease. The sporadic case which escapes early 
recognition is perhaps the most important source of 
outbreaks nowadays and is the most likely agent to 
break through the complex armour created by modern 
sanitation. And the sporadic case is itself a warning that 
previous preventive measures have in some way failed. 

One of the chief functions of the M.O.H. is to trace and 
stop sources of infection producing illness in his own or 
other districts ; and in no infection is it more necessary 
or more easy to do so than in enteric fever. In every 
case of enteric fever it should be possible by careful 
search to discover a reasonably probable source and to 
close it. But the ease of discovery is in proportion to 
the amount of systematic field inquiry performed on 
similar cases in a particular. district in previous months 
and years. The following steps, which should be taken 
by the M.O.H. on the occurrence of a case, represent a 
mere outline of such a field inquiry. . 


Immediately a case is notified, the M.O.H. should advise 
all practitioners in his district of its existence and ask them to 
take specimens (blood, urine and feces) for culture tests' from 
any patient with fever or other suggestive symptoms in their 
practices. He or one of his medical staff should visit the 
household and take similar specimens from all persons with 
any suspicious clinical history who have lived there during at 
least the preceding 14 days. A primary missed case, or other 
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mild or atypical cases of an origin similar to the one in question, 


may in this way be found. 

He should make full and careful inquiry from the patient, 
if not too ill, and from the other members of the household as 
to water, milk and food, especially food purchased and con- 
sumed by the patient without further cooking, such as bread, 
cakes and pastries, ice-cream, soft drinks, salads, watercress, 
beetroot, shellfish, cooked meat or ham, cheese and fruit. 
The inquiries should be directed in particular to the period 
from 7 to 14 days before the onset of symptoms. The answers 
should be recorded in tabular form (column headings for 
each of these substances with entries as to date and place of 
purchase and consumption). Special records should be made 
of food and drink consumed outside the home. A history 
of diarrhea, with or without vomiting, 10-14 days before the 
onset of enteric symptoms is significant and may give the clue 
to the article of food or drink to be suspected. Similar 
entries should be made for as many as possible of the other 
members of the household. In this way it may be possible 


to narrow down the further field of inquiry to a very few .- 


articles, if all the others have been consumed with impunity 
by a considerable number of other persons. It will not always 
be right, however, to exonerate water or milk on the ground 
ef apparent safe consumption by others: intermittent 
slight contamination of such articles may go on for long periods 
with only an occasional case of enteric fever among the 


" consumers, 


Contact with a previous case or suspected case should, 
of course, always be inquired into. and all other members of 
the household should be asked about their previous illnesses ; 
a history of typhoid or paratyphoid, however remote, is 
always of possible significance, since 2-4% of patients who 
recover from these diseases continue to excrete the specific 
bacteria for periods of years, or for their lifetime. History 
of gall-bladder symptoms among household contacts is also 
suspicious. Unless it can be shown that another source of the 
infection investigated is practically certain, it will be wise to 


- have the blood of such suspicious contacts examined for Vi 


and other agglutinins, and, if positive, to have cultures made 
from their excreta on at least 3 occasions. . 


These inquiries may be successful in detecting the 
source of infection of a solitary case of typhoid or para- 
typhoid infection or they may leave in doubt two or more 
possibilities. ‘The data obtained. should be carefully 
filed for consultation when next a case of these diseases 
occurs and is similarly investigated. Any coincidence in 
the 2 cases will obviously arouse suspicion and demand the 
closest inquiry—for example, articles of food from the 
same ‘source,. @ casual meal shared, a particular milk 
supply, a particular’ cook concerned. When several 
cases occur about the same time detection becomes at 
once easier, since detailed inquiry on the lines indicated 
will quickly narrow the field to a small number of 


common factors, each of which can then be intensively ” 


studied with the help of the laboratory. A new and 
valuable laboratory aid to epidemiological investigation 
of cases of typhoid fever (but not of paratyphoid) is the 
identification of ‘‘ types ’’ of typhoid bacilli on the basis 
of sensitiveness to type bacteriophages. The number 
of such established ‘* phage-types’”’ is already great 
enough to signify a probable common origin in cases 
where type-character of strains from different cases 
coincides (Craigie and Yen, 1938). 


WATER, MILK AND FOOD 


Water as a common factor should never be lightly - 


dismissed, because, in spite of all precautions, a supply 
which has been satisfactory for many years may have 
been polluted. . Moreover it has often happened that 
pollution of a large supply has been followed not by a 
widespread outbreak but by a few scattered cases among 
the many hundreds of consumers. Suspicion should 
always arise if building operations have been proceeding 
on a gathering ground, or if extensions, repairs or other 
alterations have been going on in water-works. The 
recent history of actual distribution of water to the house 
or houses concerned should be inquired into—for 
example, any temporary suspension of main supply for 
repairs or additions to mains or service pipes should be 
suspect, particularly if drains and sewers in close 
proximity are known to have been defective. The 
M.O.H. is finally responsible for the purity of the water 
supplies in his district ; he should maintain close rela- 
tions with the water engineer and be ready with warnings 


r 
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and advice when any alterations in the routine 
mechanism of supply are contemplated. The necessity 
for regular laboratory examination of piped supplies has 
been emphasised in recent circulars and memoranda 
from the Ministry of Health, and the Ministry’s Report 
No. 71 on the bacteriological examination of water 
supplies should be consulted in the interpretation of 
laboratory reports. In face of an outbreak in which . 
water is suspected as the vehicle, steps should be taken 
at once to ensure adequate chlorination of. the supply ; 
until this has been done, consumers must be warned to 
use only boiled water for drinking, tooth cleansing, 
personal ablutions and dish washing. 

Milk may be specifically infected in a variety of ways: 
(a) perhaps most commonly, by the use of infected water 
for cooling the milk (leakage in cooler) or for washing or 
cooling milk utensils; (b) by a chronic carrier or case in 
the ambulant or incubation stage during milking, 
bottling or otherwise handling milk or its containers with 
contaminated hands ; (c) perhaps in rare instances {and 
not completely proved) by specific infection of the cow’s 
udder and subsequent excretion of infected milk. 
Efficient pasteurisation will prevent (c) but will be 
frustrated if carelessness in (a) and (b) produces post- 
pasteurisation infection. Outbreaks conveyed by milk 
have been as common as those by water in the past 40 
years, though many of them have been ‘primarily due to 
infected water gaining access to the milk. When milk 
is suspected, the M.O.H. has power under the Milk and 
Dairies Order 1926 and 1938 to stop its sale. Pending 
proper pasteurisation of the supply consumers must be 
warned that boiling is necessary. | 

F'ood.—For many years outbreaks of both typhoid and 
paratyphoid have been regularly traced to food purchased 
and consumed without further cooking, such as bread, 
cakes (particularly those with cream fillings), cheese, 
cooked beef and ham. In a fair number of instances 
the presumption that a particular food manufacturer or 
retailer was concerned—since the consumption of food 
from one particular source was the only factor common 
to all the cases—has been strengthened by the discovery, 
among shop or factory personnel, of excreters of the 
specific bacteria, usually Bact. paratyphosum B. Excep- 
tionally, true chronic carriers have been so found but 
much more often the infective condition of members of 
the staff has been temporary, due to an actual attack of 
the disease of sufficient mildness to allow the subject to 
continue at work ; indeed, in some of these no symptoms 
at all have accompanied temporary profuse excretion of 
the specific bacteria in fæces or urine. It is not always, 
of even often, possible to say, after due consideration of 
the clinical history, whether such ambulant or clinically 
undetectable infections ina shop have been the primary 
source which caused the outbreak or whether the patients 


have been victims of the epidemic itself. Not uncom- 


monly the balance of evidence has suggested that some 
undiscovered source of infection has been first operative, 
producing a case or cases of the disease among the shop 
personnel, and that the continuation and main height 
of the epidemic have been due to the contamination of 
food by these cases during incubation and the early 
stages of illness. 

The conclusion is that the chief cause of food-spread of 
paratyphoid fever is the ambulant case or symptomless 
excreter and this conclusion is in harmony with the 
preponderance of paratyphoid in epidemics spread in this 
fashion, since ambulant cases of typhoid are relatively 
rare whereas in paratyphoid they are very common. 
is usual, when suspected shop personnel are investigated 
bacteriologically, to find a fair proportion infected, and 
scattering infection, without any clinical evidence of 
disease and with only a vaguely suspicious clinical 
history during the relevant preceding period. The 
existence of many similar persons among the consumers 
of the infected food outside the shop can be safely 
presumed and has, in fact, been proved in the few 
instances where extensive bacteriological investigation 
has been possible. 

The detection, and suspension from food handling, of 
one or more infected persons at the first survey of a 
suspected staff can never give assurance that danger has 
been overcome. Members of the staff who show no 
clinical signs of the disease, and give negative bacterio- 
logical findings on first examination, may be suffering 


a8 
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from clinically inapparent infection associated with inter- 
mittent excretion or may be incubating the disease. All 
members of such a staff should be kept under careful 
clinical and bacteriological observation for at least 4 
` weeks after the occurrence of the primary cases. Great 
care should also be taken to ensure that all members of 
the staff are accounted for at the prelimi survey and 
_ that an employee who is at this time absent with a 
supposedly trivial illness does not subsequently return 
work without a thorough examination. The effective 
control of such an outbreak makes great demands on the 
M.O.H. and his staff and on the staff of the laboratory, 
and it is only by close collaboration between them at 
every stage that success can be achieved. 

The legal authority in England and Wales to which 
the M.O.H. can appeal in his search for infected persons 
employed in the preparation or handling of food or drink 
is contained in the Public Health (Infectious Diseases) 
Regulations, 1927 (S.R. and O. 1927, No. 1004); in part 
III of the first schedule it is laid down that, if a M.O.H. 
has grounds for suspecting that any person in his district 
so employed may be a carrier of enteric fever (or dysen- 

» he shall report to the local authority. The local 
authority may then require a medical examination of the 
suspected person. If from the result of such examina- 
tion or from other evidence the suspected person is found 
to be a carrier, the M.O.H. must report to the local 
authority who may give notice to the responsible manager 
of the business in which the carrier is employed and to 
the carrier himself with a view to preventing for a 
specified time the employment of that person in any 
trade or business concerned with the preparation or 
handling of food or drink for human consumption. In 
practice, of course, the operation of such legal machinery 
will rarely be required. Under section 13 of the Food 
and Drugs Act, 1938, persons employed in a room used 
for the sale, or the preparation for sale, of food intended 
for human consumption other than milk (dealt with in 
the Milk and Dairies Orders, 1926 and 1938), are required 
to observe due cleanliness as regards themselves, the 
room and all articles in it. Except where the only food 
sold or stored in the room is in containers so that all risk 
of contamination is excluded, it is further required that 
suitable washing basins with a sufficient supply of soap, 
clean towels and clean water, both hot and cold, shall be 
provided for the use of persons employed in the room. 
In Scotland, under article 13 of the Public Health 
Infectious Diseases Regulations (Scotland), 1932, the 
local authority has the power to deal with any person 
adjudged to be a carrier of an infectious disease as 
though this person actually suffered from the infection ; 
he may be notified to the M.O.H. and isolated in hospital 
or otherwise so as to prevent spread to the community. 
A carrier must be certified as such by a M.O.H. and one 
other registered practitioner, 
renewable every three months, with due regard to 
revision and right of appeal. 

The M.O.H. should, through his officers, ensure by 
constant supervision and admonition that the facilities 
for proper cleanliness provided to comply with the Food 
and Drugs Act are adequately used. He will do well to 
warn employees that they are particularly liable to 
convey infection to food during an attack of diarrhea, 
that they should use particular care in hand-washing in 
such circumstances, and that, if the attack is severe or 
associated with symptoms of general illness, they should 
inform their employer, who should suspend them from 
work, and, in consultation with the M.O.H. or their 
medical attendant, should have specimens of their 
- excreta examined bacteriologically and reported negative 
before allowing them to resume. Some such notice as 
the following might with advantage be posted in the 
kitchen of every restaurant and in the lavatory of every 
vendor of provisions and cooked meats : 

Employees whose duties involve the handling of food before 
or during its sale are warned that they are liable to convey 
infectious disease to consumers, should they neglect careful 
washing of hands after a movement of the bowels or after 
passing water. The danger is particularly great if they 
are suffering from an attack of diarrhcea, and for some time 
after it. If such an attack of diarrhoea is severe and is 
associated with a feeling of illness, they should inform their 
employer who should suspend them from any work involving 
the handling of food, and, in consultation with the medical 
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officer of health or their medical attendant, should have 


specimens of their excreta examined by a public-health | 
laboratory. They should not return to the handling of food ` 


until these specimens have been reported as negative. 


Regular bacteriological testing of the excreta of — 
commercial food handlers to detect and exclude infective | 


persons has been propon re even carried out in the 
United States, but the results have been negligible and 
the practice has been generally abandoned. On the 
other hand, an examination of waterworks personnel, 
especially those who are employed in the cleaning of 
filter beds and reservoirs, to exclude chronic enteric 
carriers has become common practice. Vaccination of 
food handlers against enteric has been proposed but 
could not be expected to diminish the ce a of 
their becoming temporarily infective. 


THE CHRONIC CARRIER 


The carrier is the most important factor in the continued 
existence of typhoid or paratyphoid fever as an endemic 
disease, and is, in addition, a common source of large 
outbreaks (see Browning et al. 1933). Chronic carriers 
are defined as people who, as the result of infection with 
the typhoid or paratyphoid bacillus, with or without 
accompanying illness, continue to excrete these baci 
in their feeces or urine or both. They are distinguished 
from temporary carriers by a more or less arbitrary 
time limit of a year from the date of infection or from the 
first known excretion. Temporary carriers may be 
either passive (excreting bacilli which have multiplied 
in the contents of the intestines without producing 
disease ; common in paratyphoid), or active (suffering or 
convalescing from an attack of the disease). Many 
chronic carriers, perhaps most, continue as such for the 
rest of their lives. Rare cases of chronic infection of 
bones or serous cavities without alimentary or urinary 
excretion of the specific bacilli also occur; the purulent 
exudate in such lesions may be infective when discharged. 
The numbers of bacteria which chronic carriers excrete 
are very variable. Excretion in the fæces, for reasons 
which are obscure, is often intermittent, and may vary 
from complete absence of bacteria for weeks or months, 
as far as careful search can determine, to pure and 
abundant daily culture. Excretion in the urine is almost 
always continuous, and often profuse. Opportunities of 
‘conveying infection make some carriers more erous 
than others, but there are instances of carriers of long 
date to whom no case of infection can be traced in spite 
of obvious opportunity. 

The search for a carrier among suspected contacts may 
be long and arduous. When the number of suspects is 
small, cultures of urine and fæces should be made from 
all on at least three occasions separated by a week. 
When the number is large a preety selection by 
agglutination tests is impose These tests may be 
threefold: against the He the O and the Vi antigens. 
Of these, the first is almost useless in people who have 
had T.A.B. vaccination or an authenticated attack of the 
disease, but may furnish useful indications in those who 
have not. O agglutination can arouse suspicion of the 
carrier state even in vaccinated persons, provided the 
vaccination is not of more recent date than about 2 
months. A positive Vi agglutination test strongly 
suggests that the person is a chronic carrier; it may, of 
course, be positive during an attack of the disease but 
only remains so for a short time after recovery. On the 
other hand, vaccination with the vaccines hitherto in use 
does not produce Vi agglutinin. A “ Vi-positive ” there- 
fore demands prolonged cultural examination with all 
the available adjuvants, (including at least two examina- 
tions of duodenal juice containing bile) before freedom 
from infection is reported. The possibility that such 
people may have a closed focus of infection should be 
remembered. Negative reactions to the Vi test, on the 
other hand, can be dismissed with almost complete 
safety in a preliminary survey, since not more than 5% 
of true chronic carriers will give a negative Vi reaction 
(but see Horgan and Drysdale 1940). Hitherto the Vi 
test has been applicable only to typhoid and not to 
paratyphoid carriers. Rare instances have been recorded 
of people excreting typhoid bacilli for weeks or month: 
without symptoms but finally developing a typical attack 
of typhoid fever. The pathology of such ‘‘ precocious ” 
carriers is obscure. 


i 
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' second line of defence against enteric fever ; 
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In collecting specimens of excreta for culture it is often best 
to get the subjects to spend a night in a hospital ward so that 
there is no risk of substitution or other falsification. In the 
home, or even in hospital, it is advisable to use for stool 
specimens, instead of the ordinary chamber pot or bed pan 
for defecation, waxed cardboard containers which can be 
destroyed after use. 


The control of chronic carriers, apart from those 
employed in the commercial handling of food (who can 
be dealt with as described above) is not simple. Segrega- 
tion, except in institutional cases, is impossible and 
treatment difficult. The sense of contamination and 
the restrictions imposed have led in not a few cases to 
mental breakdown, and this risk should be remembered 
in dealing with them. For fecal carriers cholecystectomy 
offers good prospect of cure (and of relief of the symptoms 
of cholecystitis which are often present) but the operation 
mortality is not negligible and its dangers must be 
carefully explained to the prospective subject. Pending 
the discovery of easier methods of successful treatment, 


education of the carrier in personal hygiene so as to 


prevent spread of infection to others is the most important 
control measure. A local authority may be justified in 
Ppensioning off, on conditions, carriers in dangerous 
occupations such as cooks. 


THE PATIENT 


The enteric patient requires the most careful handling 
to prevent his being a danger to others. Stools, urine 
and sputum and their containers, soiled clothing and 
bedding, table utensils, crockery and remains of food 
must all be properly disinfected with as little delay as 
possible. Access of flies to the patient and his excreta 
must be prevented. Treatment in an isolation hospital 
will almost always be necessary. Particular care must 
be taken to prevent infectious material gaining access to 
drains and sewers or to laundries and kitchens. The 
discharge of the convalescent from hospital should be 
conditional on negative results of adequate bacterio- 
logical examination of his excreta: the fsecal specimens 
should be taken after administration of a cholagogue— 
e.g., Magnesium sulphate. 


PREVENTION 


Personal hygiene.—A high standard of personal 
cleanliness in the general population is one of the most 
effective barriers to the spread of intestinal infections. 
Education in the hygiene of the toilet should begin with 
the quite young child so that hand-washing after 
defeecation or urination becomes an automatic habit. 
Much is yet to be done in the proper provision of facilities 
for this in association with the water-closet. A tap with 
soap and water should be as much a closet fixture as a 
supply of toilet paper and their provision should be 
insisted on in house repair and new construction. Hand- 
washing by the cook before preparing food and by all 
persons before eating it should be an equally rigid 
custom. | 

Immunisation.—Vaccine prophylaxis is a valuable 
though 
there is evidence that the protection conferred by it is 
merely relative, and that while it reduces the risk from 
casual contact it may be quite ineffective when the dose 
of infection is abnormally heavy as shown by the high 
percentage of cases among those exposed (Hawn et al., 
1919). The rôle of active and passive immunisation in 
the control of enteric infection and the effects of vaccina- 
tion in lessening or increasing the severity of the disease 


(‘‘ provocation typhoid ”) have been fully dealt with by | 


"’Topley (1938). 


The vaccine commonly used consists of a mixture of 
suspensions in saline of the typhoid bacillus and the 


’ paratyphoid bacilli of types A and B, killed by heat and 


? not ‘* detoxicated ” ; it is administered by subcutaneous 
* injection in appropriate amounts on at least two occa- 


sions separated by at least a week and preferably longer. 
A single dose annually thereafter, or once in 2 years, will 
maintain a high level of protection. There are no 


‘ contra-indications, except that it is inadvisable to give 


‘ the injection during pyrexia from any cause; with due 


» regard to dosage it may properly be given to people of 
“any age from 1 year onwards. 


General reactions 
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(languor and malaise for 12—24 hours with slight rise of 
temperature) and local reactions (swelling, erythema, 
pain and muscular stiffness) occur in a variable propor- 
tion of subjects but are rarely so serious as to interfere 
with ordinary activity. It would be premature to 
discuss modern developments in enteric vaccination, 
such as the addition of paratyphoid © (“ T.A.B.C. 
vaccine ”), modifications in methods of preparation and 
killing of the bacteria, or the use of more potent fractions 
of bacterial extracts. 

In normal times in this country the risk of contracting 
enteric fever is so small that vaccine prophylaxis is 
generally looked ón as a superfluous precaution. On the 
other hand, the staff of fever hospitals, members of the 
armed forces and people going to countries with a high 
endemic prevalence of enteric fever are categories 
normally requiring and receiving it. In time of war, of 
course, the risk of getting enteric fever may become 
much greater and mass immunisation in small or large 
areas of the country may become imperative. 

The question remains whether prophylactic vaccina- 
tion has any part to play in the control of an actual 
outbreak of the disease. If the vehicle of infection— 
water, milk or food—has been found and stopped, it 
seems clear that vaccination would be too late to 
protect those in the incubation stage and unnece for 
those who have escaped infection. Household contacts 
of known cases will be in the same position, with a few 
exceptions. Contacts of people who are still in the 
incubation stage obviously cannot be known beforehand 
and will ordinarily form so small a proportion of the total 
population in the affected district that mass immunisa- 
tion of that population, so as to include them, would 
rarely be justified. An outbreak continuing without 
discoverable source is not likely to arise in this country ; 
it would, however, be equivalent to a state of high 
endemic incidence of ‘enteric fever and might similarly 
require mass immunisation as a protection pending the 
removal of the sanitary defects responsible. Examples 
of communities in which such prolonged high incidence 
of enteric fever may occur are mental hospitals, inden- 
tured labour camps and coolie lines. In these mass 
immunisation has been highly successful in reducing both 
incidence and total mortality. 

Vaccination by the alimentary route—very large doses 
of dead culture being swallowed in the form of pills—has 
not been proved to give protection comparable to that 
obtained by subcutaneous injection and should never be 
substituted if the latter is at all practicable. 

Passive immunisation, with antityphoid serum from 
horses, which contains Vi and O antibodies in high 
concentration, is theoretically possible. It would be the 
method of choice for the protection of people who are 
known to have been exposed to infection and are still 
within the incubation period. The brief protection it 
might bring against an uncertain chance of contracting 
typhoid fever would have to be weighed against the 
known discomforts of serum sickness. The degree of 
probability that a heavy infection may have occurred 
should decide for or against. 
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A circular issued by the Home Office and signed by Sir 
Alexander Maxwell, permanent under-secretary, states that 
provisional figures for the first four months of 1940 show that 
there is an increase by more than half of young people under 
17 found guilty of indictable offences as compared with the 
same period in 1939. This has thrown a severe strain on 
accommodation in remand homes, and the Home Office urges 
each authority at once to increase its pre-war accommodation 
by half. Speed is essential and unless neighbouring authori- 
ties can agree on immediate joint action each should make 
separate provision for the present and leave any combined 
scheme for the future. 
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NEUROSIS | 
AS VIEWED BY A REGIMENTAL MEDICAL 
| OFFICER 


By A. D. Leiau, M.B., B.Sc. Manc. 


LIEUTENANT, R.A.M.C. 


For five months, until its disbandment, I was regi- 
mental medical officer to a large driver-training centre 
of the R.A.S.C., where there was an intake of about 
400 conscripts every month, 400 volunteers every two 
months and a permanent staff of nearly 600 men and 
members of the A.T.S. The men received eight weeks’ 
training before being drafted to operational units and 
were under continuous medical observation during this 
period. In my first month it became obvious that 


psyehiatric problems were going to form the bulk of the . 


major cases, as distinct from the ‘‘ sore-throat, boils and 
bunion ” class, and I decided to take as full a psycho- 
logical case-history as possiblé from any patient suspected 
of psychiatric illness. | 

Four months elapsed before the last recruit left the 
centre, and during this period 58 cases were studied ; 
7 (1:6%) occurred among 442 men of the permanent 
staff, 15 (2%) among 752 men of the returned B.E.F. 
who became attached to the centre, and 36 (2 2%) during 
the first eight weeks’ training of 1620 recruits. The 
cases fell into four main groups: fatigue and exhaustion ; 
anxiety and psychosomatic disorders; hysteria with 
coriversion or anxiety; and mental deficiency (see 


table). l 
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FATIGUE AND EXHAUSTION 


Of 6 cases of exhaustion 5 were among the returned 
B.E.F. and 1 in an elderly sergeant of the permanent 
staff. These men responded to treatment easily and all 
returned to duty within seven days. The men from the 
B.E.F. showed the common signs of tremors, sleepless- 
ness, a rapid pulse and a feeling of physical exhaustion ; 

had been on a torpedoed troopship and still had horrible 
dreams of the sinking ship. Phenobarbitone (gr. 1) at 
night, bed and warmth produced considerable alleviation 
of symptoms in twenty-four hours. The sergeant had 
been working hard on transport organisation for. five 
months without leave; he had tremors of the closed 
eyelids and outstretched hands, inability to concentrate 
and sleeplessness ; seven days’ sick leave resulted in his 
return “a new man,” as he said. These patients were 
the simplest group to diagnose and treat; in no other 
group was anything like the same success achieved. 


1 
ANXIETY AND PSYCHOSOMATIC DISORDERS 


There is a definite progression from simple fatigue to 
fully fledged anxiety neurosis or effort syndrome and 
diagnosis may be difficult. Effort syndrome, a group of 
stress dyspepsias, and 2 cases of emotional diarrhoca 
are included in the psychosomatic group. The danger of 
mistaking for organic disease a psychosomatic disorder 
is serious, but in the field it is impossible to investigate 
radiologically every case of abdominal pain or to examine 
the stools of every case of diarrhcea. Wherever possible 
the laboratory was used fully, especially in cases of effort 
syndrome, because it is easy to miss early tuberculosis 
in such patients. That 6 cases of very early tuberculosis 
were detected at the centre during the four months 
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suggests, perhaps, that as careful a differential diagnosis 
was e as possible. ; | . 
Treatment and prognosis in this group were difficult. 
Should a man be kept on training, sent to hospital or 
put before a board ? The large number of men in the 
war of 1914-18 who suffered from psychosomatic 
disturbance (44,000 cases of effort syndrome alone were 
drawing pensions in 1921) shows how much waste in 
men and money arose from this cause. If similar waste 
is to be avoided this time it is imperative to develop a | 
system that will keep as much of this unstable material 
as possible out of the Army, and will facilitate easy and 
rapid discharge. Apart from the stress dyspepsias these 
men will clearly never make soldiers or be anything other | 
than a gross liability to combatant and medical services. 

Anxiety neurosis.—The prognosis of the soldier with 
anxiety neurosis is invariably bad. Even in the mild 
cases there is no hope of recovery while in the Army. 
One man approached the clinical state of malignant 
anxiety described by Mira (1939) although he had been 
submitted to none of the stresses of active soldiering. 
It was difficult to decide whether a case should be 
labelled anxiety ‘neurosis or effort syndrome for one 
merges into the other; not that this really matters for 
the prognosis is bad in both conditions. My remarks 
on effort syndrome apply equally to anxiety neurosis. 

Effort syndrome.—What was variously called D.A.H., 
irritable heart, and neurocirculatory asthenia proved 
to be a great drag on medical and financial services in 
the last war; and in spite of the studies made of the 
condition (Lewis 1940, Culpin 1916, 1931, Miller’ 1940, 
Parkinson 1916, Abrahams 1917) a like problem presents 
itself today. As a field study the subject is still fraught 
with difficulty, not only because of the problems of 
differential diagnosis but because many doctors—includ- 
ing specialists—have no conception of what the disorder 
is. In this series 9 cases were seen, 5 among the recruits, 
1 from the permanant staff and 3 from the returned 
B.E.F. An attempt at a full psychological case-history 
was made in all 9 cases. The time taken for this form 
of investigation restricts its general use in the field, but 
some interesting facts were brought to light: 4 had had 
a previous breakdown ; 1 had a bad family history and 1 
a history of a hysterical fugue; there was a family 
history of heart trouble in 3, and D.A.H. had previously 
been diagnosed in 2; in 3 there was nothing abnormal 
in the history. The high incidence of psychological break- 
down tallied with the independent recognition by medical 
orderlies that these patients were unstable material and 
by N.C.O.s that they were untrustworthy soldiers. 


A history of mental instability was in some cases extremely 


hard to unearth. In one patient not a single fact came to 


light during a two-hour session; two days later a letter 
arrived from the man: ‘“ It happened two years ago, I came 
home to my lodging about 11 o’clock one night, everybody 
was in bed so I got my own supper and lit a cigarette and 
began to read the paper. Suddenly an inexplainable sensa- 
tion of depression came over me, and’ the next thing I re- 
member was awakening in bed at my sister’s home, about 
7 miles away, with 2 days missing from my mind.’ This 
seems to indicate a hysterical fugue. He had all the symp- 
toms of effort syndrome, and an exercise-tolerance test of 
72, 108, 96, 72. 


The type of man with effort syndrome was fairly 
constant; nearly all were thin, asthenic and worried- 
looking, with sallow cheeks and dank hair and no realisa- 
tion that they were mentally, not physically, ill. -They 
had transferred their conscious anxiety completely to 
their cardiovascular systems. Will to recovery was never 
very intense; they seemed to. be passive spectators of 
this disordered action of the heart and never very 
interested in whether they were going to live or die. 
I felt strongly that these men would never be the 
slightest use as soldiers and this is the opinion of most 
R.M.O.’s I have met. I treated them by reassurance and 
let them remain on duty as far as possible, but I evolved 
no satisfactory line of treatment which could be used by a 
unit medical officer. Textbooks assume that simple 
assurance that there is no heart disease will be successful. 
but this is belied in practice. Graduated training in 
the unit is useless. 

Stress dyspepsia.—Men with stress dyspepsia formed 
the largest group in the series (26 cases). The R.M.O., 
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dogged by the constant fear of dubbing a gastric or 
duodenal ulcer ‘ functional,” must decide whether to 
ask for a radiogram, whether to grant a man a ration 
allowance instead of letting him feed with his comrades, 
or whether he is malingering. A field diagnosis can as 
a rule be made fairly accurately. In this series two men 
with large peptic ulcers were distinguished from the 
group, radiologically verified, and discharged from ‘the 
service. The emotional factors at play in peptic ulcera- 
tion (Davies and Wilson 1939, Wilson 1938, 1939) make 
for confusion and possible danger, but the risk must 
be taken in dealing with a large number of cases. . One 
perforation was encountered, undoubtedly produced by 
acute stress. 

Of the cases of stress dyspepsia, 19 were in recruits, 
2 in the permanent staff, and 5 in the returned B.E.F. 
Fear and anxiety were the emotional factors at work in 
all these cases and symptoms were often accentuated on 
guard or outpost duty, or when under driving instruction 
—in fact in any situation imposing any tension. Pain 
was usually in the mid-epigastrium, sharp and with no 
definite relation to food. Often patients complained of 
permanent discomfort in the epigastrium with a sensa- 
tion of fullness, accentuated by wearing belts and equip- 
ment. This feeling—‘‘ it’s always there, sir’’—was a 
common feature, and I have come to regard it as a sign 
that no active ulcerative process is at work. That the 
pain was real cannot be doubted and the sufferers were 
a chemists’ godsend. It was accentuated by stress. 
One man had an exacerbation of his symptoms when 
posted away to the East, with vomiting and diarrhoea. 
The correct treatment here would have been to remove 
him from the draft, but away he went. Belching was 
especially common in the older men—both the per- 
manent staff cases belched noisily and often. Vomiting 
was rare, but usually resulted if the man was exposed 
to extra stress, such as guard duty (the unit was guarding 
the coast during days of threatened invasion). Three 
men taken off guard owing to vomiting and seen next 
day all fitted into this class of stress dyspepsia. Appetite 
was usually good and most men could take the Army 
food. It was always a problem whether or not to grant 
allowance in lieu of rations. Other symptoms, such as 
fatigue, tremors, headaches, or dyspnoea, were un- 
common. Two malingerers were at first treated as 
stress dyspepsias and were detected only after about 
six weeks’ observation and radiology of the stomach. A 
malingerer will usually trip up if watched long and 
closely enough. On the whole, stress dyspepsia in 
recruits was found to be only temporary, developing 
during the first three weeks of training, and amounting 
merely to a heightening of the abdominal sensations 
which normal people experience with fear and anxiety. 
Assurance that there is no disease in the stomach and an 
alkaline mixture to reduce the hyperacidity led to 
. speedy improvement, and when I diagnosed stress 
dyspepsia I sent the man back to duty for four days’ 
trial of this simple treatment. At the end of this period 
many had no pain and no discomfort and those still 
complaining were given a further four days’ medicine 
and duty. Only 1 of the 19 recruits proved so resistant 
that hospital treatment was necessary and the hospital 
findings in his case were negative. Thus the outlook was 
almost invariably good and full training was part of the 
treatment. 
staff—men of 39 and 45—were more resistant. Both 
were admitted to hospital for investigation and returned 
to duty with negative findings and uncured. They 
belonged to the ‘‘ bottle a week ” class and were kept 
fairly happy on medicine and duty. Stress dyspeptics 
of this type cling to their complaint and let nothing shake 
it from them. They are miserable-looking individuals, 
determined to live and die with their stomach-aches, 
who cause a great’ deal of worry and expense to the 
medical services. The feeling left after dealing with them 
for four months was that they would be better discharged. 
The 5 cases from the B.E.F. were not connected ztio- 
logically with the evacuation from Dunkirk and the same 
remarks apply to them. 

Emotional diarrhoa.—In the absence of stool analyses 
and laboratory investigation diarrhoea offers difficulties 
for the R.M.O. Two cases of emotional diarrhoea were 
seen, both returned B.Ł.F. men, and both showed 
tremors of eyelids, tongue and outslretched hands. A 


NEUROSIS AS VIEWED BY A REGIMENTAL MEDICAL OFFICER 


Two cases derived from the permanent - 
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rapid pulse-rate, sleeplessness and night terrors, with 
starting ‘and sweating when the siren sounded, were 
common to both, and both had horrific tales to tell of 
the retreat from Dunkirk. They said they were suffering 
from dysentery. The diagnosis of emotional diarrhea 
was tentatively made, and on this basis each man was 
reassured and given phenobarbitone (gr. 4) to take on 
going to bed and Charkaolin (31 t.d.s.) 
with which the diarrhoea cleared up was remarkable and 
after a week both men returned to their unit. Then one 
man wrote from a hospital to which he had been admitted 
after collapsing at Victoria Station. He was complaining 
of epigastric pain and ‘‘ dysentery~’? He begged me to 
go and visit him because I ‘‘ knew his condition. better 
than anyone else ’’ and though he had recovered in forty- 
eight hours before, now the ‘‘ dysentery had returned and 
was showing no signs of going.” This man had had 


previous attacks of diarrhoea always related to emotion,. 


although he had never associated the two in his mind, 
and the outlook for recovery seemed poor. The other 
man returned to his unit and is still working as far as I 
know. . Neither was observed long enough to allow of 
proper study and the ease with which the symptoms 
were removed was no indication of cure. Their prog- 
nosis as soldiers, however, seems bad. -> 


HYSTERIA 


Hysteria can be diagnosed relatively easily ; 7 cases 
were encountered, 5 among recruits and 2 among the 
permanent staff. Hysterical epileptic attacks occurred 
in 3, anxiety hysteria in 3 more and 1 had conversion 
hysteria. The epilepsies were all related to acute 
emotional problems, and followed a simple pattern. 
The 3 men were good soldiers, willing workers, and 
had no previous mental instability. Their after- 


- history with the unit showed no abnormality. Three 


cases of anxiety hysteria on the other hand were 
expensive and useless soldiers. All had a history of 
previous breakdown and their whole lives had been 
maladjusted. One was a treasure-trove of psycho- 
pathology, who wrote his complaints in autobiographical 
style. All 3 had the same story of psychological break- 
down, poor response to training and eventual hospitalisa- 
tion. The one case of conversion hysteria was actually 
produced in the training period; the man considered 
himself unfit for marching owing to an old fracture of 
the femur, and developed a hysterical stiffness of the 
whole lower limb. The leg had been thoroughly examined 
previously and no stiffness had been present. He was 
charged as a malingerer, although this was probably 
wrong, and posted to a field unit. The feeling that he 
“ was getting away with it” added the wrong bias 
and undoubtedly the right treatment would have been 
to discharge him. . | 


MENTAL DEFECTIVES 


It is the fashion to criticise civilian medical boards 
when mental defectives find their way into the Army, 
but experience in regrading hundreds of men has shown 
me that to assess a man’s mental condition in the brief 
time allowed is one of the most difficult of clinical tasks. 
To weed out the really low-grade defectives is, of course, 
easy enough. There were 4 men with mental defect sent 
to the centre for training and all were discharged under 
the War Office grade ‘‘ mentally defective, dull and 
backward.”’ Valuable pointers were given by the 
regimental officers and N.C.O.s who referred. these 
4 patients for medical opinion owing to behaviour 
abnormalities. The habitual criminal of the battalion 
often proves to be a case for the psychiatrist, and one 
recidivist had been discharged from the Army in 1928 
for larceny and had been in prison three times since 
then. He was brought to see me under guard after he 
had been in the Army twenty-four hours ; his intelligent 
company commander had suspected his condition. 
‘* Hewers of wood and drawers of water ” are necessary in 
any army, even a mechanised one, but the mentally 
deficient are not worth the trouble they cause, and turn 
out to be expensive menials. In the United States 
Army a battalion composed wholly of mental defectives 
was tried but found wanting. Our own psychiatric 
service recognises this and there is no difficulty in ridding 
the Army of these unfortunates. 


The rapidity | 


` 


396 THE LANCET] 


CONCLUSIONS 


There is no place in the. Army for men with eff 
syndrome, chronic stress dyspepsia, anxiety neurosi 
or anxiety hysteria, or for mental defectives. 

Most of these cases show a bad family history or 
evidence of previous breakdown, which should be de- 
tected by the civilian board and should lead to rejection. 

Rapid neuro-psychiatric examination should be made 
of every recruit by an experienced psychiatrist. 
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DOMESTIC AND EMPIRE DRUG 
PRODUCTION 


WAR teaches us to turn our hand to anything. The 
M.R.C. memo on economy in drugs, which is reviewed 
on another page, sets out in an appendix a list of drugs 
which might be produced either in the United Kingdom 
or in the Empire overseas. In one respect this list is 
more important than the body of the report, since it 
encourages the development of a long-term policy, 
whereas the need for economy in Aruz will be less urgent 
when the war is over than it is now. There are certainly 
soils and climates in Great Britain suitable for the pro- 
duction of medicinal plants which have not been culti- 
vated here hitherto. Western England and Wales would 
probably provide regions favourable for the production 
of ergot; in the opinion of high authorities the danger 
of a serious infection of cereals other than rye would be 
slight. Experiments under skilful control have already 
been made on the production of ergot, particular attention 
being phen to the selection of the species and strain of 
the fungus. Much of the information on the alkaloidal 
content o ergot goes back to a time before the discovery 
of ergometrine. Chemical methods of analysis for 
differentiating the alkaloids of the ergometrine group 
(which are water-soluble) from the alkaloids of the 
-ergotoxine group (which are water-insoluble) have been 
devised, and it is understood that experimental cultivation 
will be controlled according to the results of such analyses. 
Probably the standards of the B.P. will be based on the 
same findings. Field cultivation is likely to be carried 
out on the lines followed by McCrae.! 

At first sight the recommendation that cascara sagrada 
should be cultivated in Great Britain is surprising, seeing 
that the shrub from which the bark is peeled takes years 
to come to maturity or to yield a profit. But it has 
been established that the plant could be grown in the 
United Kingdom as a coppice crop on a 4 or 5 year 
rotation on suitable soils. Gentian could also be grown 
on British soil, but several years are needed to develop 
large roots. Lobelia could be grown in the south of 
England on moderate to light soils. 

An important item in the list of substances which 
might be suitable for production overseas is tragacanth. 
In the meantime karaya gum, which is known as Indian 
tragacanth and derived from Sterculia urens, is obtainable 
from India. Good grades of this gum are suitable to 
replace tragacanth for medicinal purposes. Another 
alternative for many tragacanth preparations is a sodium 
alginate solution, gelled by the addition of a small amount 
of a calcium salt; sodium alginate is manufactured in 
Great Britain from native seaweeds and it is understood 
that its pharmaceutical applications are to be investi- 
gated. India is a source of supply of many indigenous 
drugs, including belladonna, digitalis, hyoscyamus, nux 
vomica, podophyllum and senna. Hitherto Canada has 
not figured largely as a drug-producer, but some of the 
medicinal plants which are produced on a commercial 
scale in the United States could probably be cultivated 
there. Australia might with advantage investigate the 
possibilities of the cultivation of digitalis, ergot, ephedra, 


1. Amer. J. Bot. 1931, 18, 50.) 
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pyrethrum and liquorice. The leaves of a tree indigenous 
to Australia (Duboisia myoporoides) contain hyoscyamine 
and hyoscine and should prove a useful source of these 
temporarily scarce alkaloids. In New Zealand the 
production of festuca ergot is being developed; the 
species of fungus which grows on festuca is a valuable 
source of ergotamine. It can be said with confidence 
that New Zealand is suitable climatically for the pro- 
duction of many of the drugs named in the appendix 
to the M.R.C. memorandum. In Kenya and the Straits 
Settlements attempts are being made to cultivate some 
of the needed drugs and it is hoped that official support 
will make extension of these activities possible. The 
Government could encourage these new industries by 
giving some guarantee of protection by subsidy or tariff 
to those who start them. Some of the drug-producing 
plants take a long time to reach maturity, and there is 
the possibility that after the war stocks which have 
accumulated in enemy-occupied countries will come on 
the market at low prices with which infant industries 
could not compete. 


ls England Now 


A Running Commentary by Peripatetic Correspondents 


WAR exacerbates three antagonisms which are latent in 
our civilisation. These are ordinarily so little manifest 
that if the philosophers, the psychologists and the 
economists did not remind him of the sex-war, of class- 
antagonism, and of the conflict between age and youth 
the Englishman might live his peace-time life completely 
unaware of them; but war between nations fosters an 
individual combativeness just as an anxiety-state 
encourages a thousand apprehensions. Thus the 
ordinary man, who has hitherto lived quietly with his 
wife, hears for the first time of the conflict between the 
sexes. He may have regarded the first principles of 
Marxian economics as unintelligible nonsense but now 
he is aware of a cleavage between the rich and the poor, 
the few and the many, the strong and the weak. He has 
watched with indifference the old men monopolising 
the high places, but in war he becomes fiercely critical 
of their limpet-like tenacity and their aged cunning. 
It is easy to detect the modern outcroppings of these 
primitive conflicts. The last war destroyed the whole 
ruling class in Russia; this war is rapidly obliterating 
class distinctions in this country. This is none the less 
a revolution because the wealthy and the powerful seem 
themselves intent on destroying the foundation of their 
own privilege. There is today no class war because the 
workers know that they have already entered their king- 
dom, and they are content to postpone full occupation 
until the war is over. Whether the industrialists, the 
financiers and the politicians are also holding up their 
aces the future will discover. 

The reality and the significance of the sex-war is a 
matter for the psychologists, but there is little doubt that 
war accentuates it. War occasioned its most entertain- 
ing expression in Aristophanes’s comedy, the Lysistrata, 
in which the Athenian women, angered by the incessant 
wars which were destroying their husbands, sons and 
lovers, organised a strike against their men-folk, using as 


their weapon the denial of marital rights. Eric Linklater | 


has lately borrowed the idea in his ‘‘ The Impregnable 
Women.” The approach of this war was heralded by the 
publication of a strange little book by Virginia Woolf 
entitled ‘‘ Three Guineas,” which contained a frontal 
attack on masculinity as the essence of its pacifist 
propaganda. This feminist approach to the problems 
of war finds its crudest expression on the lips of those 
women who say that the “ proper way to deal with 
Hitler would be to put him alone for half an hour in a 
roomful of women.” A slightly more elevated view is 
taken by women who maintain that ‘‘ no woman would 
ever have been misled as were the men by Hitler’s fair 
words to the extent of overlooking his foul deeds.” To 
the ordinary person there must always be something 
artificial about feminism and its emphasis on the sex- 
conflict; it is all very well as a reaction against the 
excessive masculinity of the Victorian age but its value 
as a working pr enon ay for a world losing its way is 
strictly limited. 
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There is something much more fundamental in the 
conflict between age and youth. It does not constantly 
dominate our thought or action but it finds frequent 
expression in history and literature. It is particularly 
vocal at these times when the spirit of youth is most 
ardent and its sacrifice most complete, or when the old 
men will not make way and the young grow weary of 
knocking and waiting. War and post-war provide 
appropriate conditions for the emergence of the conflict. 
Its crude expression is voiced in the common saying that 
** The old men make the wars and the young men have to 
fight them.” Its most bitter and eloquent expression is 
found in the famous passage written by T. E. Lawrence, 
who had won his desert fights by the age of thirty and left 
himself no more worlds to conquer since he could not 
“ Youth could win but had not 
learned to keep and was pitiably weak against age. We 
stammered that we had worked for a new heaven and a 
new earth, and they thanked us kindly and made their 
peace.” The time is ripe for a scientific appraisal of the 
place of youth and age. It is a problem for clinical 
medicine, and a dispassionate survey of man’s physical, 
physiological, intellectual and psychological capacity at 
various ages would have important consequences for the 
future of mankind. The facts are not-yet collected, but if 
we knew as much about the reactions of average men at 
30 and 60 years of age as we know about the reactions of 
backward and delinquent children we could formulate 
rules for the guidance of society (genius, in young or old, 
always excepted). : i 

It is curious how defeated and war-weary nations look 
to old age for leadership. In 1919 Germany turned to 
Hindenburg as in 1940 France turned to Pétain. The 
French nation has always shown a remarkable preference 
for Papas. This flight to the patriarchs springs not only 
from a desire for experience, stability and quiet but from 
a deeper need to assuage a sense of guilt. This feeling of 
guilt has found frequent expression at Vichy; in 
‘post-war Germany it seemed to resolve itself into a face- 
saving self-pity. In either case it is strongly reminiscent 
of the parable of the Prodigal Son, with an obvious and 
natural hope that the old man of the tribe will manage 
to provide some sort of a calf, however lean. 

English political history has provided in Earl Baldwin 
a recent and classic example of the virtues and defects of 
the old man of the tribe as a nation’s leader. The first 
scene of his Premiership showed Lord Curzon in Carlton- 
House Terrace wringing his hands and despising his 
successful rival as ‘‘ a creature of the utmost insignifi- 
cance ” and the last scene displayed that rival’s easy and 
paternal domination of King Edward VIII (“ Sire, this is 
grievous news ’’), the country, and the House of Commons 
during the abdication. In family affairs, such as the 
general strike, he handled men with tolerance and 
but in other than domestic 
matters he refused to take his slippers off the fender, the 
pipe out of his mouth or his eyes off Mary Webb. Occa- 
sionally events forced him to consider such questions 
publicly in the House of Commons, when he would think 
on his feet with devastating clearness (‘‘ our frontier is on 
the Rhine ” and ‘‘ the bomber will always get through ”’) 
but he was afterwards quite incapable of translating such 
thought into essential action. His belief in ‘ tran- 
quillity ” as a solution for all our troubles ; his capacity 
for seeing all sides to a question (‘‘ I am impressed not 
so much by the variety of opinions expressed as by the 
many-sidedness of truth’’), his sensitivity to public 
Opinion (the peace ballot, the Abyssinian affair), his 
bland indifference to personal attack—all these are the 
virtues and defects of an old man. ‘Anyone wishing to 
assess the fitness and the limitations of the aged for 


; public office could hardly do better than study the 


character and achievements of Baldwin. 
* * * 

The young man in medicine has in general little cause 
for complaint. His seniors meet him with welcome 
rather than rebuff and get out of his way with reasonable 
effacement at the age of 60. There are several recent 
examples of men attaining positions of distinction in 
medicine in the late twenties and early thirties. If their 
careers look a little constipated in middle-age it is either 
that there are no more worlds to conquer or because they 


iA have exhausted their brilliant momentum. It is in 
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politics rather than in medicine that the progress of the 
young man is deplorably dilatory. A man may be a 
professor, a headmaster, a managing director at the age 
of thirty, but a cabinet minister at forty is regarded as an 
infant phenomenon. Men are middle-aged at forty and 
it is old men’s humbug to pretend they are not. At forty 
an Elizabethan was nearing his end, but to-day the plain 
fact is that we live too long. Since 1860 ten years have 
been added to the average expectation of life and this 
gives the graph of our national life ‘‘ a well-marked shift 
to the right.” Men of fifty, already past their best, wait 
for the men of sixty and seventy to vacate their places 
and pass on the seals. This delay is obvious even in the 
second decade, since a longer life inevitably means a 
slower ascent to maturity. Two centuries ago young 
men went to the universities at fifteen and received their 
commissions in the services at the same age. War 
accelerates individual development and particularly is 
this true of the wars of today, since the speed of modern 
aircraft demands the resilient vasometer system of the 
extremely young. When we consider our young men as 
they drive their air-fighters and bombers we know the 
Fascist talk of ‘‘ effete pluto-democracies’’ for the 
nonsense it is ; but when we look at the benches where 
sleep the politicians, the judges and the magistrates we 
feel the sting in the jibe. If magistrates do not retire 
at the age of 75 the Lord Chancellor is to hint to them 
that they have outstayed their welcome: 75! I have 
fortunately forgotten the name of the High Court judge 
who, looking back on his career, said, ‘‘ For the first ten 
years I was a judge I used to worry whether my judgments 
were right, for the second ten years I knew they 
were right, and for the third ten years I didn’t givea damn 
whether they were right or wrong.” It is not unknown 
for statesmen to remain in office during a fourth phase of 
almost complete oblivion. A Victorian Duke of Devon- 
shire was enjoying his shut-eye on the Front Bench while 
an opposition leader was speaking. ‘‘ The noble Lord is 
asleep,” complained the orator. ‘“‘I wish to God I 
were,” drowsily retorted the Duke. The only remedy for . 
this sort of thing is Osler’s remedy—a fixed retiring age. 
In his address ‘‘ The Fixed Period ” at Johns Hopkins in 
1905 he said: I have two fixed ideas, the first is the 
comparative uselessness of men above forty years of 
age. ... The effective, moving, vitalising work of the 
world is done between the ages of twenty-five and forty. 
In the science and art of medicine young or compara- 
tively young men have made every advance of the first 
rank. My second fixed idea is the uselessness of men 
above sixty years of age, and the incalculable benefit it 
would be in commercial, political and in professional life, 
if, as a matter of course, men stopped work at this age. 
e - - That incalculable benefits might follow such a 
scheme is apparent to anyone who, like myself, is nearing 
the limit, and who has made a careful study of the 
calamities which may befall men during the seventh and 
eighth decades.: Still more when he contemplates the 
many evils which they perpetuate unconsciously and with 
impunity.” As a general rule the retiring age should be 
60 for soldiers, sailors, professors, civil servants, business 
men; 55 for M.P.s except cabinet ministers (60), 
members of the House of Lords and prime ministers (65) ; 
judges and magistrates,‘ figureheads and ceremonialists 
and public orators, and all other patriarchs, 65. General 
Wavell discussing this question in the Times, writes, © 
‘ At the same time there is no doubt that a good young 
general will normally beat a good old one; and the 
recent lowering of age of our generals is undoubtediy a 
step in the right direction, even if it may sometimes lose 
us prematurely a good commander.” 

There is a further reason for making 60 the time of 
retirement. When the war is over there will return to 
civilian life a great host of young men, matured in the 


- nation’s service but also ripe for bitterness and disillusion. 


How are they to be given a peace-time opportunity, 
which will keep them at full stretch ? I don’t know. 
But we do know what happened last time. We were so 
interested in Teschen, the Polish Corridor and self- 
determination that we hadn’t the energy to set our own 
house in order. We forgot that England’s historical 
function was to ‘‘ save Europe by her example ” and not 
by redrawing Europe’s frontiers. The last war-genera- 
tion was doubly wasted, one half maimed and slain on the 
battlefield and the other half jockeyed out of position at 
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home. The first of our war-aims this time will not be 
found in President- Wilson’s fourteen points. It is 
practical and limited though far-reaching in its effect : 
a fixed retiring age. 

* 


x x l 
I have often wondered who was responsible for the 


obnoxious habit of using articles of food as the standard 
of comparison for clinical findings. I am no gourmet, 
but even my easily satisfied palate revolts against this 
custom, and I invariably warn my students at an early 
stage of their career against- it. The list, even when 
incomplete, is indeed formidable : the strawberry tongue 
of scarlet fever ; the café-au-lait complexion of subacute 
bacterial endocarditis; the prune-juice sputum of 
pneumonia; the coffee-ground vomit of hæmatemesis ; 
the anchovy-sauce contents of an amasbic abscess; the 
ham-shaped,, heart of thyrotoxicosis; the rice-water 
stools of cholera; the sago spleen of tuberculosis; the 
cayenne-pepper deposit of uric acid ; the sherry colour 
of Gerhardt’s test; the lump the size of an egg, an orange, 
or some kind of nut. It may not be easy to find more 
accurate terms, except for sizes; but at least we might try 
to choose unpleasant comparisons for unpleasant things— 
no-one could object, for instance, to the caput medusæ 
` (not that I have ever seen one) of portal obstruction, and 
even the hobnail liver will pass. We seem to be so 
lacking in imagination or initiative that, in describing 
any new phenomenon, we must pounce on the first 
thing that comes into our mind, our daily food. Perhaps 
the war, if it goes on long enough, will work a change of 
terminology, as the’ ham, the. egg, the orange and the 
Brazil nut cease to be familiar objects for comparison. 
ae * * 

We were getting an American surgeon to help us ; our 
informant, as is often the way in hospital, being that 
unlikely but knowledgable person the charlady who 
cleans our hut. Who was he? What was his experi- 
-ence ? And above all what on earth could we find for 
him to do? We learnt next that he was “a big-shot 
consultant in a small town,” so probably he was a sound 
man. Still the problem remained, what could be found 
for him to do. Local blitzes seem to have been tem- 
porarily abandoned by the higher strategists, so work 
on the surgical side, except for routine replastering, at 
best an unpleasant job left mainly to junior housemen, 
was rather scarce. Our existing surgical staff were 
.already in polite but thinly disguised competition when 
it came to taking the all too few opportunities for keeping 


their hands in; however useful they may be, operations . 


for vari zose veins and hallux valgus have their limitations 
so far as interest goes. 

With this question still unsettled our visitor arrived. 
Even finding accommodation was difficult. We lived 
“ encamped ” in various huts, but by a little rearrange- 
ment it proved possible to provide him with what had 
become, by our war standards, a luxury suite with 
bathroom and so on in one of the more or less unoccupied 
ward huts. To a man who has left work, family, home 
and country to come and help in our war, how odd, not 
to say, inhospitable, it must seem to be deposited in such 
surroundings. He has had only a few weeks to adjust 
himself to what we have begun to take for granted after 
almost two years—blackout, strange food, a subacute 
state of perpetual red tape, and the inevitable trouble of 
war for those in jobs like ours, boredom with not enough 
to do alternating with occasional spells of frantic activity 
when there is so much to do that one can’t always reach 
the standard of work that one’s conscience would wish. 
He has been very patient about it all; though maybe 
we are slow, life stops at blackout time, we live in ice- 
cold rooms, eat awful food and are generally rather 
uncivilised, yet there is a war on, we are an island, and 
that’s all there is to it. 

Fate played into our hands, for within forty-eight hours 
of our guest’s arrival an acute abdomen was admitted 
late at night when competition from other surgeons 
was easier to dispose of. A young soldier’s ruptured 
appendix was duly and skilfully removed during the early 
hours, and America had begun in one more way to help 
turn the wheels of war. We felt that our position as 
host was being justified ; it was like offering an honoured 
guest some of the best port from the cellar. I need 
hardly add that this was the first case of the sort admitted 
during the twelve monthsof the hospital’s existence—such 
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is coincidence. His arrival has rudely awakened us from 
the stupor which led to the feeling that with sixty-odd 
service patients we were reasonably well occupied by 
routine ward-work, note-taking, and form-filling. The 


- feeling now is that to him all we seem to do is eat, sleep 


and drift along making a little work go as far as possible. 
Perhaps we don’t work very hard, but this is a lull period 
and remembering the arrival of our convoy of over 300 
untreated Dunkirk patients we can say with conviction : 
“ Just wait.a little ; it isn’t always like this.” 


Parliament 


AFTER the encouraging accounts given in the previous 
week of our growing strength on sea and land the House 
of Commons turned on March 11 to the consideration of 
the Air Estimates. As in the case of the two other ` 
Services, the need for keeping useful information from 
the enemy compelled Sir Archibald Sinclair, Secretary 
of State, to confine himself to a broad outline of the 
work of the Air Ministry, but nevertheless he was able 
to tell a heartening story. Members were much im- 
pressed by the announcement that in the last ten months 
in two theatres of war the R.A.F., fighting against great 
odds, has destroyed some 4250 German and 1100 Italian 
aircraft with a loss in combat of fewer than 1800 of our 
own. While unable to give precise figures of R.A.F. 
personnel Sir Archibald revealed that one Command 
alone is now nearly half as big again as the entire Force 
was in peace-time. This expansion, of coursé, will be 
enormously accelerated during 1941-42. Speaking of 
the medical services, he said that special attention is 
being paid to the problems of cold, of supply of oxygen 
at high altitudes, of night vision. Means must be found 
of removing the menace of extreme cold to the safety of 
our aircraft crews. The psychological care of pilots is 
not less important. The early detection of signs of flying 
strain forms an important part of the duty of the Air 
Ministry’s medical officers. Good results have already 
been achieved and the incidence of flying strain has been 
considerably lower than was expected before the war. 
Sir Archibald claimed that the Air Ministry’s four 
orthopedic centres are second to none in the country, 
and behind them, he said, there are rehabilitation centres 
situated in the healthiest districts at which the most 
up-to-date methods are being applied to secure recovery 
as swiftly as possible. In addition centres with the 
most modern forms of treatment for severe burns have 
been established. “Recent progress in the treatment of 
burns has been astonishing, but he has been mainly 
concerned to match it with progress in prevention, and 
there were good grounds for hope that self-sealing tanks 
and other devices recently adopted will substantially 
reduce the risk of burns. In the debate which followed 
there was insistence by several members on the importance 
of research, and Dr. A. V. Hill, one of the representatives 
of Cambridge University, complained that the Air Ministry, 
like the War Office, have practically no research organisa- 
tion ; it conducted its research by means of the so-called 
Personnel Committee, which was a joint committee of 
the Medical Research Council and the Air Ministry with 
Sir Edward Mellanby as chairman. 

On March 12 the House of Commons gave an un- 
opposed third reading to the Determination of Needs 
Bill. There were a few faint echoes from the Labour 
benches of the former bitterness on the subject of the 
means test, and regrets were expressed that it was not 
being wholly abolished in this measure; but the feelings 
of the majority of members of all parties were tersely 
expressed by a Labour member when he said that the 
oe went beyond anything which anyone expected during 

e war. i 

A point of some interest to hospitals was raised during 
the Committee stage of the War Damage Bill in the 
House of Lords on March 13. Lord Luke said he under- 
stood that it was unlikely that hospitals would be treated 
as generously for equipment as for the building. They 
would have to pay a premium for the insurance of equip- 
ment, but he hoped that it would be one which they 
could afford. The hospitals wanted to be able to insure 
that portion of their equipment which they would need 
to renew at ọnce. For example, it was possible to carry 
on without X-ray equipment but not without an operat- 
ing-theatre. The Lord Chancellor was sympathetic but — 
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expressed the view that there was a little misapprehen- 
Sion. The equipment of hospitals and other charitable 
bodies would be insurable under the business scheme 
but not under the private. chattels scheme. He thought 
that the definition of ‘‘ business’? was wide enough to 
cover the carrying on of the beneficent work of hospitals. 
If there were any representations still to be made about 
hospitals they would receive sympathetic consideration. 
The ‘Board of Trade would, if necessary, consult the 
Ministry of Health on any questions affecting part 2 of 
the bill and the Ministry of Health would consult the 
British Hospitals Association. Power would be used to 
pay compensation for damage occurring before the 
passage of the bill, but it was not intended to compensate 
hospitals for damage to equipment which was not insured 
after the insurance scheme came into operation. 


QUESTION TIME 
Supply of Milk 
Mr. D. L. Lreson asked the Minister of Agriculture what 
steps he was taking to ensure that an adequate supply of milk 
would be maintained.—Mr. R. S. Hupson replied: Dairy 
cows receive priority in the allocation of feeding stuffs and 


every encouragement is being given to dairy farmers on the | 


ploughing-up campaign to become more self-supporting and to 
safeguard supplies of feed next winter by making silage and 
growing suitable fodder crops for their herds. In addition the 
Government have recently announced prices for milk during 
the ensuing twelve months which are designed to maintain 
production. T 

In a further reply Mr. Hupson added that owing to the 
drought there had been no grass to make silage; a great 
many farmers had made preparations only to find no grass 
available. But this year he hoped to obtain something of the 
order of 2,000,000 to 3,000,000 tons. . 


7 = Regrading of Recruits 

Dr. H. B. Moraan asked the Secretary of State for War 
what were the general principles applied by the Army 
Medical Department when it overruled the opinion of civilian 
doctors in connexion with the examination of recruits for the 
Army and Auxiliary Territorial Service; when the over- 
ruling took place, at medical boards or subsequently ; in how 
many cases had the civilian medical opinion been overruled ; 
and had the civilian doctors been consulted before their 
opinion had been overruled.—Captain H. D. R. MARGESSON 


replied : The opinion of civilian doctors is overruled only after ` 


careful consideration of each case by the Army medical 
authorities, and, if necessary, after obtaining specialist advice. 
Apart from the examination of a recruit on joining, a disability 
may come to light during training: on the other hand, the 
conditions of Army life may improve the physical fitness of a 
recruit to such an extent as to justify transfer to a higher 
medical category. Information regarding the number of 
occasions on which the opinion of the Army medical authorities 
has differed from that of the civilian medical board is not 
readily available. It, is not considered practicable for 
administrative reasons to consult the civilian doctors on these 
occasions. 
Community Eating Centres 


_ Major Lioyp GEORGE announced that schemes for com- 
munity kitchens have been approved by the Ministry of Food 
in 35 towns in evacuation greas, and in 39 towns in reception 
areas, and about 20 local authorities have schemes actually in 
operation. In addition, the ministry have under considera- 
tion schemes for approximately 70 local authorities. The 
London County Council are operating the Londoners’ Meals 
Service at 147 centres, and the Ministry of Food have assumed 
responsibility for community kitchens in 289 reception areas, 
which hitherto have been operated under the auspices of the 
Ministry of Health solely for evacuees, but which will now be 
open to the general public. These figures are exclusive of the 
rest centres for the homeless and destitute, which are provided 
by public-assistance authorities under the auspices of the 
Minjstry of Health. They are also exclusive of the emergency 
feeding centres which are being set up by the local authorities 
in all the larger towns under the auspices of the Ministry of 
Food. 
Muscular Strain among Workers 

Dr. Moraan asked the Minister of Labour whether he was 
aware that a number of persons employed in war factories 
had been obliged to cease employment owing to muscular 
strains and neuritis due to constant application to unaccus- 
tomed work ; that they could not obtain any compensation or 
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special remedial treatment for such injuries, as in many 
industrial centres adequate and appropriate treatment 
facilities were non-existent ; and what steps he was taking to 
remedy this state of affairs.—Mr. BEVIN replied: In the 
great majority of cases workers adjust themselves to unaccus- 
tomed work after a short period and are not obliged to cease 
employment during the period of adjustment. 


Rehabilitation Courses 


Mr. ELLIS Syars asked the Minister if he had consulted the 
whole of the ministries involved on the need for the training 
of disabled men and rehabilitation courses for men and women 
affected while serving in the armed forces, industry or in any 
other way ; what steps had been taken to meet the difficulties 
over public-assistance payments if a person desired to receive 
training in order to cope with the big problems that would 
arise in future; if he was satisfied with the Leatherhead and 
St. Loyes training centres ; ‘if it was intended to extend the 
training in the near future ; and if a statement could be made 
on this matter.—Mr. BEVIN replied: This matter is receiving 
the active consideration of the Minister of Health and 
Minister of Pensions and myself, and I am not at present in a 
position to make a statement. 


Fortified White Flour 

Sir ERNEST GRAHAM-LITTLE asked the Parliamentary 
Secretary to the Ministry of Food whether he was aware that- 
a request had been made to his department for the supply of 
two sacks of fortified white flour for the purposes of a scientific 
test of the comparative values of the fortified loaf, the national 
wheat-meal loaf and the whole-wheat loaf; that this request 
had been refused on the ground that the Ministry had not any 
such fiour at its disposal, and whether as the decision to fortify 
white flour was taken eight months ago he would in the national 
interest afford facilities for a test of this kind to be undertaken. 
—Major LLOYD GEORGE replied : The question of utilising to 
the best advantage the limited quantities of fortified flour 
which are expected to become available shortly is under 
consideration but the Minister regrets that he cannot hold out 
any hope of making advance supplies available for this test. 


Plankton as Food 

Sir JOHN GRAHAM KERR asked the Secretary of State for 
Scotland if his attention had been drawn to the immense 
untapped stores of nourishing food-material existing off the 
West Coast of Scotland in the form of plankton; and if he 
would set up a committee, with the necessary biological and 
engineering knowledge, to inquire into the practicability of 
making such food-material available for human consumption. 
-—Major LLOYD GEORGE who replied, said : I am advised that, 
even if it were practicable to prepare it in a form suitable for 
human consumption, the quantity of material likely to be 
obtained would be an insignificant contribution to our food- 
supplies, | 


A 


Children in Shelters 

Mr. W. THORNE asked the Minister of Health if his attention 
had been called to Lord Horder’s report, on March 4, in 
connexion with children living in public shelters in the 
provinces; and what action he intended taking.—Miss F. 
HorssRruUcH replied: The Minister has recently himself 
inspected some of the shelters which Lord Horder had in 
mind, and has under active consideration proposals for dealing 
with the matter. 


Advisory E.H.S. Committee . 

Mr. T. E. GRovEs asked the Minister on how many occasions 
had the Advisory Emergency Hospital Service Committee 
met since the beginning of September, 1940 ; and how many of 
the members had attended all meetings.—Mr. E. Brown 
replied : The committee has met twice since the date men- 
tioned. Nine of the members attended both meetings. 


Drunkenness in London 


In reply to a question Mr. HERBERT MORRISON gave the 
following figures of proceedings for drunkenness in London 
last year :— 


Metropolitan 
2. police district City of London 
1939 | 1940 | 1939 | 1940 
Proceedings for drunkenness | 18,062 | 14,145 184 140 
Charges proved 17,600 | 13,806 184 138 
Convictions 15,252 11,980 137 117 


f 
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Letters to the Editor 


DIAGNOSIS OF TUBERCULOSIS 


Srr,— During the past few months I have seen several 
men, discharged from the Forces because of p onary 
tuberculosis, in whom I have not been inclined to agree 
with the diagnosis. I am well aware that discrepancy 
in outlook exists on this question of diagnosis, but I am 
always unhappy to see a person stigmatised as tuber- 
culous when the evidence is inconclusive. The economy 
of the tuberculous is difficult enough without adding to 
it by an increase of numbers which is not justified. 

Enlarged glands are not evidence of tuberculosis, 
except in a few cases. In’one of the hospitals which I 
visit, the number of cases of tuberculous glands of neck 
was very greatly reduced once I had asked for bacterio- 
logical or histological proof of the diagnosis, and as the 
financial aspect was of considerable importance, this was 
carried out to my satisfaction. In a discussion on 
enlarged abdominal glands in children, one of my surgical 
colleagues declared that 3 out of 4 were tuberculous ; 
but another surgical colleague had never been able, over 
a long period, to demonstrate tubercle bacilli or tuber- 
culous tissue in these glands. I am pretty certain, 
therefore, that enlarged thoracic glands are also seldom 
tuberculous, and I suggest that-we might dispense with 
the diagnosis of ‘‘ hilar tuberculosis.”’ . 

To make a diagnosis of tuberculosis from stomac 
washings alone is unjustifiable. The organisms must 
permeate the mucous membrane, live (and probably, but 
not necessarily, multiply) in the lymphatic system, brave 
the bacteriolysis of the blood, and finally find a nidus 
in a viscus which itself allows the organisms to grow, 
before one can diagnose that body as tuberculous. In 
most children of our industrial districts bacteria often 
never reach the mucous membrane because of respiratory 
catarrh; the bacteria are swallowed with the catarrhal 
exudates and are probably dissolved in the gastro- 
intestinal fluids, and this very process may produce a 
degree of immunity, just as B.C.G. does via the stomachs 
of new-born babies. 

When I come to consider pulmonary tuberculosis, I 
find myself saying, under my breath: Cough is a sign 
of bronchial irritation, and is often absent in tubercle. 
Blood-spitting makes me think of bronchiectasis, heart, 
tuberculosis, lung-abscess or neoplasm (roughly, in that 
order). Night-sweating, which should be involuntary, 
is a sign of toxemia, but not necessarily a tuberculous 
toxemia. Pleurisy by itself is not evidence of tuber- 
culosis, unless the organism is found in or cultured from 
the pleural fluid. In short, I am not inclined to say 
** Oh, tubercle ! ” when one or other of the possible signs 
or symptoms present themselves. 

X-ray diagnosis requires great care and experience to 
show reliable accuracy, and should be used in conjunction 
with other findings to try to determine the patient’s 
pathological state, not primarily, whether the condition 
present is due to the tubercle bacillus or not. This 
suggests to me that chest films should be read by the 
clinician, in conjunction if you like with the radiologist, 
so that over-enthusiasm to diagnose tubercle from a 
film might be checked. After all, the pathology of the 
lung is not so simple that it can be transferred clear-cut 
to a negative of blacks and whites and greys. 

My guiding principle is: ‘‘ Do not diagnose tuber- 
culosis unless you are completely satisfied that it is 
present.” If this is adopted, the stigma of tubercle will 
not fall undeservedly on our fellow beings, and much 
unhappiness and unfairness will be avoided. 


Halifax. SINCLAIR R. WILSON. 


CALCIUM NEEDS OF THE ADULT 


Sir,—Our position must be a strong one, since so 
much heavy artillery has been brought forward in an 
attempt to demolish it. There is too much protesting 
in regard to our poor effort. As you are aware, the 
fortified loaf has nothing to do with the war: it was 
proclaimed as a great food reform which will make us all 
healthier. You give the present shortage of cheese as a 
reason which justifies the proposal, implying thereby 
that it should only be tolerated as a temporary measure. 
The British Medical Journal advocates the discontinu- 
ance of the ‘‘ reform ”’ on the termination of the war. 
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Obviously if the reform is scientifically sound it should 
be continued in perpetuity. Clearly my point of view— 


- that it is scientifically unsound—has the support of the 


two leading medical weeklies. 

You doubt our statement that arteriosclerosis is 
prevalent in the opulent classes. You will find corro- 
borative evidence in E. V. Cowdry’s ‘‘ Arteriosclerosis ” 
(London, 1933, p. 226). Your leader of March 8 con- 
tained a number of misstatements in regard to our paper. 
We never referred to arteriosclerosis of the rabbits’ 
aortas at all. We only tried to demonstrate that the 
calcium content of rabbits’ aortas is higher under high 


calcium than low. These experiments were merely 


used as additional support to a conclusion already 
arrived at from our calcium-retention cases. Incident- 
ally you will find when the report of these experiments is 


published that it will contain a considerable material. 


We made it clear that as yet there is no conclusive 
evidence that arteriosclerosis is caused by excessive 
calcium intake; but it is equally true that there is no 
evidence that this substance is not an etiological factor 
There is a distinct possibility—yea, a probability—that 
excessive blood calcium facilitates deposits of this 
substance in the vessels. According to Gazert (Dtsch. 
Arch. klin. Med. 1899, 62, 390), arteriosclerotic aortas 
contain more than ten times the amount of calcium that 
normal ones do. Thus, while there is a prevalent and 
grave abnormal condition in adults in which an abnor- 
mally large calcium content appears as a factor in a 
pathological process, there is no prevalent and grave 
condition in which an abnormally low calcium content 
appears as a factor in an abnormal pathological process. 

‘You quote Meulengracht and Meyer in regard to 
osteoporosis. Out of the 4 cases they report milk was 
practically omitted for a long period in 3. In 1 out of 4 
there was actually no deficiency in calcium intake. In 
all these cases there was a deficiency of vitamin D, also 
in all likelihood a calorie deficiency. The authors 
conclude that the condition cannot be regarded as a 
single deficiency but as a combination. As will be seen 
from the table of our own paper, it was necessary to keep 
the protein intake at a constant level in our experiments. 
The treatment of the 4 cases consisted of vitamin D and 
calcium. In 1 case the brief interruption of vitamin D 
caused recurrence. The only conclusion which can be 
drawn from these cases is that where calcium deficiency 
is a factor in an abnormal condition it cannot be remedied 
by bread calcium and that the latter cannot replace 


I know that the low fecal calcium under a high 
calcium intake in our cases was the reason for the 
disparaging reference to our work in the House of 
Commons, and it was also the basis of the main 
attack on our work by others. The low fecal calcium 
in our cases was due to the large calcium retention. 
Large fæcal calcium under a high calcium intake is only 
found in subjects who are in a state of calcium saturation. 
It is obvious that it is impossible to have large calcium 
retention and large fæcal calcium at the same time. 
Our critics have not tried to understand the principle on 
which our own requirement determination was based. 
In our method we are concerned with requirement and 
nothing else. The reservoirs in,our cases were not quite 
full, and we used the points where retention took place as 
guides for our purpose. ‘You quote McCance as saying 
that the amount of calcium excreted in urine accounts for 
much less than 1% of the total kidney work. McCance 
had no contribution to make to the problem: his source 
of knowledge was a textbook. On the other hand, we 
have been investigating the matter for ourselves. An 
estimation of the principal renal excretions in terms of 
kidney work will be found in our book ‘‘ High Blood- 
Pressure.’? Whether the kidney work is small or great 
in calcium excretion depends on the amount of the intake 
of the substance and on other factors. In some instances 
it is nearly as high as that of urea. But, apart from the 
formula, it is an old-established fact that calcium inter- 
feres with renal function, and it is an equally established 
fact that a large number of middle-aged people have 
damaged kidneys. 

The crux of the whole question is, as you rightly say, 
how to recognise calcium deficiency. Laboratory 
methods based on balances are useless for this purpose. 
The so-called calcium minima depend to a great extent 


| 
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on habit and the real calcium minimum is unknown. We 
do not know whether the ideal calcium intake is one which 


fills the reservoirs to overflowing, or one which keeps them | 


empty, or half full. We do not know whether the safety 
calcium margin does good or harm, nor do we know the 
amount needed for this purpose. We do not even know 
how much calcium an individual will get if and when the 
fortified loaf materialises ; for some people eat twenty 
times more bread than others and therefore will get 
twenty times more calcium. This kind of laboratory 
work is wild speculation of no real scientific value. But 
there is a simple clinical test which gives more reliable 
information than all the laboratory investigations put 
together. It is impossible for a person to remain in a 
negative calcium balance permanently without exhibiting 
definite evidence of calcium deficiency such as is found in 
cases of osteomalacia. It is certain that the whole adult 
population who do not exhibit definite evidence of calcium 
deficiency are in calcium balance and cannot be sufferers 
from calcium deficiency. The only relevance of our 
experimental work to the Government proposals is the 
figures which give requirement values. You yourself 
point out that these figures are corroborated by Sherman 
and others. Why'then have we been attacked so fiercely 
from all sides ? The people interested in the Government 
proposals believe that in discrediting us they are 
strengthening their own position. This is wrong. 
The onus of proving their case rests with the reformers. 
They must prove that there is a calcium deficiency in the 
adult population, and also that the extra calcium cannot 
do harm. They must prove this conclusively, for 
millions of human beings cannot be used as experimental 
rabbits. If our reformers have evidence that there is a 
calcium deficiency among a considerable section of the 
adult population, let them publish it. If such evidence 
does not exist, then the attempt to force these proposals 
on the public is not justified. There is a vital necessity 
for a scientific advisory council at the Ministry of Food. 
I suggest that the Government proposals remain in a 
state of latency until such a body is created and is able 
to review these suggestions. 

Liverpool. I. HARRIS. 


TREATMENT OF HYPERTOXIC DIPHTHERIA 


S1r,—The letter from Dr. J. W. Trevan in your issue 
of March 8 calls for some comment. Before Dr. Mc- 
Sweeney used the sera I tested them in my laboratory in 
order to form an opinion as to their probable value in 
treatment. I found that the first serum used gave a 
dilution ratio of 1-2 and was decidedly more avid than 
any antitoxin which I had previously tested. I predicted 
to the Medical Research Council of Ireland and to Dr. 
McSweeney before he used the serum that it might be 
expected to have a therapeutic efficacy at least 50% 
greater than ordinary antitoxin. The control serum I 
found to have a dilution ratio of 1:0, the same as for a 
random sample of refined antitoxin as sold for thera- 
peutic use. Again before the control serum was used I 
predicted that it would be found to be little different 
from ordinary antitoxin. Events proved both forecasts 
correct except that I rather underestimated the thera- 
peutic potency of the avid antitoxin. You will see, 
however, that in my work I have successfully followed 
the proper scientific method of hypothesis, based on 
experimental observation, followed by prediction and 
finally confirmatory trial. 

Concerning the precautions taken by manufacturers 
prior to the issue of new types of sera, the difference 
between Dr. Trevan’s approach to the problem and mine 
would appear to be that, whereas I regard improvement 
in therapeutic efficiency as the primary criterion by which 
an advance is to be judged, he gives priority to technical 
or laboratory improvements and regards clinical trial 
merely as an ancillary procedure to exclude the possi- 
bility of harm being done. Clinical trial is thus to be 
used in a negative way. He does not tell us incidentally 
how many distinct batches of serum were tested on the 
570 cases before the present avalanche of refined sera 
began, nor does he suggest that any clinical trials were 
performed before Ehrlich’s method of testing was 
abandoned in favour of Rémer’s. 

In conclusion, lest the essential aim of my work be 
submerged in controversy, may I once more emphasise 
that it is my object to restore for the benefit of humanity 


the type of diphtheria antitoxin used by the pioneers, 
which, in doses of a few hundred or thousand units, was 
effective in the treatment of the toxæmia of diphtheria. 
This appears to me to be an aim with which no scientific- 
ally minded person can quarrel, and towards the attain} 
ment of which not a few will help. 


Dublin. R. A. Q. O’MEARA. 


THE PSYCHOPATHIC TENTH 


"Sm,—In his article of March 8, Dr. Stephen Taylor 
poses the dilemma of the philosophically minded doctor. 
His solution is a wholesale determinism which he derives 


from the results of psychiatric research. From this 


position he develops a classification of psychopathic 
and psychotic states on the basis of social criteria and 
(inevitably) reaches a somewhat nihilistic attitude to 
therapy. On rational grounds one is bound to agree 
with many of his observations, and the psychiatrist 
experienced in social work will appreciate the practical 
value of,his classification. I would suggest, however, 
that the sequence of assumptions is based on a fallacy— 
namely, that the results of research into the human 
mind represent a sufficiently comprehensive appreciation 
of the truth to justify the drawing of final conclusions. 
Research achieves no more than the abstraction of cer- 
tain aspects of the truth; and the methods employed, 
by their very nature, leave untouched a large field of 
mental activity, which can only be expressed in‘terms of 
art (including the art of living) and religion. It may be 
guessed, from Dr. Taylor’s remark about the continuous 
battle with fate, that he is aware of this side of the 
picture. In accordance with scientific thought, however, 
he plumps for the way which is more comprehensible to 
rational.consciousness. Psychiatrists might, with advan- 
tage, shift their position in relation to research in order 
that it may come to occupy a place which.allows a view 
of the less measurable aspects of mental life. The inner 
imagination of the truth reached through the interaction 
of individual sensibilities may reveal the essence of life 
in a way that can never be achieved by research. If this 
is accepted, the therapeutic nihilism which, paradoxically 
enough, has followed the adoption of an exclusively 
scientific position may justly be tempered by the idea of 
advance through individual regeneration. 


Oxford. R. G. McINNES. 


‘« CLINICAL ROENTGENOLOGY OF THE 
ALIMENTARY TRACT’? 


Sir,—In a review of my book (Lancet, Oct. 19, 1940, 
p. 490) it is stated that I do not mention the importance 
of a flat film in the diagnosis of acute intestinal obstruc- 
tion. Quite the contrary happens to be the fact. The 
importance of the flat film in obstruction of the small 
intestine is strongly emphasised in chap. 34 and is illus- 
trated by figs. 282, 283, 284, and 287. Moreover, I refer to 
the value of the flat plate in obstruction of the colon (see 
figs. 320 and 403). Another statement to which I take 
exception is that the subject of the double contrast enema 
is barely mentioned. Reference to the text in sar 37 
will indicate that not only is the importance of the 
aerogram emphasised, but a drawing is included of the 
apparatus employed accompanied by détailed instruc- © 
tions regarding the technical process of such examination. 
May I also refer you to figs. 309 and 310? The actual 
application of the aerogram in the diagnosis of colonic 
pathology is referred to in the discussion of various 
lesions of the bowel (references given). It seems to me 
that the criticisms were made because this material had 
been overlooked. 

New York. JACOB BUCKSTEIN. 


+.* Our review recognised Dr. Buckstein’s skill in the 
choice of films to illustrate diagnostic points. His 
emphasis is certainly a little different from ours but we 
should regret if the difference had been overstated.—ED. L. 


GARGOYLISM BY ANY OTHER NAME 


Sim,—The mention of my name in association with 
“ pargoylism ” prompts me to give the facts so far as I 
believe I am concerned. For over a year I had such a 
case under my care at the Hospital for Sick Chiidren, 
Great Ormond Street, but in spite of all my clinical 
efforts and the help of others I had entirely failed to 
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throw any light on its explanation. At a clinical round 
I was faced by the question of its nature. Remembering 
the child was the daughter of a Church missionary and 
interested as J have been in the psychology of those who 
adorned so many of our churches with gargoyles I 
remarked that the child reminded me of one. This case 
was shown by or for me at the children’s section of the 
Royal Society of Medicine ; but not I believe, though I 
am open to correction, under the name “ gargoylism.”’ 
Indeed I am not aware that I ever put in print this name. 
Later the valuable paper by Ellis, Sheldon, and Capon in 
the Quarterly Journal of Medicine (1936, 5, 119), two years 
after I had left the hospital, mentioned the term 
gargoylism, though their paper deserved a better name. 
I agree that in spite of the fact that the gargoyle is so 
often connected with sacred buildings it is not, from the 
humanitarian aspect and for other reasons, a good one 
for this condition, and the nomenclature of disease is I 
think important. 
aspect is such a term as ‘ malignant hypertension.”’ 
Next comes in my opinion the attachment of a doctor’s 
name to a disease. Such great physicians as Bright, 
Hodggin, and Osler would I feel sure not wish to be 
remembered as ‘‘ diseases ” and surnames do not help 
a student. Third comes a long and intricate nomencla- 
ture which with the decline in the study of Latin and 
Greek overcomes the student. Nomenclature is difficult 
and changing, and this—together with the increasing use 
of abbreviations such as T.B. and C.S.F.— is in danger 
of reducing modern textbooks to an illiterate and almost 
inhuman jargon even worse than the gargoyle. 


Bath. F. JOHN POYNTON. 


THE NEUROLOGICAL APPROACH TO MENTAL 
DISORDER 


S1r,—Advances in neurology seem to have been much 
hampered by its close and lifelong association with 
pathology. So long as neurologists contemplate nervous 
diseases in terms of degenerated nerve-fibres and altered 
Nissl bodies—‘ the pathology of the dead-house,’’ as 
Kinnier Wilson once remarked—there will remain an 
unbridgeable chasm between neurology and psychiatry. 
In his address reported in THE LANCET of March 15, 
Group Captain Symonds states the mode of approach of 
the neurologist towards the study of mental disease. 
For him it is a question of ‘‘ levels ’’—levels at which 
lesions causing mental disease may occur. He says, 
“ Disordered function not yet traced to demonstrable 
lesion may be so traced tomorrow.” Is it not true, 
however, that neuropathological changes as described are 
merely the ‘‘ scars ” resulting from some process which 
has gone before, differing in nowise from the fibrotic 
changes in a tuberculous lung? Surely since the re- 
searches of Peters on the action of thiamin in the so-called 
polyneuritis of pigeons the time has arrived for neurology 
to emerge from its ‘' stone-age.’’ 

More interesting still is the field which a study of 
pellagra offers. Among sufferers from that disease may 
be noted the whole gamut of symptoms referred to by 
Dr. Symonds, all of which, whether affective disorders, 
psychoneurotic or somatic, respond in a matter of days 
or weeks to nicotinic-acid therapy, provided that they 
have not persisted too long—that is to say, provided that 
the disorder of metabolism giving rise to the ‘‘ functional” 
disturbance is reversible and has not progressed to 
‘ organic ’’ disease. Anyone familiar with pellagra has 
little doubt that the neurologist and the psychiatrist will 
eventually meet on common ground, each viewing his 
problems from a biochemical standpoint. 


London, W.1. Huau S. STANNUS. 


SIR, —As a general physician I naturally turned with 
interest to the presidential address of Group Captain 
Symonds to the section of psychiatry of the Royal Society 
of Medicine. I felt that a distinguished neurologist with 
a training akin to my own would illumine my darkness 
about the approach to mental disorder more effectively 
than either a psychiatrist or a medical psychologist. 
But the following sentence makes me a little uneasy : 
‘* It is just as important that the doctor should learn to 
strip the mind bare as the body.’’ Nobody would dis- 
pute this, but examination of the body requires technical 
instruction and training. In his next sentence Dr. 
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Symonds writes ‘‘ with the aid of personal experience and 
a few fundamental principles to guide hitn any man who 
has the qualities of a good doctor can become a sound 
psychotherapist.” Where has Dr. Symonds stated these 
few fundamental principles, and are they technical so far 
as mind is concerned ? I can find nowhere in his address 
any hint that a technical knowledge is necessary to 
“ strip the mind bare.’’ In fact as he adds ‘‘ success in 
treatment must depend much more upon the personality 
of the physician than the method employed ” he surely 
suggests that there is no special technique for psycho- 
therapy at all. Are we to assume then that psycho- 
therapy might as well pass into the hands of any intelli- 
gent layman, be he parson or stockbroker during a slump ? 

When Dr. Symonds comes to distinguish between a 
psychosis and a neurosis, is he saying anything more than 
that the difference is one of degree ? He says ‘*‘ there are 
patients with mild affective disorder, who though they 
are not normal (and know it), when things go well for 
them may pass for normal to the outside world. But if 
things do not go so well they develop symptoms which in 
Rogerson’s apt phrase ‘ are as it were a running com- 
mentary upon this failure.’’’ ‘‘ Here,” Dr. Symonds 
says, ‘‘is opportunity for psychotherapy to develop an 
improved technique of living, and so to remove symp- 
toms.”’ Is this any more than a common-sense sugges- 
tion that the patient should cease to worry when thi 
go wrong? Has psychology nothing better to offer than 
this ? Are these symptoms not produced by unconscious 
mental conflict ? How can we strip the mind bare if we 
go unprovided with a technique for investigating conflicts 
below the level of consciousness ? . 

Since affective disorder ranks among the commonest of 
nervous disabilities the statement ‘‘ this illness, whether 
of psychotic or neurotic degree, in most cases tends to 
recover in its own time ” is surely an expression of 
defeatism of considerable magnitude. Is there nothing 
to show for all the time and energy spent on psychological 
investigation in the last thirty years ? | 

As to the discussion under the heading ‘ neuro- 
psychiatry ” nobody could dispute the advantages of 
improving the liaison between neurologists and psychia- 
trists. But if cases of affective disorder are to be treated . 
in the National Hospital, Queen Square, as well as in the 
Maudsley Hospital, are we satisfied that they are to be 
dosed with anything better than personality and common 
sense, those twin obstructions to scientific advance ? 


London Hospital, E.1. DONALD HUNTER. 


IRRIGATION OF BURNS 


Srr,—In their article in your last issue on the physical 
chemistry of oils in the treatment of burns Dr. Thomson 
and colleagues refer to Lieut.-Commander Bunyan’s 
methods of treating burns in transparent envelopes, 
without however appearing to be absolutely familiar 
with the principles of this method. As I have seen a 
number of cases successfully treated by this method, I 
may perhaps be allowed to make the following points : 

1. There can be no question of ‘‘ continuous immersion 
in saline baths,” as the routine treatment is irrigation 
with the hypochlorite solution three times a day for 
twenty minutes, followed by drying with oxygen. 
Therefore the fears expressed that the skin is liable to 
become sodden and later chapped, and that the loss of 
serum will be increased rather than retarded, are in fact 
een more especially in view of the following 
point : | 

2. A film, which the authors (I think rightly) declare 
to be desirable, is formed very quickly under hypochlorite 
treatment. It manifests itself as a clear, glossy, trans- 
parent and elastic covering of the raw surfaces, which 
immediately prevents excessive loss of serum and may 
just possibly play some part in the desensitisation which 
is a prominent feature of this treatment. As far as 
present histological and biochemical investigations have 
shown, this film consists of a fibrin coagulum, and 
appears to have many desirable qualities. | 

I have a feeling that this proceeding is far more 
physiological than the production of a film from a 
coagulum with a vegetable or fish oil or emulsion, as after 
the ready decomposition of hypochlorite only saline 
remains, 


Radcliffe Infrmary, Oxford. G. J. FRAENKEL. 
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Obituary 


` ARTHUR JAMES WALTER ALLEN 
M.B. EDIN., D.R.: MAJOR, R.A.M.C. 


Major A. J. W. Allen who was lost at sea last December 
was the youngest son of Mrs.-M. Allen. He graduated 
at Edinburgh University in 1924 and took the diploma 
of radiology there in 1928. He worked in London for 
some years, where he was honorary radiologist to the 
London Jewish Hospital. Less than a year ago he 
became an assistant radiologist to the Western Infirmary, 
Glasgow. A friend writes: I first met A. J. W. when he 
was a student and then, as in later life, he preferred to 
listen rather than to speak. But I was always aware of 
his lively comprehension of all that was going on, and 
when he proffered a comment it was always pertinent 
and often witty. Years later J worked with him in 
hospital after he had taken up radiological work. He 
was a valuable member of the staff, conscientious and 
with the gift of being pleasant with patients no matter 
how busy he was. From the day of the outbreak of 
war he had no thought but to get into the R.A.M.C. 
Whatever the result, his determination would have been 
unchanged. 


WILLIAM GRAHAM CUTHBERTSON 
M.B. EDIN. ; SURGEON LIEUTENANT, R.N.V.R. 


Surgeon-Lieutenant W. G. Cuthbertson who was killed 
in action on Feb. 24 was an only son and he was educated 
at Annan Academy and Stewart’s College, Edinburgh. 

He graduated in medicine at 
Da n mr Edinburgh University in 1939 
and after holding a heuse- 
appointment at St. Luke’s 
Hospital, Bradford, he was 
commissioned in the R.N.V.R. 
last April. He saw service 
in many parts of the world, 
and he took part in many 
minor encounters and several 
fleet actions, including the 
now famous action at Taranto, 
and also in operations on the 
Libyan coast. He was 24 
years of age and had a 
| genius for generous friend- 
- Russell & Sons, Southsea ship. 
spent some time in Australia and became a first-class 
swimmer in the tropical waters of Queensland. He was 
also a golfer of high skill, and lately he had developed 
a keen interest in mountaineering. 


DR. T. A. ROSS 


Dr. Spencer Paterson who worked with T. A. Ross at 
the Cassel Hospital writes: Ross’s methods were 
scientific in the truest sense of the term, based as they 
were on years of painstaking clinical observation. 
When he first came to investigate the neuroses, he was 
faced with a welter of medical theory which attributed 
them to various causes, ultraphysical on the one hand 
or mystical on the other. The average clinician of the 
day reacted to cases of neurotic illness with either a 
defeatist spirit or else with an ostrich-like attitude which 
pretended that there was nothing to treat. Ross 
applied his logical mind and Scottish commonsense to 
their elucidation. Although he came to be master of 
various techniques for dealing with the more refractory 
types of neurosis, perhaps his greatest contribution to 
psychiatry was the perfecting of a relatively simple 
technique of treatment initiated originally by Dubois. 
The method of case-taking, the explanation of the 
emotional reaction, and the resolution of the vicious 
circle of functional disturbance and secondary anxiety, 
with much else, have been expounded in ‘‘ The Common 
Neuroses.” W. S. Landor once said that writing was 
like water in a pool; if it were obscure, it appeared to 
be deeper than it was. The opposite applied to Ross. 
The clarity of his argument, combined with a rare wit, 
sometimes led colleagues to underestimate its depth. 
He was convinced that a simplified form of psychiatry 
for dealing with the neuroses, the commonest form of 
medical illness, should be taught in every medical school. 
He expounded his ideal, at the present time apparently 
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During his boyhood he . 


‘pneumonia (primary or influenzal), 1495; 
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unattainable, in 1935 in his stimulating Morison lectures. 
He held that a case of, for instance, cardiac neurosis in 
a general ward should be demonstrated by the physician 
himself just as fully as an organic case, and that treat- 
ment should be as thorough. In this way alone could 
the neuroses remain unseparated from medicine. Only. 
in the few more difficult cases should the psychiatrist 
be required to manage the case. He had little patience 
with those doctors, whether psychiatrists or neurologists, 
who were content merely with diagnosing a neurosis 
and with taking refuge behind a mass of scientific 


. verbiage, while failing to ensure adequate treatment. 


His name will live in the history of British psychiatry | 
as a pioneer who helped to elucidate one of the most 
prevalent and least understood forms of illness. 


DR. CLAUD TICEHURST 


P. H. M.-B. writes: Ticehurst and I had been friends 
for many years. As undergraduates at Cambridge we 
both came under the influence of that great ornithologist 
Alfred Newton, and for a while we sat at his feet together 
and drank deep from his high inspiration. With 
Ticehurst henceforward ornithology became the domin- 
ating interest of his career. But it should not be thought 
that his passion for birds obscured or even dimmed his 
interest in scientific medicine. At one period he was 
no mean surgeon, as his service in India during the last 
war abundantly showed. He was also well read in 
medical literature. Progressive deafness however was 
not only a grave disappointment to his ornithology but 
a grave handicap to his medicine. There are many of 
his friends who, shocked at his loss, will wish to pay 
tribute to Claud Ticehurst as good companion, bird-lover 
and doctor. | 


Public Health 


From the Annual Reports 
WAKEFIELD ` ; 
The city of Wakefield is one of three West Riding 
towns which were the last in the country to be granted 
county borough powers. It is quite small—5300 acres 
and 59,000 inhabitants—but is important to hygienists 
in having a most interesting public-health history which 
was fully recorded by Dr. T. Gibson, formerly M.O.H.,in 
his valedictory report; and in having had (it probably 
still has) the highest degree of atmospheric pollution of 
any district in England. In the past it was a very bad 
offender by its own smoke, but it is unfortunately 
placed for collecting the smoke of the industrial towns 
surrounding it. Dr. Frank Allardice gives a table of 
84 black smoke observations made in 1939. The 
number of suspected culprits watched was 5, the total 
observation time 1260 minutes and the minutes of black 
smoke emission 61. This is a good record. Wakefield 
has done well in rehousing. In 1939 the number of new 
houses built by the corporation was 280 and by private 
enterprise 91. A total of 328 houses, 282 of which 
were in clearance areas, were demolished in the year. | 
DAGENHAM 
In the borough of Dagenham the birth-rate was 17-6 © 
and death-rate 5.96, compared with 18-1 and 6-9 in 1938. 
The infantile mortality was 49-9 against 505. The area 
of Dagenham is 6556 acres and the population in mid- 
1939 was 109,300. Dr. Cecil Herington’s report gives 
nothing but the year’s statistics, but the general death- 
rate of 5 96 and cancer mortality of 0-78 tell us for certain 
that the population is unusual. 


Infectious Disease in England and Wales 
- WEEK ENDED MARCH § 


Notifications.—The following cases of infectious disease 
were notified during the week: smallpox, 0; scarlet 


. fever, 1161-; whooping-cough, 3617 ; diphtheria, 1015 ; 


enteric fever, 17; measles (excluding rubella), 15,424 ; 
| puerperal 
pyrexia, 139 ; cerebrospinal fever, 370 ; poliomyelitis, 3 ; 
polio-encephalitis, 0 ; encephalitis lethargica, 6; dysen- 
tery, 156; ophthalmia neonatorum, 70. No case of cholera, 
plague or typhus fever was notified during the week. 


The number of civilian and service sick in the Infectious Hospitals 
of the London County Council on March 7 was 1834, including : 


~ 
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scarlet fever, 240 ; diphtheria, 353 ; measles, 473 ; whooping-cough, 
236; enteritis, 19; chicken-pox, 114; erysipelas, 49 ; mumps, 3 ; 
poliomyelitis, 2 ; dysentery, 13 ; cerebrospinal fever, 90 ; puerperal 
sepsis, 14; enteric fevers, 4; german measles, 9; other diseases 


. (non-infectious), 128 ; not yet diagnosed, 87. > 


Deaths.—In 126 great towns there was no death from 
smallpox, 2 (0) from enteric fever, 4 (0) from scarlet fever, 
41 (1) from whooping-cough, 20 (1) from measles, 23 (1) 
from diphtheria, 33 (6) from diarrhoea and enteritis under 
2 years, and 199 (13) from influenza. The figures in 
parentheses are those for London itself. 

Coventry and. Yarmouth each reported a fatal case of enteric 
fever. Liverpool reported 7 deaths from whooping-cough, Birmin 
ham 6, and in the same week Glasgow had 11. There were 13 
deaths from influenza at Manchester, 12 at Birmingham, 10 at 
Stoke-on-Trent and 9 at Bradford. 

The number of stillbirths notified during the week was 
223 (corresponding to a rate of 40 per thousand total 
births), including 10 in London. 


INCIDENCE OF INFLUENZA 


In the week ended March 8, 199 deaths were ascribed 
to influenza in the 126 great towns, 68 fewer than in the 
previous week. Of these deaths 6:5% were at ages under 
25 and 55:8% at ages over 65. In the county of London 
the deaths decreased from 20 to 18; the proportion of 
3b 8% deaths coming from the South-Eastern area was 

oe 
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University of Cambridge 


On March 14 the following degrees were conferred :— 
M.D.—*C. E. D. H. Goodhart, O. G. Batty-Smith, and G. S. W. 


Organe. 
M.B., B.Chir.—J. G. Craddock. 
, * By proxy. 


University of London 


The period for which Mr. H. L. Eason was appointed as 
principal of the university ends on Sept. 30. The senate have 
decided that the post shall not for the present be filled, and 
they have appointed Mr. Harold Claughton acting principal. 

Convocation will elect no members to the senate this year, 
and those who are due to retire in May will continue as 
members until May, 1942. 

The chairman of convocation and deputy chairman of con- 
vocation will also continue in office until May, 1942. 


Royal College of Surgeons of England 


At a meeting of the council of the college held on March 13, 
with Sir Hugh Lett, the president, in the chair, Prof. A. W. 


Sheen, Mr. W. H. Bowen, Prof. John Morley, and Prof. P. J.' 


Moir were elected members of the court of examiners. The 
title of professor of human and comparative anatomy was 
conferred upon Dr. A. J. E. Cave. Mr. Eardley Holland was 
re-elected as the representative on the Central Midwives 
Board. 

Diplomas of fellowship were granted to the following :— 

Harry Freeman, L.R.C.P., T. I. Hughes, L.R.O.P., J. P. Reidy, M.B. 
Camb., Katharine M. H. Branson, M.B. Lond., Janet E. Bottomley, 
M.B. Lond., W. W. Wiggins-Davies, M.B. Camb., Dorothy M. S. 
Knott, M.B. Lond., H. L. Brewer, M.B. Melb., W. N. Campbell, 
M.B. N.Z., Leon Henry, M.D. Lpool, C. W. Maclay, M.B. Glasg., 
Harland Rees, B.M. Oxfd, J. E. Richardson, M.B. Lond., V. N. 
Singh, M.B. Patna, and A. A. Wearn, M.B. Sydney. 

A diploma of membership was granted to M. A. Hafeez 
(Osmania University and West London Hospital) and 
licences in dental surgery of the college were granted to the 


following :— 


E. D. Blackie, Dorothy J. Brown, F. R. Byas-Perry, K. J. Cawley, 
G. H. Cornish, Joan Coulson, B. M. Cox, Percy Cummings, Lily J. 
Davidson, A. P. Davies, J. R. Dyer, G. A. Eacott, P. A. Edge, 
Ieuan Ellis, W. O. R. Evans, R. E. Eyles, E. H. Fielder, Alfred 
Halamandres, Denis Hand-Bowman, H. S. Hargreaves, F. E. B 
Heesom, Reginald Howgate, W. H. Hudson, G. W. Huggins, 
M.R.C.S., P. D. Jones, J. B. Karran, Edmund Kerpel, Marie 
Kosloff, J. J. McGreal, E. C. Minns, I. A. M. Mitchell, J. F, Mordaunt, 
H. J. Nicholls, W. A. Oldroyd, A. E. Perkins, D. A. H. Ritchie, 
D. G. E. Roberts, M. K. Sanjana, J. E. Seear, Hilda T. Smith, 
H. R. Unstead, Zelda J. Usiskin, V. 
Woodward. 


The following diplomas were granted, jointly with the 
Royal College of Physicians :— 

D.T.M. & H.—F. I. C. Apted, M. A. Cave, M. A. X. Cochemó, 
J. J. Dubash, C. L. Ferguson, Brenda Fife, G. D. Harthan, Sara 
Joelson-Syrop, W. N. Kenrick, H. L. Maclure, D. H. Manson-Babr, 
P. J. Pablot, A. E. Seligmann, D. B. Sen, S. P. Sinba, L. H. Turner, 
W. J. Tyson, A. J. Walker, and Charles Wilcocks. 

D.O.M.S.—H. S. Grewal, F. J. Lorriman, and Arthur Philipp. 


g-. 


M. Vadgama, and J. B.. 


Appointments 


(d 
. DRUMMOND, G. T., M.B. Edin.: examining factory surgeon for 


. Coatbridge, Lanarkshire. 

HOSsKING, G. E., M.B. Wales: junior assistant in the medical unit 
of the Welsh National School of Medicine, Cardiff. . 

LIVINGSTONE, ROBERT, M.B. Glasg.: temporary medical superin- 
tendent at the Alexandra Hospital, Swanley (which is tem- 
porarily under the Kent county council). 

PEREIRA, H. M., L.R.C.P.E., D.P.H.: temp. asst. M.O.H. for 
Bexley. 

TAYLOR, J. G., M.B. Birm.: R.S.O. at the Emergency Hospital, 
Powick, near Winchester. 


Births, Marriages and Deaths 


BIRTHS 


BERNARD.—On March 13, at Fishponds, Bristol, the wife of Dr. 
E. O. Bernard—a daughter. 

KEELING.—On March 9, at Tredegar, the wife of Major Richard 
G. M. Keeling, R.A.M.C.—a son. l 

KENNEDY.—On March 11, at Hindhead, the wife of Surgeon 
Lieutenant G. W. Kennedy, R.N.V.R.—a son. 

MACEWEN.—On March 14, in Edinburgh, the wife of Dr. A. Camp- 

_ bell MacEwen, of Dunfermline—a son. 

MACFARLANE.~—-On March 6, at Oxford, the wife of Dr. R. G. 
Macfarlane—a son. 
MorrRIs.—On March 3, at Tusmore, Australia, the wife of Mr. 
E. W. T. Morris, F.R.C.S., Sudan Medical Service—s son. 
OAKLEY.—On March 11, at Meonstoke, Hants, the wife of Surgeon 
Lieutenant D. E. Oakley, R.N.—a daughter. 

PATTON.—On March 10, at Carlisle, the wife of Dr. A. W. Patton— 
a daughter. 

RocHrorp.—On March 11, at Canterbury, the wife of Captain J. D. 
Rochford, R.A.M.C.—a daughter. 

THORNTON.—On March 11, at Barton-on-Sea, the wife of Dr. Basil 
M. Thornton—a daughter. 

WRIGHT.—On March 12, at Chichester, the wife of Major H. D. Kk. 
Wright, R.A.M.C.—a daughter. 


| MARRIAGES 


CRICHTON—Moon.—On March 15, at Reigate, Crawford S. Crichton, 
M.D., of Redhill, to C. Barbara Moon. 

FiTzGERALD—FLETCHER.—On Dec. 31, at Scarisbrick Church, 
Lancashire, William Ernest FitzGerald, M.B., to Elsie Fletcher. 

FostT—HODKINSON.—On March 15, at Wigan, Harold Treleven 
dane and lieutenant R.H.A. (H.A.C.), tò Kathleen Hodkin- 
son, : 

MacFaDYEN—SPENCER.—-On March 8, at Cleveleys, William 

- Laws MacFadyen, M.B., ‘lieutenant R.A.M.O., to Pa 

Spencer. 

SHEERS—CRIPPrS.—On Feb. 21, at Alexandria, Geoffrey Sheers, 
M.B., surgeon lieutenant R.N.V.R., to Janet Crippa. 


DEATHS 

BARNETT.—On March 13, John Edward Sewell Barnett, F.R.C.S., 
of Queen’s Road, Kingston Hill. 

GREENWOOD-PENNY.—On March 12, Sydney Greenwood-Penny, 
M.R.C.S., of Marazion. 

MORLEY.—-On March 13, at Bournemouth, Edward John Morley, 
F.R.C.S., surgeon captain R.N. retd. 

WEBSTER.—On March 16, in Edinburgh, Arthur Douglas Webster. 
O.B.E., M.D. McGill, D.Sc. Edin., F.R.C.P.E., aged 83. 

WIGHTWICK.—On March 13, at Chelston, Torquay, Alfred Wight- 
wick, M.B. Manc. l 


ew 
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The George medal has been awarded to Dr. D. C. Logan, 
assistant medical officer of health for Ealing and resident 
medical officer at Clayponds Emergency Hospital, to Dr. 
Mostapha Kamill, house-surgeon at the hospital, and to 
Flying-Officer K. L. G. Nobbs, M.B. Lond., R.A.F.V.R. 


A meeting of the Shaftesbury Military Hospital Medica! 
Society will be held at the hospital on Tuesday, March 25, 
at 2.30 P.M., when Colonel C. L. Franklin, A.M.S., will open 
a discussion on the management of battle casualties in the 
light of modern operational tactics. 


Dr. M. J. McGrath, medical superintendent of the West 
Riding Mental Hospital, Wakefield, has been appointed an 
external examiner in medicine for the M.D. thesis in the 
University of Sheffield. l 


At a meeting of the section of odontology of the Roya 
Society of Medicine on Monday, March 31, at 2.30 P.m., Dr. 
A. E. W. McLachlan will read a paper on manifestations of 
syphilis in relation to dentistry. On April 4, at 2.30 P.X. 
Dr. M. D. Nosworthy will speak to the section of anæsthetics 
on anesthesia in chest surgery, with special reference to 
controlled respiration and cyclopropane. 
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` DEFIBRINATION : 
TRANSFUSION SIMPLIFIED 


By G. A. Harrison, M.D. Camb. ` 


CHEMICAL PATHOLOGIST TO ST. BARTHOLOMEW’S HOSPITAL, 
LONDON ; AND 


L. E. R. PickEN, Ph.D. Camb. 


LATELY BALFOUR STUDENT IN THE UNIVERSITY OF CAMBRIDGE 


AT the present time, any changes which may lead to 
the simplification of the equipment used in blood- 
transfusion, and to a reduction in expenditure without 
loss of efficiency, are to be welcomed. The principles 
involved in the method described here are well established, 
but we are not aware that the particular combination of 
details suggested has been published previously. 


METHOD 


From 400 to 500 c.cm. of blood is collected in the usual 
way, without shaking, in a standard transfusion bottle 
containing 25 to 30 c.cm. of glass beads (about 5 mm. in 
diameter). The bottle is capped as soon as the desired 
volume has been obtained, and is inverted repeatedly and 
gently at such a rate that the beads have time to run 
through the blood from the bottom to the top of the bottle 
and back between each inversion. Defibrination is 
complete in 5 min. Each bottle is stored in a refrigerator 
at 2° to 6°C. <A few bottles (2-12, depending on the 
number of beds in the hospital) are kept in the refrigerator 
until required for transfusions of whole blood. These 
are administered through a giving set without any 
additional filter (fig. A); the clot is retained by the beads. 
Any of the 2—12 bottles which are not used in this way 
are processed for serum with the next batch of blood. 
Most of the bottles of blood are transferred within a day 
or two of collection to the processing depot, and are 
stored in a refrigerator. Early next day the blood is 
decanted through a funnel lined with muslin into the 
largest centrifuge tubes available and centrifuged. 
Alternatively, the first part of the giving apparatus 
(fig. B) may be used to run the blood from the inverted 
transfusion bottle into the centrifuge tubes. The 
lower portion of the giving set, from the dripper down- 
wards, is discarded, and a clip is fixed on the rubber 
tubing. Contamination is avoided as follows: the 
lower end of the rubber tubing is attached to a glass tube 
passing through a two-holed bung, which fits into a 


“screw-capped bottle of size suitable for the centrifuge 


available ; a plugged air-exit tube is fitted into the other 
hole of the bung (fig. B). This transfer unit, together 
with the screw-cap, is wrapped and autoclaved before 
use. After centrifuging, the supernatant sera are com- 
bined and filtered as soon as possible through Sterilmats 
F.C.B. and S.B. in a Seitz filter. If the pooled serum 
is stored in a refrigerator, a delay of one night before 
filtration can be tolerated. The filtered serum is issued 
in standard transfusion bottles and is administered 
through a giving set of the same pattern as that used for 
the defibrinated whole blood. 

It is among the advantages of this method that the 
blood set aside for transfusions of whole blood, if not so 
used, can be processed for serum at the end of 7 days or 
so, and the store replenished with fresh defibrinated 
blood collected at the subsequent bleeding session ; there 
is thus no wastage apart from the red cells. Defibrina- 
tion, of course, results in maximum retraction of the clot 
(the fibrin occupies a very small volume in the transfusion 
bottle), and in the entanglement of a negligible number 
of red cells. Defibrination therefore prevents the 
immobilisation of a large volume of serum within the 
fibrin gel and thus increases the potential serum yield 
to the maximum possible. The transfusion medium is 
undiluted: a fluid containing about 7% of protein is 
obtained, as against 4:5%, for citrated plasma with the 
usual proportion of citrate (120 c.cm. of 2:5% sodium 
citrate to 420 c.cm. of blood). The choice of serum as 
the transfusion medium avoids the difficulties inherent in 
filtering citrated plasma through asbestos pads in a 


NOTES, COMMENTS AND ABSTRACTS 


- gentle mechan- 


‘After defibrina- 


[marcu 22,1941 405 


Seitz filter. The closed bead filter and the mantle 
filter are no longer essential. One pattern only of 
giving set is required ; it is the same as that illustrated 
in the M.R.C. Memorandum No. 1 (p. 15, fig. 3), but the 
loose glass beads in the bottle are used for defibrination 
as well as for the retention ofthe clot. Neither sodium 
citrate nor pyrogen-free water-are required. Provided 
the bottles and transfusion sets are well washed with 
fresh tap-water, drained well and quickly dried, it is not 
essential to use distilled water, though a final washing 
with distilled water improves the appearance of the glass- 
ware, since no film of salt is left on drying. — , 
There are some minor disadvantages to be considered. 
If there is difficulty, and hence delay, in collecting the 


blood, clotting may begin before defibrination is started. 


In our limited experience, however, so long as bleeding 
is stopped as soon as coagulation is observed to have 
begun, the subsequent defibrination is reasonably 
complete. The 5 min. required for defibrination may 
seem like time 
wasted, but 
there should be - 
no difficulty in 
training an 
assistant to do 
the shaking, or 
the bottles may 
be subjected to 


ical rocking. 
The chief dis- 
advantages are 
the necessity 
for centrifug- 
ing and the cost 
of a centrifuge. 


tion in this 
way, human 
blood shows a 
great increase 
in suspension 
stability: in 
one experi- 
ment, after 5 
days in the 
refrigerator the 
clear upper 
layer of serum 
was only about 
a quarter of the 
total volume of 
liquid in the 
transfusion 
bottle, so that 
sedimentation 
by gravity 
would be 
wasteful. The 
method causes 
slight hemo- 
lysis, justappreciable when the centrifuged serum is viewed 
in a thick layer (in a transfusion bottle, for example). 
This amount of hemolysis is of no clinical consequence 


DISCUSSION 


Defibrinated blood was used for transfusion in the 
middle of the last century, many years before the intro- 
duction of sodium citrate as an anticoagulant. More 
recently several workers have made extensive use of it in 
preference to citrated blood (Colebrook and Storer,’ 
Platt?) and have claimed that reactions are less frequent 
with defibrinated than with citrated blood. Filatov? 
has used defibrinated blood stored at 6-8° C. for periods 
ranging from one hour to fifteen days. | 

The procedure described here considerably simplifies 
the transfusion equipment and avoids the use of plasma. 
A possible shortage of glass beads is no serious objection 
to the method, since several satisfactory substitutes for 
these are readily obtainable. We find that the same 
volume of flint chippings (from a gravel path) or small 

1. Colebrook, L. and Storer, E. J. Lancet, 1923, 2, 1341. 


2. Platt, R. Ibid, 1926, 1, 173. 
3. Filatov, A. Beitr. klin. Chir. 1936. 164, 9. 


A, Giving set inserted into bottle of blood defi- 
brinated with glass beads. The beads act asa 
filter, retaining the clot. B, Upper part of giving 
set used for delivery of defibrinated blood from 
transfusion bottles into screw-capped centri- 
fuge bottles. 


` 
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_ pearl buttons serves quite as well as glass beads for 

defibrination and for the retention of the clot. No doubt 

other small solid objects could be used with equal success. 

This observation might be of value under conditions of 
servicein the field. 

In each transfusion depot today, with the exception 
of those storing plasma, the bulk of the blood is collected 
for serum and but little is stored as whole blood. We 
have described how the whole of the blood collected may 
be defibrinated, whether it is to be used immediately as 
a source of serum, or as a small temporary whole-blood 
bank, the balance of which can be processed in due course 
for serum. The transfusion officer may, however, prefer 
to obtain his large store of serum by collecting the bulk 
of the blood in the ordinary way and allowing it to clot, 
only defibrinating the small amount of blood which is to 
be stored as whole blood. From unused bottles of 
defibrinated blood the serum may then be separated by 
centrifuging. While the yield of serum is greatest when 
the blood is defibrinated and centrifuged, it must be 
admitted that there is little, if any, saving in time by 
this method, as compared with the usual method of 
separating serum from clotted blood. Finally, the 
transfusion officer may not have a suitable centrifuge at 
his disposal and will therefore have to obtain his store of 
serum entirely from blood allowed to clot in the usual 
way. He may, however, still choose to defibrinate the 
blood which is to be stored as whole blood, since it is 
simpler to prepare bottles containing glass beads (or other 
small solid objects) than bottles containing a standard 
solution of sodium citrate in pyrogen-free distilled water. 
Any unused defibrinated blood will, of course, be wasted, 
but so will any unused citrated blood (unless arrange- 
ments have been made for the filtration of citrated 
plasma). 

We acknowledge with gratitude inspiration obtained from 


conversations with Prof. H. R. Dean and Dr. R. I. N. Greaves, © 


both of whom have advocated the use of serum as against 
plasma for some time past. —_ 


MORALE 


IN opening a discussion on morale in time of war at 
a meeting of the Shaftesbury Military Hospital Medical 
Society on Feb. 4, Major R. F. Barbour said he regards 
good morale as a condition in which an individual 
identifies his own aims with those of a group and acts 
selflessly for the good of the group. Military morale 
depends on the rapid absorption of the recruit, especially 
the conscript, into a new psychological unit, the Army. 
For this to be complete the security of home life must be 
replaced by the soldier’s confidence in his superiors and 
the knowledge that he is being employed -in work for 
which he is fitted. It is therefore essential that the 
work of each unit should be analysed and men with the 
right physical and mental characteristics drafted to it, 
so that the misfit who undermines morale is eliminated 
at the outset. Morale may be built upon fear. This 
was the early Nazi method, and is wholly bad because 
such morale disintegrates when the threat is removed. 


Secondly, it may be built upon devotion to a leader.. 


This is an obvious cohesive force, and is the height to 


which German morale has been raised by Hitler’s. 


successes, but it must vanish when the idol is shown to 
have feet of clay.: Thirdly, it may be built upon loyalty 
to a creed or institution, which attains its highest form 
when a man feels that he can contribute to the well-being 
of his fellow-men. For the maintenance of morale these 
foundations are not enough. The average man must 
have his convictions reinforced by the emotional appeal 
of regimental tradition, the Union Jack and so on. His 
adhesion to his comrades will be the greater if he has 
shared hardships with them, and especially if he has been 
so trained as to be ‘‘ action-perfect ’? under the severest 
conditions, so that he feels solidly bound to his comrades 
for a single purpose. The key to maintained morale is 
action. In the civil population this can find expression 
in the organisation of fire-fighting or of communal shelter 
life; in the Army in purposeful training. Action can 
replace fear, useless talk, criticism and defeatism, and 
can provide an outlet for aggressive tendencies which, 
repressed in an army condemned for strategic reasons to 
inaction, may breed neuroses. Hate is a poor basis of 
morale, and moreover makes excellent propaganda for 
the enemy ; imperialism is little better, and is no rallying- 
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point for the oppressed countries ; we must concentrate 
on those principles which are ours to offer to the world— 
freedom, intolerance of brutality, and mutual trust. 


STERILISATION OF INJECTIONS . 


IN a paper read at the March scientific meeting of the 
Pharmaceutical Society, Mr. H. Berry, dean of the 
College of Pharmacy, dealt with the sterilisation of 
preparations for parenteral injection. After 9 years’ 
experience of the methods of sterilisation laid down in 
the B.P. 1932, it was his opinion that the process of 
autoclaving and filtration could be accepted unchanged ; 
the former possessed a big margin of safety and was 
easily operated and the latter was an invaluable process 
in the hands of skilled operators, although liable to be 
dangerous unless all the conditions and technique were 
thoroughly understood. Neither the tyndallisation 
process nor the emergency method could be called satis- 
factory. Much work had been done ‘in a search for 
bactericides which could replace 0:5% phenol; the 
requirements of such a substance were that it should 
kill sporing organisms in a reasonable time at steaming 
temperature; be stable towards heat and compatible 
with medicaments; and be relatively non-toxic to man 
and animals. Two substances promise to fulfil these 
conditions—0:2% chlorocresol and 0:002% phenyl 
mercuric: nitrate. These kill organisms at 98°-100° C. 
in 30 minutes, even: when the solutions are grossly 
contaminated with resistent spores. They do not 
appear to be more toxic to animals in the concentrations 
specified and in the quantities. usually injected than 
0:5% phenol; it would be necessary, however, to limit 
the use of this method to injections whose dose does not 
exceed a certain small volume. -Turning to the packing 
of fluids for injection in multiple-dose containers, he 
said that the obvious advantage of these was one of 
economy, but the method introduced the danger of 
reinfection with the hypodermic needle. It was well, 
he said, that the B.P., following the lead of the Thera- 
peutic Substances Act, demanded the presence of a 
bacteriostatic agent in such preparations. In no 
circumstances should this precaution be neglected. If 
for some reason it could not be done, the preparation 
should be ampouled in single doses. The inclusion of 
the antiseptic is not, he said, the end of the anxiety, for 
the question of storage arises and one of the main causes 
of trouble may be the rubber cap. The quality and 
type of rubber are important. Phenol and chlorocresol 
may be absorbed from the solution when solutions are 
brought into contact with rubber.. One sample of a 
morphine hydrochloride solution, supposed to be 
protected with 0:1% chlorocresol, had very. little pro- 
tection left, the chlorocresol having been absorbed into 


the cap ; in addition the rubber had shed solid particles’ | 


large enough to cause an embolism had an intravenous 
injection been given. It was poor policy, he said, to 
economise in the quality of rubber, and he also advised 
that all caps after being well boiled should be stored in 
the antiseptic which is going to be used so that they 


may become saturated. : 


ALIEN Docrors.—Owing to the shortage of doctors 
the Minister of Health has modified the restrictions 
previously placed on the employment of doctors of 
enemy nationality in hospitals in protected areas and 
in hospitals with service patients. In future doctors 
of German, Austrian or Italian nationality who are 
qualified to practise in this country under the ordinary 
law, or under the temporary registration order, or who 


have been selected with a view to registration under the | 


order, may be employed in these hospitals. Their condi- 
tions of service will remain the same as those set out in 
THe LANCET 1940, 2, 682. This relaxation of the 
restrictions will not apply to other staff including nurses. 


The Colyer prize is awarded for the best original work in 
dental scionce, completed during the previous five years, by 
a British dental surgeon who has not been qualified for more 
than five years. Applications for the fourth award should 
be submitted not later than Sept. 30, 1941, to the secretary, 
Royal Society of Medicine, 1, Wimpole Street, London, W.1. 

Since publication of the last list of subscriptions to the 
Medical War Relief Fund over £1280 has been received, 
bringing the total to over £19,000. 


i 
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UNIVERSITY 


JOHN GORDON, 
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LECTURER IN BACTERIOLOGY 
IN THE UNIVERSITY 
OF LEEDS 


AND 


A TENDENCY has appeared in the last year to assume 
that the sulphanilamide drugs can take the place of 
specific antiserum in the treatment and prophylaxis 
of gas gangrene. And apart from this there has been 
some deprecation in official quarters of the prophylactic 
use of antiserum in this condition. 
also reflected in the expressed opinions of some clinical 
observers. The ‘“‘ popular” medical opinion on the 
subject can be expressed by a quotation from Bensted’s 
(1940) lecture on immunisation against bacterial toxins. 
‘ In the later stages of the last war an antitoxin was 
introduced but most workers found it unsatisfactory. 
Today the prophylaxis of gas gangrene depends on early 
surgical intervention and the use of sulphonamide drugs. 
Antitoxin nowadays is only used as an adjunct to surgery 
and chemotherapy.” The paramount importance of 
surgery in the treatment of wounds in which gas gan- 
grene has developed or is likely to develop is beyond 
dispute. When, however, the relative merits of chemo- 
therapy and antisera as adjuvants in treatment and 
prophylaxis are considered, the position is much less clear. 
Since the secretion by the bacteria concerned of potent and 
antigenic toxins is the outstanding feature of the disease 
there is every reason to suppose that antisera should be 
valuable, and both in prophylactic investigations in 
laboratory animals and in the control of natural animal 
diseases due to closely allied forms this has proved to be the 
case. On the other hand; little if any evidence has been 
brought forward to show that the sulphanilamide drugs 
have any influence on bacterial toxins. It seems, there- 
fore, that the attitude expressed in the quotations cited 
can only be justified if it is supported (a) by experimental 
investigation or (b) by carefully compiled statistics based 

on good combined bacteriological and clinical work. 


It is certainly true that experience of the last war 
left grave doubts about the value of antisera in treatment 
of established cases of gas gangrene, but it is not true 
that the value of antiserum when administered to 
severely wounded patients as a prophylactic measure 
was seriously tested. If such evidence does exist, it is 
extremely difficult to find. 

Antiserum is not discredited by the demonstration 
that a certain number of people who have had a prophy- 
lactic dose of anti-gas-gangrene serum die of that disease. 
An adequate series in which the incidence of gas gangrene 
had been compared in two large groups of wounded men 
treated with and without serum would be the only valid 
evidence on which an estimate of the value of serum in 
prophylaxis could be founded. It was hoped by one of 
us that this would be the first point in wound treatment 
seriously investigated in the present war, and it is perhaps 
unfortunate that the irruption of the sulphonamides into 
this field has interfered with development of knowledge 
on the point. Since the accumulation of statistical data 
on treatment of cases is inevitably slow it seemed to us 
that a direct comparison of the sulphanilamides and of 
antiserum in the prophylaxis and treatment of gas 
gangrene in animals might provide useful guidance to 
clinical procedure in dealing with wounds liable on 
account of their character to develop that condition. 


GROWTH OF ANAEROBIC BACTERIA IN MEDIA CONTAINING 
SULPHONAMIDES 

Few observations seem to have been made on the 
growth of anaerobic bacteria when sulphonamides are 


6135 


A similar attitude is . 


incorporated in the media. Natvig (1938) found that 
Prontosil Soluble did not control the growth of anaerobes 
in culture media, but this is not surprising since this 
compound does not act in vitro on bacteria sensitive in 
the same conditions to p-aminobenzenesulphonamide 
and liable to be destroyed by prontosil in the animal 
body. Spray (1938), however, made cultural investi- 
gations with prontosil, sulphanilamide and disulphanil- 
amide and observed negligible interference with the 
growth of Clostridium welchit and Cl. sporogenes but 
a definite interference with the growth of Cl. novyi 
and Cl. histolyticus, especially with disulphanilamide. 
Burton and others (1940), on the other hand, were 
unable to demonstrate any significant inhibition of the 
growth of Cl. welchii, Cl. septique or Cl. novyi even in 
1: 500 dilutions of sulphanilamide and sulphapyridine 
on solid or in fluid media. In parallel experiments in 
the same media they were successful in obtaining 
bacteriostatic and bactericidal effects for the same 


- anaerobes when a sulphanilamide compound in which the 


p-amino group had been substituted by a p-nitro group 
was used in dilutions ranging from 1 : 5000 to 1 : 50,000. 
To follow up this last result we launched a series of 
investigations on -the control of experimental gas 
gangrene in mice and guineapigs, values both in treat- 
ment and prophylaxis being compared with those of 
antisera. Before recording these, the results of similar 
work already published may be considered. Í 
Long and Bliss (1937) used sulphanilamide in doses of 
20-96 mg. in the treatment of mice. injected with culture or 
bacillary suspension of a Cl. welchit strain of low virulence ; 
injections were intraperitoneal and treatment began after 
an interval of an hour; of 64 treated mice 44 survived and 
all the 41 controls died. Natvig (1938) used prontosil soluble 
and injected about 10 M.L.D. of culture intramuscularly into 
one leg and varying doses of drug (up to the toxic limit) into 
the other ; the experimental animal was the mouse, and four 
anaerobes, Cl. welchii, Cl. histolyticus, Cl. septique and Cl. 
novyi, were used; no protection was observed. Buttle 
(1939) mentions experiments with sulphanilamide and sulpha- 
yridine and states that he found the latter superior. Ken- 
drick (1939) used guineapigs, intramuscular injection and 
suspensions from cultures of Cl. welchit; neoprontosil, 
sulphanilamide and sulphapyridine were used for treatment 
by oral, subcutaneous and intraperitoneal routes at the time 
of injection and in some cases 6 hours later as well; no 
appreciable evidence of protection was obtained. Legroux 
(1940), whose work is probably most of all responsible for 
the current practice of introducing these drugs in powder 
form to wounds in which it is thought that gas gangrene may 
develop, infected his experimental animals, guineapigs, by 
sewing portions of fabric soaked in Cl. welchit and Cl. histo- 
lyticus cultures into wounds made in the muscles; he found 
that if the wounded muscle was powdored with sulphanilamide 
at the time of introduction of the infected fabric symptoms 
were delayed and healing could be obtained if the Fabric 
was removed a few days later and the wound again powdered 
with sulphanilamide ; oral administration of the drug was 
without effect. Stephenson and Ross (1940) used mice and 
injected two strains of Cl. welchi1, one a poor toxin former, 
the other actively toxigenic ; with the less toxic strain given 
intraperitoneally they got good results by oral treatment with 
sulphanilamide and sulphapyridine; when intramuscular 
injection was adopted or when the actively toxigenic strain 
was used the results were poor and compared unfavourably 
with serum; with Cl. septique protection was only obtained 
with sulphapyridine and then only on prophylactic adminis- 
tration, and no protection was obtained from Cl. novyt. 
Singer (1940) worked with mice and injected his cultures 
subcutaneously ; treatment was oral with suspensions of 
prontosil, Uleron, sulphapyridine and Soluseptasine; his 
only clear success was with a single M.L.D. of Cl. welch ; 
there was a percentage survival with larger doses of Cl. welchiz 
and with single doses of Cl. septique, but the results wore 
too unequal to be convincing and no favourable results were 
obtained with Cl. novyi. Henderson and Gorer (1940) used 


-heated spore suspensions of Cl. septique in calcium chloride 


solution and intradermal injection; in these conditions 
sulphapyridine gave good protection and sulphanilamide 
partial protection on oral administration up till 4 hours after 
infection ; results were much less convincing if injection of 


N 
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spores was intramuscular or where Cl. welchit preparations were 


used ; the point particularly brought out in this work is that _ 


serum and sulphapyridine in the special conditions of these 
. experiments can give results much greater than the sum- 
` mation of their separate effects. 

To summarise, the only encouraging results have been 
obtained in infections with small doses of some strains 
of Cl. welchit when the drugs have been given before or 
very near the time of infection, and it is the general 
aoe that for this purpose sulphapyridine is a more 

ctive drug than sulphanilamide. No-one has claimed 
better results with oral than parenteral administration, 
but Legroux (1940) has provided experimental evidence 
of the superiority of local over oral administration. 
Jensen and others (1939) also claim that more is to be 
expected of local than oral administration since the 
former assures the presence of the drug up to the point 
of saturation in the vicinity of the wound, an effect 
which cannot be obtained with oral administration with- 
outrisking grave intoxication. For these reasons we have 
adhered in our work to parenteral administration of the 
drugs at the site of infection. 


EXPERIMENTS IN ANIMALS 


Mice.—A small preliminary series of investigations 
was made with mice P rbich were injected with Cl. septique 
subcutaneously. The control of the infection was 
attempted with sulphanilamide and p-nitrobenzene- 
sulphonamide, the drugs being administered half an 
hour before or immediately after infection. The results 
are recorded in table I. These experiments suggest an 
, extremely limited degree of protection by these drugs 
when present from the outset of infection and a very 
slight superiority of the nitro compound, but nothing 
comparable to its superiority in vitro. 


TABLE I—ATLEMPTS TO CONTROL INFECTION IN MICE INJECTED 
WITH CL. SEPTIQUE SUBCUTANEOUSLY. DRUGS WERE 
INJECTED AT THE SITE OF INFECTION AND IMMEDIATELY 
BEFORE OR AFTER INFECTION 


arte 
No. of 
dose of Drug Result 
culture mice 
(c.cm.) | 
0-5 Sulphanilamide 2-6 mg. 6 All died ; av. time 21 hr. 


j Sulphapyridine 2-6 mg. 6 


o> p-nitrobenzenesulphon- 6 


All died ; av. time 23 hr. 
All died; av. time 26 hr. 


jə Controls 7 All died; av. time 20 hr. 
0:2 Sulphanilamide 1-20 8 4 survived ; 4 died with- 
mg. in 36 hr. 


és p-nitrobenzene-sulphon-| 8 4 survived; 2 died with- 


amide 1-5 mg. in 36 br. ; ; 2 died after 
36 hr. 
se Controls All died ; 6 before 36 hr., 
a 2 after 36 hr. 
0-1 Control J Survived. 


Guineapigs.—In most of the experiments guineapigs 
have been used, the thigh muscle of the anesthetised 
animal being crushed by nipping with pressure forceps 
in order to reproduce conditions resembling those in 
which gas gangrene arises in man. Twenty-four hour 
- cultures in liver broth have been used and single lethal 
doses or very small multiples of the lethal dose have 
been administered. Cl. welchit, Cl. septique and Cl. novyi 
have been examined. The results of these experimen 
are recorded in table It. 

These experiments afford no evidence that any of the 
three drugs used is of value in controlling an established 
gas gangrene infection, even when the interval before 
administration is very short. They do, however, 
indicate a limited usefulness in the local administration 
of M. & B. 693 as a prophylactic agent. In the‘last 
respect, however, they are distinctly inferior to specific 
antiserum which when given locally as a prophylactic 
was effective in infections with Cl. welchiit and Cl. 
septique even in doses considerably less, weight for 
weight, than those recommended in the prophylaxis 


TABLE II—ATTEMPTS TO PREVENT OR OURE INFECTION IN 
GUINEAPIGS INJEOTED WITH CL. NOVYI, OL. SEPTIQUE OR 
OL. WELCHII SUBCUTANEOUSLY 


Lon 
Inject- og Drug or Adminis- 
tion. E antitoxin tration 
Cl. novyt M. & B. 693 prophets 
A M. & B. 693 Sorat To; 


6 

3 

3 | Sulphanilamide Prophy local “9 

2 p-nitrobenzene- 
sulphonamide 

ji 3 Antitoxin 1800 ” 

units 

3 | Antitoxin 700 »» 

3 

3 

0 


8 
> Antitoxin 3600 Curative, 
units local 
Ss Antitoxin 1400 e 
units 
y 1 Controls 
Cl. 
septique | 18 M. & B. 693 eee Ly 
o 
es 3 M. & B..693 Curative, 
ocal 
35 7 p-nitrobenzene- | Prophyl., 
sulphonamide local 
33 7 p-nitrobenzene- | Curative, 
sulphonamide local 
5 16 Sulphanilamide BrOPR I; 
s 7 Sulphanilamido- Curative, 
i 8 se be 180-18 Prophyl. 
loca 
i 24 T oE 
cl. 
welchit 6 M. & B. 693 Prophyl., 
loca. 
Pe 3 M. & B. 693 Curative, 
local 
i; 3 Sulphanilamide | Prophyl., 
local 
i 4 Antitoxin 700-7 9 
units 
aN 6 Antitoxin 3500 Curative, 
units local 
5 6 Controls i 


m. de. = much delayed. 


T rophytacne {Prophyl. ) Administration of drugs or antitoxin was 
carried out as tw ome ctions, the first 16. hr. and the second ¢ hr. 
before inoculation. he quantities given to each guineapig and 
methods of administration were as follows : 

M. & B. 698. Suspension of 0-2 g. in 5 o.com. of distilled water. 

Sulphanilamide. olution of 0-1 g. in 5 c.om. of distilled water. 
(It was possible to inject a solution by dissolving with heat and 
injecting before the solution had cooled below bod y temperature.) 
5 e e eam Suspension of 0:05 g. in 2°5 c.cm. 

sperso 

Curative administration.—The same conen; methods and sites of 
administration were used in each case, but the times of administre- 
tion were 4 and 7 hours after inoculation. 


of gas gangrene in man. This point, since it has. an 
immediate practical bearing, has been further investi- 
gated in experiments in which the relative values of 
serum in prophylactic and curative administration have 
been carefully compared. These observations are re- 
corded in table mm. The striking contrast between the 
prophylactic efficiency of antiserum in Cl. 
infection, and its failure in treatment was not observed 
when the virulence of the bacterium was less acutely 
developed—i.e., when the controls survived Gill the 
second day. In such experiments, of which several were 
made, treatment was successful, and in one of these even 
50 units sufficed for cure when given four hours after 
infection, but in this experiment the lower limit of 
prophylactic protection was not reached with L unit. 
The results recorded in table D1 can now be considered 
in the light of (a) the recommendations made for the use 
of such sera in man, and (b) the ratio of the weight of 
man and guineapig. They emphasise the fact that a 
dosage of serum equivalent to or less than that recom- 
mended for human prophylaxis is effective, whereas 
doses vastly greater than those recommended for treat- 
ment may be impotent within four hours of the initiation 
of infection. They suggest that the doses likely to be 
effective in treatment will be at least 200-600 times 
greater than those effective in prophylaxis. If it is 


legitimate to apply the findings in experiments on 


THE LANCET] 


guineapigs to actual infection in man, it will follow that 
doses of antiserum 30-300 times greater than those 
recommended will still be ineffective in established 
cases of gas gangrene in man. 

A point which may prove of practical importance 
brought out in these experiments is that where you are 
dealing with a rapidly progressive gas gangrene infection 
there is an advantage in a tering serum for prophy- 
laxis in the area where the lesion exists and in which the 
development of such infection is expected. So far as 
we are aware, attention has never been drawn to this 
point, and in fact we have failed to find in the literature 
. any extensive observations on the relative values of the 
prophylactic and therapeutic uses of these sera. It is, 
however, to be noted that in the Medical Research 
Council’s Report No. 39 (1919) on anaerobic infections of 
war wounds, Ellis is quoted (p. 130) as stating that the 
injection of anti-gas gangrene serum into and around 
the site of injury was attended with favourable results. 


CONCLUSIONS 


From the results of experiments in mice and guineapigs, 
together with other work already published, it seems 
likely that the sulphanilamide drugs will have only a 
limited value in the prophylaxis of gas gangrene, and 
that local administration will be more useful than oral. 
These drugs are not likely to be useful in treatment 
except in cases where there is a mixed infection with an 
aerobe susceptible to them. In experimental work they 
are inferior to antisera in the prophylaxis of gas gangrene. 
Antisera are so much more effective in prophylaxis 
than in treatment that while the former use is certainly 
justified it is doubtful whether the latter is. It would 
therefore be well if the official recommendation to use 
antisera only for treatment and not for prophylaxis were 
reversed, provided waste by use on unsuitable cases was 
avoided. There is no justification for withholding these 
valuable prophylactic agents from any person who is 
considered to be threatened with gas gangrene. It is 


TABLE WI—EXPERIMENTS TO COMPARE THE RELATIVE VALUE 
OF SERUM WHEN GIVEN OCURATIVELY AND PROPHYLACTI- 
CALLY TO GUINEAPIGS INFECTED WITH CL. WELOHII, 
OL. SEPTIQUE AND OL. NOVY! 


Bac- Prophylactic | Prophylactio, 
terium Curative at site of | remote from 
injury injury 
wetchit 1 died 48 hr 
1 , 72hr. 
1 ,, 48 hr. 
1 , 72 hr. 
1 ,, 24br 
1 , 48br 
1 survived 1 survived 
Controls 1 died within 24 hr., and 1 within 48 hr. 
ot. 
septique Died 48 hr. 
ee os i 
1 survived | 1 died 24 hr. 
1 died’48 hr. B ogs 
Controls Died within 24 hr. 
ee 1 died 24h 
e r. a èt 
2 , 48hr. oy sa 
ae 1 survived 1 survived 
T z 1 died 3rd 
day 
. ga 1 died 3rd 1 died 24 hr. 
day 
peas aS ee ee ee eee 


Prophylactic injections of scrum were mado 2 hours before 
infection and injections of serum for treatment were made 4 hours 
after infection. 
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recommended that administration should take the form 
of multiple injections of serum into the muscles in the 
vicinity of the wound. 


We wish to thank Dr. A. Mayr-Harting for help with some 
of the observations ; Dr. S. Ellingworth, of Imperial Chemical 
Industries Ltd., for preparing the suspensions of p-nitro- 
benzenesulphonamide used ; Mr. J. MacAvoy for his help with 
the animals ; and the Medical Research Council for their grant 
towards costs. 
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PREVENTION OF PYREXIAL REACTIONS 
IN INTRAVENOUS THERAPY 


By F. A. Knott, M.D. Lond., M.R.C.P., D.P.H. 
DIRECTOR, BACTERIOLOGICAL DEPARTMENT, GUY’S HOSPITAL; 
AND 


B. Leet, B.Sc.Med. Toronto, M.R.O.S. 


MEDICAL OFFICER, E.M.S.. AT THE HOSPITAL 


IT is disappointing to find that minor pyrexial reactions 
still often crop up as an unexpected complication of 
intravenous therapy. To rectify this much thought has 
been given to perfecting blood-storage, plasma-filtration, 
chemical purification and the details of apparatus, but if 
reactions are to be reduced to a minimum everyone— 
operator, supply department and nursing staff—must 
remember several other pyrogenic factors. Most of 
these are well known to be associated with contamination 
of distilled water and the accessory chemical solutions 
or imperfections in equipment or technique; but how 
these faults commonly arise and the quickest methods 
of detecting them are not so generally appreciated. The 
present E.M.S. central supply service leaves the prepara- 
tion of solutions and the care of apparatus as a local 
responsibility, for some institutions a new one. These 
notes are made on our past and present experiences of, 
such work. 

Reactions tend to occur in small outbreaks and their 
notification to the laboratories is usually accompanied by 
requests for “ sterility tests” on the apparatus and 
solutions used. But in practice we have found failures 
in sterilisation extremely rare and on most occasions 
other faults must. be sought. When investigating any 
particular group of reactions one starts with the know- 
ledge that trouble may arise from transfusion of any of | 
the following: (a) dead bacteria; (b) free bacterial 
proteins ; (c) traces of other foreign protein ; (d) some 
non-protein particulate matter ; and (e) various materials | 
added to the solutions from glass-ware or rubber 
improperly cared for or too long in use. l 


DEAD BACTERIA AND BACTERIAL PROTEIN 


It is important to note how dead bacteria or their 
proteins come to be found in solutions stored in sealed, 
unopened, screw-capped bottles. We have rarely seen, 
when microscoping the centrifuged deposit, any dead 
bacteria in the finally bottled products, because the last 
stage of preparation includes Seitz filtration immediately 
before the final sterilisation. But filtration does not 
remove free protein, and nearly two-thirds of solutions 
proved to have caused reactions were found to contain 
minute traces of protein which could probably be 
accounted for by previous multiplication of bacteria in 
them. When the final filtration was deliberately omitted 
several of these samples showed numerous dead organ- 
isms; and by random sampling in the preparation 
rooms their most common source was, found to be 
infection of the stock solutions either just after distilla- 
tion and before bottling of the distilled water in bulk, or 


‘ 
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at the time of adding the chemicals to make the final 
solutions. i 

When distilled water is subsequently to be used 
intravenously, it is essential to adopt during distillation 
some closed system of delivery into clean, sterilised bottles 

‘which are immediately autoclaved, capped and tightly 
closed. Any technique which allows infected water to 
stand for a time warm or at room temperature before it 
is bottled and sterilised may permit bacteria, though they 
may be very few to start with, to multiply vigorously. 
In our experience the most common contaminants acting 
in. this way have been gram-negative bacilli of the 
unclassified, non-sporing, non-chromogenic type, the 
reactions of which do not conform to those of any defined 
group (such as coliforms or Bacillus proteus). Many of 
these organisms readily multiply at room temperature in 
distilled water, particularly if the free ammonia content 
be high. Even with perfect protection of the stock 
distilled water, solutions made from it may still become 
pyrogenic. Organisms may be added with the chemicals, 
especially if these are taken from large tins or bottles 
some time in use. Again it is imperative to remove the 
bacteria before they have time to multiply or add soluble 
protein. Therefore, after dissolving chemicals, rapid 
filtration is required -with closed delivery into screw- 
capped bottles and immediate sterilisation by whatever 
method is most appropriate. The filtration method we 
favour is the use of a Seitz-EK 14 cm. disc or its 
equivalent, followed by passage through a sterilised 
sintered glass filter to remove any fibres derived from the 
filter disc. Whatever system is adopted, it must ensure that 
both the distilled water and the final intravenous solutions 
are at all times free from bacteria either living or dead. 

Detection of dead bacteria in the deposit of a suspected 
solution is a matter of simple microscopy. When present 
they can have a surprisingly great effect, and such 
solutions are in fact very dilute vaccines. Asamethod of 
inducing artificial pyrexia, a small intravenous dose of a 
coliform vaccine is well recognised ; experimentally we 
have repeatedly produced the same result with vaccine 
made from water contaminants. Admittedly the number 
of organisms injected needs to be decidedly higher but 
& pyrogenic dose may easily be given if the volume of 
injected fiuid is large. 

Solutions free from bacterial bodies but suspected of 
containing traces of protein require chemical’ examina- 
tion. Pyrogenic samples of this type have been found 
to give albuminoid-ammonia figures ranging from 0-006 
to 0-025 part per 100,000, whereas none was present in 
the water coming freshly from the still. In three 
outbreaks it was possible to obtain evidence that infection 
of the solutions had taken place during preparation. 
At the time, to confirm the usefulness of the albuminoid- 
ammonia estimation, samples of distilled water showing a 
low free-ammonia content and complete absence of 
albuminoid ammonia were lightly infected with bacilli 
obtained from other distilled water. After incubation for 
two days they were examined after Seitz filtration. 
Albuminoid ammonia appeared in the filtrates in amounts 
varying from 0-005 to 0-008 part per 100,000. 


OTHER FOREIGN PROTEINS 


In other outbreaks, although solutions from the same 
batch had been supplied to all, pyrexial reactions were 
most common in particular wards; usually those in which 
' the nursing staff attempted to clean, sterilise and store 
the delivery apparatus for themselves. Gross failure in 
cleaning calls for no comment, but the average nurse 
often fails to appreciate the extreme degree of chemical 
cleanliness essential for intravenous work, and trouble 
crops up in, to them, unexpected ways. For example, 
nearly a quarter of the outbreaks we have investigated 
were found to be caused by the boiling of delive-y bottles 
and rubber tubing in the large ward sterilisers repeatedly 
used for dishes and instruments. Often traces of 
steriliser water dry and leave a barely noticeable film of 
carbonate on the inside of both bottles and tubes. Being 
only slightly soluble, the film may be added to at each 
visit to the steriliser, and although this “ hardness ” is 
not in itself pyrogenic it may hold traces of protein 
derived from the steriliser or from previous use of the 
apparatus. If some of the film is rubbed off into the 
distilled water it will usually raise the albuminoid- 
ammonia figure. 


The same effect may be produced in another way. 
After repeated use the inner surface of rubber tubing may 
become hard, rough and covered with minute cracks, 
especially favouring the deposit of film or retention of 
traces of protein. In three experiments we found that if 
previously safe normal saline (free from albuminoid 
ammonia) was run slowly through such tubing during 
gentle twisting and compression it produced severe 
pyrexia when, after sterilisation, it was injected intra- 
venously. In one case the albuminoid-ammonia content 
rose during passage through the tube from nil to as much 
as 0:05 part per 100,000. Cleaning and sterilising in a 
ward can thus readily fall below the required standards 
of real chemical cleanliness. Failure to deal properly with 
taps, drips, filters and other parts possessing ‘‘ back- 
waters ”’ is an obvious risk, but the two unsuspected 
fallacies described illustrate the great care necessary. 
The best results can be obtained only when sterilisation 
is done in a laboratory department where perfect cleans- 
ing and all necessary replacements and renovations can 
be carried out at the same time. In the wards little 
should be done except thorough flushing with clean cold 
water or weak soda solution. The best subsequent 
procedures are fully described in the M.R.C. memor- 
andum on wound shock.! 

A further possible source of trouble is the still itself. 
A series of reactions took place when reconstruction of 
part of the hospital made necessary the temporary use 
of a relatively old metal still, When tested, the stored 
distilled water from this apparatus was found to be 
sterile and completely free from bacterial bodies and 
particulate matter, but to have an albuminoid-ammonia 
content as high as 0:0008 to 0-001 part per 100,000 ; 
this, of course, had been passed on to all the intravenous 
solutions. A large quantity of this water was therefore 
redistilled from glass, and the albuminoid ammonia fell to 
vanishing point. A fresh set of intravenous solutions 
was then prepared from this redistilled water and issued 
to the wards; no further reactions took place. Several 
similar experiences suggest that when a water-supply is 
at all below the highest standards double distillation from 
glass should be carried out; and should an outbreak of 
reactions occur one of the first tests should be estimation 
of the albuminoid-ammonia content of the solutions. 
This should not be above, say, 0:0002 part per 100,000. 
If the figure is appreciably higher, the cause should be 
sought in failure to protect the solutions from bacterial] 
contamination or in direct entry of traces of foreign 
protein. At present the still in use for our intravenous 
supplies is a steam-heated, automatic Manesty No. 4 
model (Manesty Machines Ltd., Liverpool) and the 
albuminoid-ammonia content of the distilled water 
delivered is nil. 


SUSPENDED NON-PROTEIN PARTICLES 


Ideal intravenous solutions should contain no trace of 
particulate matter. An official E.M.S. warning was 
issued against the chalky and other powders to be found 
on new rubber. Particles from ‘‘ perished ” rubber are 
equally objectionable, and preliminary washing should be 
very thorough. In some of the earliest screw-capped 
bottles the cap-linings deteriorated and flaked. Before 
general adoption of the screw-cap, the cotton-wool plug 
was a tiresome source of fibres; vegetable or asbestos 
fragments may also be derived from filters, especially 
if filtration is hurried. But our experience has been that 
non-protein particles in very small numbers are less liable 
to cause pyrexial reactions than is generally supposed. 
It is not uncommon for unopened bottles to be returned 
to the laboratory because sharp eyes have detected a few 
floating specks in the contents, but (except in two 
instances in which a mould was the cause of the trouble) 
tracing the rest of the batch and deliberate intravenous 
use of the contents of the suspected bottles has always 
convinced us that they had no significant pyrogenic 
properties. All our experience suggests that traces of 
foreign protein in any form are far more potent in pro- 
ducing reactions than any of the commonly encountered 
non-protein particles. In any case, the presence of the 
latter can be largely avoided by passage, after Seitz 
filtration, through sintered glass, and by careful cleansing 
and renovation of all apparatus used. ° | 


1. The M.R.C. War Memorandum, No. 1. 


` 


THE LANCET] DR. PASK: OXYGEN CAPACITY OF BLOOD AFTER HEXOBARBITONE ANÆSTHESIA [MARCH 29, 1941 4]] 


SUMMARY 


-= Pyrexial reactions complicating intravenous therapy 
may be due to the presence in the solutions used of dead 
bacteria or traces of other foreign proteins or non-protein 
particulate matter. Foreign protein is the commonest 
cause. 

Dead bacteria or protein derivatives of them may be 
present as a result of faulty technique in distillation of 
water or sterilisation of apparatus, or of defects in outworn 
apparatus. Solutions free from dead bacteria but con- 
taining traces of protein capable of causing pyrexia have 
been found to have an albuminoid-ammonia content 
ranging from 0-005 to 0:025 part per 100,000. This 
estimation is therefore useful in the detection and 
elimination of such contaminants. : 


We thank Dr. A. H. Douthwaite for giving us opportunity 
to test the pyrogenic properties of various solutions clinically ; 
and Dr. J. H. Ryffel and Mr. E. Hinks, B.Sc., F.I.C., for 
confirmatory albuminoid-ammonia estimations. 


OXYGEN CAPACITY OF BLOOD 
AFTER SOLUBLE HEXOBARBITONE ANAZSTHESIA 


By E. A. Pask,! M.B. Camb., D.A. 


ASSISTANT, NUFFIELD DEPARTMENT OF ANÆSTHETICS, OXFORD 


THE occurrence of a transient dilution of the blood 
during the period of action of certain of the anzsthetic 
barbiturates has been noted on several occasions. 

Bourne, Bruger and Dreyer (1930) found that in dogs 
the corpuscular volume fell by as much as 30% during 
Sodium Amytal anesthesia, but inno case did any material 
dilution persist for more t 5 hours after recovery. 
Adolph and Gerbasi (1933) noticed similar changes, and 
Searles (1939) found that the erythrocyte count fell by 
some 15% but that this did not occur in splenectomised 
animals. Dallemagne (1935, 1938), however, reported a 
different and more serious effect: a decrease of some 
50% in the oxygen capacity of the blood in dogs after the 
administration of soluble hexobarbitone. The oxygen 
capacity remained at its minimum level for at least 
10—14 days, after which it slowly returned to normal. 
The effect was accentuated when repeated doses were 
given, and in one animal, which received 17 mg. of 
soluble hexobarbitone per kg. of body-weight on 3 
occasions at intervals of a month, the oxygen capacity 
fell eventually from 20 to 4 volumes %. These changes 
Dallemagne attributed to a destruction of erythrocytes. 
H. K. Beecher (1938) in a short series of intensive 
experiments was unable to confirm these findings. In 
one of his experiments a dog received 30 mg. of soluble 
hexobarbitone per kg. of body-weight on 22 occasions at 
intervals of a week, but no evidence of anxmia was 
found. Beecher was also unable to advance any 
explanation for the anemia which occurred in Dalle- 
magne’s experiments. 

It seems unlikely that changes of the magnitude 
noticed by Dallemagne could follow soluble hexobarbi- 
tone anzsthesia in man without giving rise to clinical 

signs or symptoms. The possibility of such changes is, 
` however, so serious that—attention having been directed 
to it by several observers (e.g. Wynne 1940)—it seemed 
advisable to investigate the blood-oxygen capacity 
directly in a short series of patients after soluble hexo- 
barbitone anzsthesia. 

The results and data concerning the patients are 
shown in the table. Coagulation of blood samples 
was prevented by oxalate. All estimations were dupli- 
cated, the Van Slyke manometric method being employed 
for cases 1-3 and the Haldane method for the 
remainder. In none of the operations was there any 
considerable loss of blood. In the figure the blood- 
oxygen capacity levels are represented graphically ; in 
each section the central horizontal line represents the 
preoperative level and this figure is noted against the 
line. The space above and below this central line 
~represents a change of 1 volume % except in case 10, 
where an increase of 2 volumes % has been allowed for. 


1. Part of this work was carried out during a temporary tenure of the 
pe teRowaBip in anæœsthesia at the Royal Sussex County 
Hospital. 


TABLE SHOWING RESULTS 


' 


| Sex! Premedica- | Supplemen- | Dose of l 
No. | and tion ry HB ‘Operation 
ag (gr.) anesthetic (g.) 
1 | M M1/6, H1/150| Cyclopropane 1 Compound frac- 
ure. 
2 M Sy es Cyclopropane ill Lacerated hand. 
3 M None None 1 None. 
4 a M1/6, H1/150) Nit. ox and E. 1 Herniotomy. 
51M] , 4 |Nitox.andB| 2 Bilateral hernio- _ 
58 omy. 
6 M 7 = Nit. ox. and E. 1 Appondicectomy 
7 M , 9° Nit. Ox. 1 Removal of epidi- 
35 dymis. 
8 r re Si Nit. ox. and E. 1 Herniotomy. 
9M sh 53 Nit. ox. 1 Fractured ole- 
61 cranon. 
10 M a j5 E. 1 Herniotomy. 
11 M S a Cyclopropane 3 Bilateral hernio- 
| 35 tomy. 


- = nitrous oxide. E = ether. 


M = morphine. Nit. ox 
SHB = soluble hexobarbitone. 


H = hyoscine. 


It will be seen that in no case did the oxygen capacity 
fall as much as 1 volume %. 

Variations in blood-oxygen capacity may be associated 
with such factors as sleep, feeding, emotion, sweating, 
and the hemoglobin content of the blood may vary by 
10-15% from hour to hour (Wintrobe 1930). The small 
reduction in oxygen capacity noted'in some of the cases 
reported here cannot therefore be regarded as significant, 
and it may be concluded that a serious fall in blood- 
oxygen capacity is not a common accompaniment of 
clinical soluble hexobarbitone anesthesia in man. 


DAYS AFTER ANAESTHESIA , 
' 2345 678 9 0 WU 12 


tee 


i 

ISON] 17-9 
| 

6!°DA 


2 


| 


i 


2 


R 
Un 


~ 


| 


P 
~N 


© 
N 


EA 
5 
mN 


References at foot of next page 


412 THE LANCET] 


s 


TOXIC MANIFESTATIONS OF 
ANTISYPHILITIC THERAPY 
FURTHER OBSERVATIONS ON CAPILLARY RESISTANCE 


BY 


GORDON HORNE, ney HAROLD SCARBOROUGH, 


M.R.C.P.E. M.B. EDIN., 


(From the Department of Venereal Diseases and the 
Clinical Laboratories, Royal Infirmary, Edinburgh) 


IN a previous communication (1940) we reported 1 case 
of toxic purpura and 9 cases of toxic erythema and 
dermatitis (1 showing spontaneous petechial bleeding) 
occurring during the course of antisyphilitic therapy 
with arsenic and bismuth. All were found to have an 
. associated low or decreased capillary resistance. 
Scarborough and Stewart (1938) in demonstrating the 
effect of hesperidin (vitamin P) in the treatment of 
vascular purpura observed a decreased capillary resist- 
ance in 3 cases of purpura under similar circumstances. 

We report here a second series of cases investigated 
during the course of antisyphilitic therapy, including 
9 cases of jaundice, 2 of which were associated with 
spontaneous petechial bleeding and 2 with erythema, and 
2 cases of ‘‘ vasodilator reaction ” (nitritoid crisis). With 
the exception of 2 of the cases of jaundice, which were 
not considered to be clinical manifestations of intolerance, 
all the cases reported were associated with a low or 
decreased capillary resistance. 


CASE-RECORDS 


The capillary resistance was determined by a negative- 
pressure method and recorded as previously described 
(Horne and Scarborough 1940). The resistance is stated 
as the amount of suction in mm. Hg required to produce 
a single petechial hemorrhage in the area of skin under 
observation, one or more of three standard area being 
used, designated I, II and V. 


Case 1.—Male, aged 53, with primary syphilis. On March 
22, 1940, three weeks after completion of the first “ unit” 
course of treatment with arsenic and bismuth the patient 
reported with clinical jaundice. A few spontaneous petechial 
hzmorrhages were observed on the limbs. Fig. 1 shows an 
associated decreased capillary resistance, which remained at 
this level despite clinical improvement. Bismuth injections 
were started again on April 23 and numerous petechial 
hemorrhages reappeared in association with a further fall in 
the capillary resistance. No more injections were given, and 
the capillary resistance rose to a higher level. 


Case 2.—Male, aged 26, with primary syphilis. On April 
9, 1940, during the second unit course of treatment, the 
patient reported with clinical jaundice. The icteric index 
rose rapidly to 150, and gradually fell to normal. Fig. 2 
shows an associated decreased capillary resistance, which rose 
as the clinical condition improved. The chart also shows the 
occurrence of spontaneous petechial hemorrhages during the 
period of low capillary resistance. | 

CasE 3.—Male, aged 43, with primary syphilis. On March 
27, 1940, during the first unit course of treatment, the patient 
reported with erythema and clinical jaundice. Previous 
determinations indicate that the intolerance was. associated 
with a fall in the capillary resistance which rose as the clinical 
condition improved (fig. 3). 

Case 4.—Male, aged 48, with secondary syphilis. On July 
12, 1940, during the first unit course of treatment the patient 
reported with anerythema. No further injections were given 
and the erythema rapidly disappeared. The patient reported 
with clinical jaundice on July 26. Fig. 4 shows the associated 
decreased capillary resistance. 

CasE 5.—Male, age 33, with primary syphilis. On June 7 
1940, three weeks after the completion of the first unit course 
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ANTISYPHILITIO THERAPY [MARON 29, 1941 
of treatment, the patient reported with clinical jaundice. 
The icteric index rose to 106 and had not returned to normal 
at the conclusion of the investigations. Previous determina- 
tions indicate that the intolerance was associated with a fall in 
the capillary resistance (fig. 5). 

Case 6.—Male, aged 28, with primary syphilis. Intoler- 
ance developed during the second unit course of treatment, 


the patient reporting with clinical jaundice on April 2, 1940. 


Previous determinations indicate that the intolerance was 


associated with a fall in the capillary resistance. which rose as 


the clinical conditions improved (fig. 6). 


CasE 7.—Male, aged 30, with latent syphilis. On May 17, 
1940, during the third course of treatment the patient reported 
with clinical jaundice. Previous determinations ‘indicate 
that the intolerance was associated with a fall in the capillary 
resistance which rose as the condition improved (fig. 7). 

CasE 8.—Male, aged 28, with secondary syphilis. On April 
30, 1940, during the second unit course of treatment the patient 
reported with clinical jaundice. The history of prodromal 
gastric symptoms and chill suggested an infective rather than a 
toxic Jaundice, and the clinical condition rapidly improved. 
Fig. 8 shows no lowering of the capillary resistance, and 
intravenous injections of arsenic were restarted on June 26. 
No intolerance developed during the remainder of the course, 
and the capillary resistance was maintained at a high level 
throughout. 


CasE 9.—Male, aeed 26, with primary syphilis. During 
the second unit course of treatment the patient reported on 
March 17, 1940, with clinical jaundice. He was known to be 
a chronic alcoholic, and the jaundice, which was related to a 
bout of drinking, rapidly improved. Fig. 9 shows no lower- 
ing of the capillary resistance and intravenous injections of 
arsenic were restarted on April 9. No intolerance developed 
during the remainder of the course, and the capilláry resistance 
was maintained at a high level throughout. 


In cases 8 and 9 the history and mildness of the attack 
led to the conclusion that the jaundice was not a true 
arsenical hepatitis, and this view was supported by the 
fact that resumption of treatment with the same dose of 
the same drug did not result in any recurrence of the 
jaundice, or in any other manifestation of intolerance. 

Case 10.—Male, aged 31, with secondary syphilis. A 
vasodilator reaction occurred on Feb. 22, 1940, during the 
first unit course of treatment. Fig. 10 shows the associated 
fall in the capillary resistance. No further intravenous injec- 
tions of arsenic were given, and the capillary resistance 
returned to its original high level. 


Case 11.—Male, aged 52, with latent syphilis and an 
allergic history. A vasodilator reaction occurred immediate 
after an intravenous injection of arsenic on April 13, 1940. 
Fig. 11 shows a persistently low capillary resistance. 


DISCUSSION | 


During the period January to July, 1940, 31 cases 
attending the male venereal diseases clinic at ‘the Royal 
Infirmary, Edinburgh, who exhibited major toxic mani- 
festations of antisyphilitic therapy were investigated. 
Of these, 19 cases have already been reported (Horne and 
Scarborough 1940) and in addition 3 cases of toxic 
purpura previously reported by Scarborough and 
Stewart (1938) have received consideration ; this group 
of 22 cases includes 4 cases of purpura (1 of which 
associated jaundice and dermatitis) ; 9 cases of erythema 
and dermatitis (1 of which had associated spontaneous 
petechial bleeding) ; 7 cases of toxic jaundice (2 of which 
had associated spontaneous petechial bleeding, and 2 
erythema) ; and 2 cases of vasodilator reaction. The 
remaining 12 cases of the series of 31 have been investi- 
gated but not reported ; they include 1 case of purpura, 
7 cases of erythema and dermatitis (1 showing spontane- 
ous petechial bleeding), and 4 cases of jaundice. 

In every case investigated we have found a low or 
decreased ‘capillary resistance in association with the 
intolerance. In addition, 2 cases are reported (bringin ging 
the whole series up to 33) in which jaundice develop 
during the course of antisyphilitic therapy but was not 
associated with any lowering of the capillary resistance. 
In neither of these was the jaundice considered to be a 
toxic manifestation of antisyphilitic therapy. In 10 of 
the 19 cases already reported determinations prior to the 
development of intolerance are available, and in each of 
them the capillary resistance has been Showa to be 
decreased in association with the onset of intolerance. 
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In 5 of these cases, serial determinations are available 
and the onset of intolerance in each has been shown to be 
preceded by a falling, or persistently low, capillary 
resistance. In 7 of the 12 cases investigated but not 
previously reported one or more previous determinations 
are available and the capillary resistance in each was 
found to be decreased. In 3 of these serial readings show 
a fall preceding the onset of intolerance. 


CONCLUSIONS 
- Spontaneous petechial hemorrhages are often asso- 
ciated with intolerance to antisyphilitic therapy. 

Toxic manifestations of antisyphilitic therapy are 
associated with a low or decreased capillary resistance. 

The lowering of the capillary resistance may precede 
the appearance of clinical signs and symptoms. 

These results suggest that the determination of capillary 
resistance might help to prevent the occurrence of intoler- 
ance during antisyphilitic and other forms of therapy 
with heavy metals. 


We acknowledge the facilities granted by Dr. R. C. L. 
Batchelor, director of the department of venereal diseases at 
the Royal Infirmary, Edinburgh. 
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| | THE 
PERCUTANEOUS TUBERCULIN TEST 


By F. Duprey Hart, M.D. Edin., M.R.C.P. 


MEDICAL REGISTRAR AT WESTMINSTER HOSPITAL 


In 1938 I published the results of percutaneous 
tuberculin tests in a small series of children as compared 
with the intracutaneous (Mantoux) test. The findings 
suggested that while the percutaneous method was 
perhaps slightly less sensitive than the intracutaneous 
its practical advantages outweighed its disadvantages. 
As a result the technique was adopted of using the patch 
tuberculin test as a routine in children, and, if the reading 
was negative or doubtful, following it up with a Mantoux 
test 1/100 O.T. (1 mg.). In this way the child was 
spared frequent intracutaneous injections, for at the 
most only one injection was given. The Danish State 
Serum Institute ‘‘ tuberkulinsalve’’ was used in most 
cases as this proved to be reliable and economical; the 
series of cases was brought prematurely to a close as the 
ointment is, of course, no longer procurable. 

Enough papers have now been published on the use 
of percutaneous tuberculin in children to prove that 
provided a strong and reliable tuberculin is used the test 
is an eminently satisfactory one from the point of view 
of both doctor and patient, particularly in contact 
schemes where large numbers of children of tuberculous 
. families are tested (Monrad 1936, Wolff and Hurwitz 
1937, Anzen 1935, Vollmer and Goldberger 1937, Court 
1939, Pearce et al. 1940). The use of a tuberculin test 
is essential in contact schemes and the ease with which 
a patch test is done makes it the method of choice in 
children. We accordingly began to test adults and 
adolescents of different age-groups to find if the test was 
equally reliable in older age-groups. Grut (1939), in 
the meantime, published figures in a small serics of cases 
suggesting that although the test appeared to be less 
reliable in adults, comparison with the Mantoux test 
was favourable. Of 270 Mantoux-positive adults ‘ at 
most 6% ” failed to react with the plaster method while 
in childhood only 3% failed to react. Grant Taylor 


(1939) found the patch test slightly more sensitive than . 


the Mantoux in young adults. 


SCHEME 


The persons tested were all of hospital class and were 
all resident in or near London, though many came 
originally from Ireland, Scotland, Wales and elsewhere. 
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They were divided ‘into the following groups >— 


l. Children aged 15 and under; 700 were tested * by three 
methods at thé same time: the Mantoux intradermal test, 
starting with a dilution of 1/10,000 and repeating if negative 
in dilutions of 1/1000 and 1/100 O.T. (that is, 0-01, 0:1 and 
1 mg.); the Lederle (Vollmer) patch test; and the patch 
test using the Danish State Serum Institute’s tuberkulinsalve. 
The next 300 children received two tests only ; if two tuber- 
kulinsalve-patch tests were negative a Mantoux test 1/100 
(1 mg.) was performed. ` 

2. Children aged 15 and under known to have a primary 
tuberculous focus or inactive tuberculous disease. | 

3. Cases of quiescent pulmonary tuberculosis aged 16—50. 

4. Adults over the age of 59. . 

In groups 2, 3, and 4 the tuberkulinsalve patch only was 
used, a second patch being applied if the first proved to be 
negative. 

5. A second group of adults over the age of 59 in whom 
the tuberkulinsalve test was checked by the Mantoux test. 


Mantoux test.—Sufficient of the required dilution of 
O.T. was injected into the skin of the forearm to raise a 
weal 8 mm. in diameter. Two ink marks 8 mm. apart 
were made with the point of a pen on the front of the° 
forearm and the special short-bevel Mantoux needle 
inserted midway between. To raise a standard 8 mm. 
weal 0-1 c.cm. of the solution was usually necessary. 


In this way size of weal raised and amount of O.T. | 


injected were standardised as much as possible. It was 
found that if 0-1 c.cm. failed to raise a standard weal 
some of the solution had escaped on or under the skin 
and the test was repeated in a fresh site. The result was 
read in 48 hours, weal and erythema being measured 
and importance attached to the former. A weal less 
than 10 mm. in diameter was not accepted as positive 
(to be positive a weal had to be at least 2 mm. greater 
in diameter than the original weal raised). ; 

Lederle (Volimer) patch test.—This was used only in 
the first 700 cases in children and was then discarded 
in favour of the. Danish preparation. Patches were 
applied over front or back of the chest after cleansing 
the skin thoroughly with acetone and ing. e 
patch was removed after 48 hours and read 24 hours 
later. Positive reactions varied from a few papules or 
vesicles or both to a raised red area the size of the patch, 
with some desquamation in a few strongly positive cases. 

Tuberkulinsalve-patch test.—The ointment is put up in 
4 c.cm. tubes resembling small tooth-paste tubes. 
Details of its manufacture are given by Jensen (1938). 
It is a mixture of purified tuberculin and old tuberculin 
(twice the strength of international standard tuberculin) 
absorbed in the ointment as a sponge, the ointment 
therefore having the same activity as the tuberculin 
itself. This is as used by Monrad (1936) and is often 
known as the Monrad test. An area of skin (free from 
hair) over forearm or chest was cleaned with acetone 
and dried ; a bead of ointment the size of a split-pea was 
then squeezed on to a piece of ordinary adhesive tape 
1 in. square and the tape applied to the prepared area. 
The amount used was reduced if a strongly positive 
reaction was expected. One, or usually two, patches 
were: applied, removed in 24 hours, and read after a 
further 48 hours. Reactions were as with the Lederle 
test. Plain squares of adhesive tape were used in most 
cases as controls but were abandoned in the later cases 
as they seemed to be unnecessary. 


‘ RESULTS 


A group of children under 16 years were tested by 
Mantoux 1/10,000 — 1/1000 — 1/100, Lederle and tuber- 
kulinsalve-patch tests ; 113 were Mantoux-positive, 587 
Mantoux-negative. All the negative reactions gave 
negative patch tests to both Lederle and tuberkulinsalve 
patches; 4 children who were positive to 1 mg. O.T. 
intracutaneously failed to react to the tuberkulinsalve 
and 3 of these also failed to react to the Lederle patch ; 
4 failed to react to the Lederle and 3 of these failed with 
the tuberkulinsalve. 

A group of 300 children under 16 years were tested by 
two tuberkulinsalve patches and if negative by a 1/100 
solution of O.T. intradermally (1 mg. Mantoux). Of the 


* This group includes tho 560 cases previously reported (Lancet, 
1938, 2, 609). 
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247 patch-negative children only 4 gave positive intra- 
dermal tests, none of them severe. 

Of 114 children aged 15 and under known to be 
** tubercularised ” but without active tuberculous disease 
4 (38-56%) failed to react to the Danish tuberkulinsalve- 
patch test. 

Of 170 adults aged 16-50 with quiescent pulmonary 
tuberculosis 13 (7-6%) failed to react to two tuberkulin- 
salve-patch tests. = 

Of 70 adults aged 60 or more, 14 failed to react to the 
tuberkulinsalve-patch test. . 

Of 40 adults aged 60 or more, only 1 failed to give an 
intradermal positive reaction (1/10,000 —> 1/1000 > 
1/100). This subject and 3 others (Mantoux positive) 
failed to react to the tuberkulinsalve-patch test. 


DISCUSSION 


These findings suggested that the older the skin the CM 


less reliable the percutaneous test became. Even so, 
except in the old age-group, the discrepancy was not 
very great, though great enough to make the result of 
doubtful value in adults and adolescents unless con- 
trolled by a final intracutaneous test. Grant Taylor 
(1939) made the same observation as regards the old 
age-group, for 12 out of his 15 non-reactors (using the 
Lederle patch) were over 50 years; but he found actually 
more patch-positive than Mantoux-positive results in 
young adults, students, and nurses. He also found the 
test to be reliable in coloured patients. One fact that 
emerged from our series was that doubtfully patch- 
positive reactions occurred in only a few cases which 
proved to be negative on a second test; false positives 
were on the whole conspicuous by their absence. 

In children the test appears to be eminently satis- 
factory. The bad reputation earned by previous 


_ percutaneous tuberculin tests was due to the insuffici- 


ently strong tuberculin used. Much ground has been 
covered since Moro, in 1907,,published the results of his 
inunction method, and with the strengths of tuberculin 
now used inunction is not necessary—the plaster is 


applied but no friction is used. Systemic reactions do 


not appear to occur (though I have my doubts about 2 
cases which gave strong positive reactions accompanied 
by a slight rise in temperature) and patients are spared 
the needle to a great extent. The material lasts several 
months (10 or more) if kept in a cool place and is, if the 
Danish material is used, inexpensive (about a penny a 
patch).+ The busy tuberculosis officer with a large con- 
tact scheme can relegate the actual testing to his nurse, 
who asks the mother to return with the children in three 
days for the tests to be read. Many mothers who 
refused to have their children ‘ injected ” raised no 
objection to the patch test. 

It was found that a recently ‘‘ tubercularised ’’ subject 
usually gave a strong reaction to the percutaneous test, 
a fact noted previously with other methods of tuberculin 
testing. A contact, previously tuberculin-negative, gave 
a decided reaction to his first positive patch in several- 
cases. In afew subjects the local reaction was so severe 
as to cause desquamation and a degree of discomfort, 
but, except in the 2 doubtful cases, there was no systemic 
reaction. The difference in skin tuberculin-sensitivity 
using the percutaneous test in the different age-groups 
is interesting. The older and the more dry and inelastic 
the skin the more unreliable the test appeared to become, 


the younger and more sensitive the more reliable. ’ 


Nevertheless, I obtained no definite impression about 
“ reactive ’’ and ‘‘ non-reactive ” types of skin, and the 
failures occurred in all types from the dark-skinned 
Indian to the fair-skinned blonde. In a few cases the 
test appeared somewhat later than usual—possibly they 


_ displayed the ‘‘ delayed skin sensitivity” suggested by 


SUMMARY 

Percutaneous tests were performed on nearly 1400 
subjects of different age-groups. It appeared that the 
patch test (Lederle or Danish) gave a high degree of 
agreement with the Mantoux test under 16 years of age 
and became less reliable thereafter. 

The Danish State Serum Institute tuberkulinsalve was 
adopted as the patch test of choice. 


t Patch tests available in this country are the Vollmer test (Lederle) 
` and that of Evans Sons Lescher and Webb. 
material is not at present obtainable. 
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Percutaneous tuberculin tests appear unreliable in old 
age but to what extent is uncertain. In adolescents and 
adults the test may be of use if checked by intradermal 
tests when the result of two patches is negative. False 
positives appear to be very rare. - 

Percutaneous (patch) tuberculin tests will be found to 
be of greatest use in contact schemes and in excluding 
tuberculous disease in childhood. 


My thanks for help and advice are due to Dr. W. E. Lloyd 
and Dr. Bernard Schlesinger. 
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ACUTE LUNG ABSCESS TREATED 
WITH M. & B. 693 


By J. S. RicHarpson, M.D. Camb., M.R.C.P. 
MAJOR, R.A.M.O.; MEDICAL SPEOIALIST AT A MILITARY HOSPITAL 


SULPHANILAMIDE has not had an impressive record 
in the treatment of lung abscess, and Fisher and Finney ! 
could find only 1 success for it out of 88 cases treated 
by various means. Taylor, Yusuf and ‘ Chitkara,? 
however, treated 7 cases with M. & B. 693 with striking 
success in 3, all of whom had had symptoms for several 
weeks; 2 of.the unsuccessful cases received negligible 
doses of the drug, but 1, admitted to hospital only three 
days after the onset of symptoms, died in spite of a 
total dosage of 40 g. An annotation in THE LANCET 
(1940, 2, 337) pointed out that lack of success was to be 
expected because the presence of pus interfered with the 
action of sulphapyridine. This suggested that the 
following case might be of interest. re tk 


An officer in the R.A.M.C., aged 26, was admitted to 
hospital on Oct. 3, 1940. He complained of foul tasting 
sputum and general malaise, and had found that his tempera- 
ture was raised at night. His symptoms had been present 
for three days. He had had. the usual childish illnesses. 
For some time he had had frequent attacks of tonsillitis and 
his tonsils were removed for this about a fortnight before his 
admission. The operation was done under gas, oxygen and 
ether, with no premedication and his convalescence was 
uneventful until Sept. 29. On the afternoon of that day he 
felt ill, shivering and having generalised aches. Next day 
he went to a seaside resort still feeling unwell and two days 
later developed a pain in the right scapular region. The 
following day he began to bring up blood-stained sputum 
which had an extremely foul taste. On admission his 
temperature was 99° F., his pulse-rate 80 and his respirations 
20. He looked ill. The condition of his fauces was satisfac- 
tory, his mouth clean and there was no fostor. His finger- 
nails did not show any clubbing. His chest showed a few 
crepitations at the right base and low-pitched bronchial 
breathing at tho right apex posteriorly, well out towards the 
upper end of the scapular spine. His sputum contained small 
carneous lumps, slightly blood-stained, floating in a frothy 
mucopurulent fluid. It was not particularly putrid but the 
patient complained bitterly of the foulness of its taste. With 
@ view to combating this, an intravenous injection of an 
organic arsenical was given and the foul taste disappeared 
within twenty-four hours. Microscopically the sputum 
showed neither tubercle bacilli nor Vincent’s organisms, but a 
moderately profuse growth of Streptococcus viridans was 
grown. This was after sulphapyridine treatment had been 
begun. A radiogram of the chest, taken on Oct. 2, the day 
before admission, showed a thin-walled abscess at the apex 
of the right lung, well above the clavicle, with a fan-shaped 
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area of pneumonitis around it. The abscess cavity was 
about ? in. in diameter and contained a definite fluid level. 
` On another radiogram taken on the 4th the fluid level was 
higher but the surrounding area of density. was the same as 
on the previous film. The patient then. began treatment with 
M. & B. 693, and this was continued for three days, during 
which time. he had 18 g. by mouth. The blood-count taken 
at this time was normal in all respects, but as the patient was 
suffering from considerable nausea, sulphanilamide was 
substituted for the next few days. This was well tolerated 
and he had 11 g. of it, making a total of 29 g. of these drugs. 
On the 12th another radiogram showed the area of pneu- 
monitis to be smaller and no evidence of an abscess could be 
seen. He was by this time.extremely well. His temperature 
settled within two days of beginning the sulphapyridine and 
all physical signs disappeared. ‘At the beginning of treatment 
his blood-sedimentation rate by Payne’s method was 27 mm. 


at the end of an hour, but had fallen to within normal limits © 


(6 mm.) before he was discharged. The patient’s condition 
continued to be satisfactory, and on Oct..21 a radiogram 
showed normal lung fields, with no evidence of abnormality 
at the right apex. He was discharged twenty-two days after 
admission apparently completely cured. 

This patient was a doctor, who reported sick as soon 


as he noticed that his sputum tasted foul. He was 
admitted to hospital immediately, and thus attention 


was rapidly drawn to his small acute abscess in its unusual: 


situation at the extreme apex of the right upper lobe. 
The success of sulphapyridine is not therefore beyond 
dispute in this case, for it might be argued that small 
acute lung abscesses are not rare so much as unrecog- 
nised, and may heal spontaneously.: The fact remains, 
however, that after the course of treatment the abscess 
and surrounding area of inflammation disappeared 
entirely within thirteen days. 


My thanks are due to the officer commanding the military 
hospital for permission to publish this case. i 


Medical Societies 


ROYAL SOCIETY OF MEDICINE 


AT a meeting of the Section of Neurology on 
March 19, with Prof. GEOFFREY JEFFERSON in the 
chair, a discussion on 


Fat-embolism 


was opened by Dr. A. H. T. Rosps-Smirw. He described 
fat-embolism as a condition in which fat, circulating as 
globules in the blood-stream, occludes capillaries and 
creates multiple foci of anoxemia. After tracing briefly 
the history of its discovery and experimental production 
he showed, from figures in his own series of autopsies 
performed on accident cases, that the condition is far 
commoner in this country than has been generally recog- 
nised. He attributed the lack of recognition to the less 
systematic pathological examination of such cases here 
than on the Continent and in America. Fat-embolism 
is usually due to gross trauma, and, from his experience, 
Dr. Robb-Smith regards it as playing a significant part 
in the fatal outcome in 25% of cases, though this assess- 
ment cannot be other than arbitrary. The extent of 
the trauma is important and fat-embolism is most fre- 
quent in association with multiple fractures, especially 
those involving long bones. But the condition may also 
be found in cases in which the skull alone has been frac- 
tured or even where no fracture has occurred. Thus it 
may complicate severe burns, though it is then usually 
slight in amount, and it may follow manipulations or the 
therapeutic injection of oily solutions. It is a frequent 
complication of poisoning by ammonia and other alkalis. 

Dr. Robb-Smith went on to discuss the controversial 
subject of the source of the fatty material and the means 
whereby it enters the circulation. He considers that the 
history in most cases favours a local rather than a hemic 
origin of the emboli. He then described the clinical 
picture of pulmonary fat-embolism..In a classical 
example there is an early stage of shock which, having 
been dissipated by treatment, is followed after a variable 
latent period by dyspnea, cyanosis and pains in the limbs 
with a sense of thoracic constriction. These signs and 
symptoms are accompanied by a rise of pulse-rate, 


- and cylinders. 


respiration-rate, and. temperature, but no fall in blood- 
pressure.. Examination of the chest reveals a few råles 
but no signs of consolidation and there may be a little 
frothy sputum. These are the signs of acute pulmonary 
cedema and the patient may die in this anoxemic phase 
from right-heart failure. Usually, however, the severity 
of the symptoms diminishes, the respiration-rate remains 
high and signs of pneumonia develop. In this stage a 
true pneumonic consolidation may result from a secon- 
dary infection. No diagnostic aids give an unequivocal 
answer in connexion with pulmonary fat-embolism. The 
morbid anatomy is distinctive when once it has become 
amiliar ; a useful ‘test is to take a thin shaving of the 
lung tissue, clear it for a few minutes in 2% potash solu- 
tion and then examine it under the microscope, when the 
emboli can be clearly distinguished as refractile droplets 
Symptoms of systemic fat-embolism may 
develop a few days after the accident ; they are charac- 
terised by a delirium which is often violent, alternating 
with stupor and merging into coma; hyperpyrexia is 
the rule and petechiz may appear in the skin of the neck, 
chest and arms. Lumbar puncture shows no constant 
changes, though fat has been described as a constituent 
of the fluid. Examination of the optic fundi may reveal 
segmentation by fat of the columns of red cells in the 
vessels and associated hemorrhages. Fat may also be 
demonstrated in the urine. 


Outlining the treatment of fat-embolism in general, 
Dr. Robb-Smith recommended, on prophylactic grounds, 
that the immobilisation of fractures should be as com- 
plete as possible and that a tourniquet should be applied 
during manipulation and released slowly afterwards. The 
administration of oxygen during the stage of pulmonary 
cedema is helpful and the subcutaneous injection of 
adrenaline should be tried. Intravenous therapy is 
inadvisable at this stage. 
been tried on one patient, but although the pulmonary 
symptoms improved cerebral fat-embolism and death 
followed later. Animal experiments are in progress with 
this substance and so far it appears to be harmful. Dr. 
Robb-Smith emphasised the need for a wider recognition 
of the clinical manifestations of fat-embolism ; further 
study may thus lead to more rational forms of therapy. 


Dr. DoROTHY RUSSELL outlined the clinical and patho- 
logical features of two cases of cerebral fat-embolism. 
In the second of these a severe head injury, which had 
received effective surgical treatment, was associated with 
trauma elsewhere. The diagnosis of fat-embolism in 
such cases may be very difficult. In addition to the 
numerous foci of necrosis and hemorrhage in both cere- 
bral cortex and white matter associated with capillary 
fat-embolism, which have been widely recognised as 
characteristic features, Dr. Russell drew attention to the 
great concentration of emboli in the choroid plexuses. 
These had led, in both cases, to widespread degeneration 
of the epithelium and she suggested that the cerebrospinal 


.fluid should be examined more critically for what might 


prove to be diagnostic changes. similar change in the 
plexuses has been observed by Fazekas in experimental 
fat-embolism produced by ammonium and sodium 
hydroxide poisoning. An unusual feature in one case 
was a large ansemic infarct in an occipital lobe due to 
thrombosis of an adjacent meningeal artery. 


Dr. J. G. GREENFIELD described a case of cerebral fat- 


` embolism in which hseemorrhages were not conspicuous in 


the brain although emboli were abundant. The sub- 
cortical white matter showed numerous sharply defined 
perivascular areas of demyelination. In the cortex these 
were represented by areas of necrosis which, again, pre- 
sented rather definite borders. 


Mr. A. H. Hunt pleaded for.the wider recognition of 
fat-embolism in differential diagnosis. The multiplicity 
and changeability of the initial signs and symptoms are 
characteristic of the condition. He has observed 
recovery from cerebral fat-embolism in a man of 29 who, 
at an early stage of his illness, developed right hemi- 
plegia and became comatose. Bilateral exploratory 
craniotomy was performed, and on the fifth day petechiæ 
appeared in the skin and fat in the urine. From the 
seventh day he began to improve and became mentally 
normal within a month. Since then he has retained 
good intelligence and memory but sleeps little and has 
developed headache on resting. | 


Sodium desoxycholate has - 
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In the discussion that followed Dr. RoBB-SMITH said 
that the fat in fat-embolism is probably derived from the 
traumatised areas but it is possible that fat is freed, at 
an early stage in subjects ering from trauma, through 
the action of a lipoproteinase. No anssthetic was given 
in most of the examples forming his series but there is 
experimental evidence that the administration of ether 
diminishes the number of emboli. When the ether was 
dispersed, however, more emboli appeared than in con- 
trols, so that this form of treatment cannot be advised 
as a prophylactic measure.—Dr. ERIC GARDNER noted 
that fat-embolism appears more frequently in the young 
than in the old; Dr. ROBB-SMITH agreed, but he had 
found that fatal injuries are in general more common 
in the early decades.—Dr. D. DENNY-BROWN asked for 
information about the time required for the development 
of changes in the myelin in these cases. Examples have 
been reported in the literature as ‘‘ delayed concussion ”’ 
which were almost certainly due to fat-embolism. He 
noted that petechial hemorrhages are a feature of both 
conditions. | | 


LIVERPOOL MEDICAL INSTITUTION 


AT a meeting of this institution on March 6, with Prof. 
O. HERBERT WILLIAMS, the president, in the chair, a dis- 
cussion on 
— War Neuroses 
was opened by Dr. WILLIAM JOHNSON. He said that in 
anticipation of cases occurring amongst civilians as a 
result of air-raids an E.M.S. centre was opened in Liver- 
pool early in the war. Instructions were circulated by 
the group officer to first-aid posts and receiving hospitals 


with suggestions for dealing with patients in order to- 


limit the number admitted to the centre. As it turned 
out there was a dearth of civilian cases and not a single 
one has been admitted to the centre. This experience is 
very similar to that in other centres. After the evacua- 
tion of Dunkirk a group of military patients was admitted 
mprising types the same as those admitted to a centre 
rance during the battle of Passchendaele. The 
majority of cases admitted to the centre in the past 
eighteen months have been soldiers who have not 
served outside this country. Some were ariny misfits, 
others needed grading into lower categories, and some 
after treatment were fit to return to their units. With 
regard to the latter a follow-up system is being carried 
out. Those whom it was found necessary to board out 
of the Army were chiefly among the misfits, and men 
who had suffered from neuroses in civil life. In the 
centre the hospital atmosphere is as far as possible 
excluded. Very few patients are kept in bed, and a 
routine programme is in operation which ensures that 
atients are occupied through the day. Physical-train- 
instructors, occupational therapists, and instructors 
from among N.C.O. patients have been appointed. 
Carpentry, basket-work,. raffia work, weaving, squad 
drill, route marches, games and talks on military 
subjects are contained in the programme. It is 
important that military discipline shall be maintained 
in the centre. 

Dr. F. Hopkins referred to the controversy which was 
waged in the medical journals some months ago on the 
subject of treatment in neurosis centres, and said that 
the real issue now is whether patients should be treated 
from the viewpoint of one particular school of medical 
psychology—the psycho-analytic—or by more flexible 
and practical methods of applied psychology. The 
choice and carrying out of psychological treatment is 
important, but it is but one of the functions of the 
psychiatrist ; diagnosis, prognosis and disposal was 
equally important, for only a relatively small proportion 
of cases require or are able to benefit by anything other 
than the more superficial kinds of treatment. In every 
case admitted an estimate should be made of the optimum 
result possible before treatment is embarked on. One of 
the most difficult problems is the disposal of the man 
who, though his disability may be slight, is unlikely to be 
a satisfactory soldier on account of personality type and 
attitude to service, but who might be an adequate 
civilian worker. , 

Dr. S. BARTON HALL considered it important to 
determine as early as possible a man’s fundamental 


co 
in 


attitude towards military service, as distinct from that 
outwardly expressed, since thereby much unnecessary 
effort, waste of therapeutic skill, inefficient service, and 
friction in the military machine, not to speak of expendi- 
ture of public money, could be saved. In 150 consecutive 
cases of neurosis investigated, few of which were acute, 
the attitude towards service was at the outset found to be 
unsatisfactory in 76. Of these, only 2 could be rehabili- 
tated to a degree sufficient to:enable them to return to 
their units. On the other hand, of 24 patients whose 
attitude towards service was found to be satisfactory 21 
returned, to their units with in many cases excellent 
prospect of rendering further useful service. Among 
those whose attitude to service was unsatisfactory, a 
relatively high proportion were men, often over the age of 
40, who had previously served in the Army, and even 
been invalided out and pensioned from it during the war 
of 1914-18. Of 33 soldiers referred for psychiatric 
investigation as outpatients,:11 were found to be 
mentally defective, though previously unascertained, 
and in 2 others intellectual development was so retarded 
as to incapacitate them for military training or service 
in any grade. The anomaly in the examination of 
recruits thus revealed is of grave concern for the Army, 
and it reveals a serious defect both in the application of 
provisions for ascertainment of‘ mental defect in the 
Education and Mental Deficiency Acts and also in the 
system of medical education whereby a board of medical . 
men can pass men so handicapped as suitable for military 
service. | | 
Dr. N..S. ALCOCK said that the essential in running a 
war-neurosis centre is the combination of physical and 
mental management. In the initial interview the attitude 
of the patient is determined. First it is decided whether 
he should be allowed to mix with the other men in the 
centre, or whether, as in hysterical patients, symptoms 
must be removed before he can join in the activities of 
the centre. Secondly, occupation is discussed—what 
the man can do to help in the occupational programme 
and what type of occupation will most benefit him. 
Lastly, he is allocated to his medical officer. In running 
the centre every endeavour is made to make it approxi- 
mate as nearly as possible to life in the units. The part 
played by the N.C.O. patients in running the occupational 
programme should be emphasised both for their own 
treatment and readjustment and also to get nearer the 
army life. Patients should not spend too long in other 
hospitals before coming to the centre, or their previous 
hospitalisation will form a serious handicap to their 
fitting in with the running of the centre. Unless there is 
a fairly close approximation between life in the centre 
and in the Army the adaptation the men make may be of 
little help when they return to the Army. 


Surgical Problems of War Casualties 


In opening a discussion on surgical problems, Prof. 
T.: P. MCMURRAY said that the outstanding feature of 
the surgery of the present war, as compared with the 
last, is the almost complete disappearance of the ward 
dressing trolley and the ward gas apparatus. The 
appalling pain caused by the daily or twice daily dressings 
has gone, and in its place is the modern technique of 
excision and fixation. Fixation is almost always by 
plaster-of-paris, though in wounds of the thigh in fat 
women complete fixation by this means is extremely 
difficult. An addition to the technique is the use of 
sulphanilamide by packs or in powdered form, or’ by 
insufflation on the surface of the wound. Although 
sulphanilamide has helped to prevent sepsis in some cases 
which have not come for operation for 4-8 hours after the 
infliction of the wound, nothing can replace perfect 
excision of the wound, which is the essential point in 
treatment. It is criminal to suggest that excision can be 
done badly so long as sulphanilamide is used. The main 
problems met with now are ‘shock, for which treatment 
is almost standardised ; sepsis, the prevention of which 
depends largely on excision of infected and dead tissues 
and wide opening up of tissues which have become 
infected ; and fractures of the pelvis, which have been 
common owing to the falling in of bombed houses. In 
many cases of fractured pelvis there is a rupture of the 
urethra, and it would be well if agreement could be come 
to on the ideal treatment for this complication. Are 
patients with a ruptured urethra to be treated with a 
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catheter in position, or by suprapubic cystotomy, and 
. what are the advantages of each ? Professor McMurray 
warned those who apply plaster-of-paris without much 
experience that though this is a safe method of treatment 
so long as it is applied smoothly and without pressure, 
yet if skin-tight plaster is used on a limb the patient 
should not be transferred from the hospital for at least 
48 hours. During that time any abnormal point of 
pressure can be diagnosed and the pressure relieved, but 
if the patient is allowed to go home or to another hospital 
ae after the application of the plaster tragedies may 

appen. i 

The PRESIDENT said that in rupture of the urethra it is 
necessary to differentiate between the intrapelvic and 
extrapelvic varieties. In the former the urine escapes 
into the pelvic cellular tissue behind the triangular 
ligament ; in the latter the escape is into the tissue of the 
perinæum in front of the triangular ligament. It is the 
intrapelvic variety that occurs usually in fractured 
pelvis. To establish the diagnosis of such a rupture it 
will be necessary to pass a catheter. This should be done 
extremely gently, for more likely than not the tip of the 
instrument will pass through the rupture into the pelvic 
cellular tissue and this will tend to spread infection. 
Even if the catheter does pass beyond the rupture into 
the bladder drainage will be inadequate; urine can still 
pass along the outside of the catheter and further 
- infect the peri-urethral tissue. Immediate suprapubic 
cystotomy and suction. drainage is the rational line of 
treatment to follow in these cases. ' 

Mr. F. RONALD EDWARDS said that plasma is still not 
always being used in sufficient quantities, and a very 
rapid increase in blood-volume is necessary in severe 


Reviews of Books 


Practical Public Health Problems 


By Sir Witt1am Savace, M.D. Lond., examiner in the 
Universities of London and Wales. London: J. and A. 
Churchill. Pp. 198. 10s. 6d. 


THis practical guide to problems in general hygiene 
which confront every medical officer of health will be 
especially valuable to those recently ao Height who 
find difficulty in practising in the field what they have 
learned in the books and the laboratory. Sir William, 
from his great experience in the work of a medical officer, 
in research, and in the examination of candidates for 
diplomas, knows where failures in preventive medicine 
are likely to occur and in this book he tells us how to 
avoid them. Especially good are the chapters on water, 
milk and investigations .of food-poisoning outbreaks. 
The book is concerned only with basic hygiene and makes 
no mention of school medicine, maternity and child 
welfare and other burdens which in recent times have 
been laid on the medical officer. In the preface Sir 
William Savage calls himself ‘‘ an old timer bred in the 
old tradition,” but his book is completely up to date. 


Modern Medical Therapy in General Practice 


Edited by Davin Preswick Barr, M.D., LL.D., Busch 
professor of medicine, Washington University ; physician-in- 
chief, Barnes Hospital, St. Louis. London: Bailliére, 
Tindall and Cox. Three vols. Pp. 3661. £9 12e. 6d. 


TEXTBOOKS of therapeutics are apparently in the 
fashion. This big one, which has 106 contributors, is 
designed for practitioners and covers ‘‘ the non-surgical 
treatment of disease.’’ The first volume deals with 
general therapy, including the use of drugs, vaccines, 
sera and physiotherapy, and ends with the treatment of 
deficiency diseases and djseases of metabolism and 
allergy. The second volume opens with a section on 
infectious diseases and thereafter describes diseases of 
the different systems. In any book of this wide scope 
and with so many contributors repetition is difficult to 
avoid, but here the editor has performed his task well. 
Most of the sections are excellent and specialists as well as 
general practitioners will find the book a source of 
authoritative information. The general index, an 
important part of a book of this kind, is comprehensive 
and occupies nearly 100 pages. 
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cases of shock. This can only be obtained by forced 
plasma administration with multiple cannule. Oxygen 
therapy by the B.L.B. mask in shock is sadly neglected 


and this may turn the scale in a ‘desperate case.. 


Desoxycorticosterone should be given a fuller clinical 
trial in shock. There seems to be difference of opinion 
as to how and when to give sulphonamides in war injuries. 
Certain wounds carinot be satisfactorily excised without 
producing a deformity out of all proportion to the 
original injury. Many wounds come into close relation 
with important vessels and nerves which cannot be 
excised and are still potentially infected. The sulphon- 
amides seem to exert a definite inhibitory effect on 
anaerobic infection, and for this reason should be inserted 
into the primarily excised wound. With wounds which 
are already grossly infected local sulphonamide tends to 
be washed away by the discharge, and it is then better to 


‘administer the drugs by mouth or intramuscularly, so 


that they will reach the organisms deep in the wounded 
area via the blood-stream. If possible, estimations of 
the concentration in the blood should be done, a level 
of 10-15 mg. per 100 c.cm. being maintained. The 
incidence of gas gangrene is low—0:5% in the Liver- 
peel area, with a fatality of 40%. Tetanus has not 

een seen. In perforating abdominal wounds, patients 
with involvement of solid viscera only as a rule do 
well, but in those with perforation of the alimentary 
canal submitted to operation the fatality is over 90%. 
These patients die from shock not peritoneal jnfection, 
and further work is needed on the action of sulphon- 
amides in the peritoneal cavity to stay infection, so that 
shock may be more efficiently treated before these people 
are operated on. l : 


—<—<<_—_ 


A Short Practice of Surgery 


(5th ed.) By Hammton Banery, F.R.CS., and R. J. 
McNeE rt Lover, M.S., F.R.C.S. London: H. K. Lewis. 
Pp. 1016. 308. `- 


THE additions and alterations to this work are mainly 
minor. Many of the contributions to surgical knowledge 
within the last two years which are of established value 
have been included, chemotherapy being given, as it 
deserves, an important but not too prominent a place. 
As in earlier editions more importance has been attached 
to pictorial than to verbal stimuli, and a large number 
of new illustrations have been added; though some 
have been retained which might well have been discarded. 
The historical footnotes which first appeared in the last 
edition have been multiplied, flavouring pleasantly the 
routine of study. The chapters on, genito-urinary 
surgery remain very good indeed, and those on the 
abdomen, mouth, neck and breast are also well done. 
Although other sections—notably those dealing with 


fractures and general surgical pathology—do not reach. 


this level, the book as a whole will certainly maintain its 
popularity with undergraduates. 


Speech Training for the Deaf Child 


By Sy.tvia M. MARTIN, associate of the British Society of 
Speech Therapists. London: George Allen and Unwin. 
Pp. 114. 6s. 


In war the physically disabled are apt to be neglected, 
but there is always someone who has their well-being in 
mind. Miss Martin has written this book’ to guide 
intelligent parents in the speech-training of their deaf 
children. It was needed in peace-time when deaf-mute 
clinics for preschool children were few and far between ; 
still more is it needed now when social organisation is 
more difficult. The book is presented in concise and clear 
form. The general advice and particular instructions 
encourage the parent to proceed step by step to a final 
success. Not only is speech aimed at but normal speech 
with pure vowel and consonant discrimination and 
normal inflection. The gradation of exercises is admir- 
ably arranged for this purpose. At the same time they 
are simple and with patience can easily be carried out. 
The consultant, the general practitioner, and the speech 
therapist may justly recommend this book. Its use will 
allay an attitude of hopelessness in the parent and 
prevent the wastage of the early years for i 
purposes. 
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THE PREVENTION OF GAS GANGRENE 


THE cause of gas gangrene is, as OGILVIE! has 
remarked, a particular opportunity rather than a 
particular organism. It requires first, an infected 
soil (the infecting anaerobes are often present on soiled 
clothing) ; secondly, a deep wound of muscle (rarely 
areolar tissue as in the retroperitoneum) usually 
caused by bomb or shell splinters; and thirdly, a 
time-interval of 12-24 hours between wounding and 
surgical treatment, although fulminating cases may 
develop within a few hours of injury. The first two 
requisites are generally accepted, but it is not so 
widely recognised that time as a factor in establishing 


_infection is probably more important in gas gangrene 


@ 


than in any other disease. The patient’s life may 
depend on his being surgically attended within 
12-24 hours of wounding. Wherever there has been 
delay in the treatment of war wounds gas gangrene 
has become a prevalent infection, an experience dearly 
won in the 1914-18 war. With air-raid casualties 


there should theoretically be little delay in treatment, - 


but various circumstances may combine to interfere 
with adequate surgical attention within the safe 
period, and in fact clinical gas gangrene has been 
cropping up in a number of hospitals dealing with 


civilian casualties ; rates of 0-5 and 2:7% have been ` 


quoted but the incidence depends a good deal on the 
nature and severity of the casualties. If it is granted 
that early surgical débridement, admittedly the best 
prophylactic if properly carried out, is not always 
possible, other available methods for the prevention 
of gas gangrene must be used. Because gas-forming 
anaerobes kill by the toxins they produce, gas- 
gangrene antitoxin might reasonably be considered 
the prophylactic of choice. Yet it has never become 


_ popular ; indeed, in the early period of this war an 


official circular forbade its use prophylactically for 
air-raid casualties. Surgeons found they could 
dispense with it in civil practice, and TRUETA’s 
experience with air-raid casualties and other war 
wounds in the Spanish civil war—l case of gas 
gangrene among over 1000 patients—strengthened 
opinion against its use. Some go further and say 
that as a prophylactic gas-gangrene antitoxin is 


ineffective, although it is difficult to find on what 


grounds this view. is based. Only one large-scale 
experiment on the prophylactic use of Cl. welchir 
antitoxin has been recorded, and the findings were on 
the whole favourable. In France in 1918 alternate 
divisions were issued with either ordinary antitetanic 


- gerum or this with the addition of a low-titre Cl. 


welchit antitoxin, and one or the other was given as a 


_ prophylactic to all the wounded. The results were 


as shown in the following table.? — | 
To quote ADRIAN Stokes “The experiment 


‘demonstrates what would naturally be expected, that 


1. Ogilvie, wee Wound Infection: Lancet War Primer. London, 
» P- . i as : ' 

2. Bitor of the Great War, Medical Services, Pathology. London, 
p D. ° A i 
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the number of cases occurring in the casualty clearing 
stations was not influenced and that the incidence 
at the base was probably diminished. The period 
between the administration of the prophylactic serum 
and the recording of the presence of gangrene at a 
casualty clearing station would often be a matter of 
only a few hours, and also those cases which had been 
lying out, or whose evacuation had been delayed 
owing to military conditions, and in whom the 
gangrenous process had probably begun at the time 
of the injection of the serum, are included in the 
C.C.S. records. On the other hand, the mortality in 


o) (%) 
Front area— © ~ 
A.T.S. & W.*.. 9484 119 26 12°54 21°84 
A.T.S.t 13,303 156 38 11:72 24°35 
At the base— , 
A.T.S. & W. 15,740 43 5 2:73 11°62 
A.T.S 23,792 92 21 3°86 22-62 


* A.T.S. & W. = antitetanic serum plus antitoxin for Cl. welchii. 
t A.T.S. = ordinary antitetanic serum. 


cases arising in base hospitals was reduced by about 
50%. It must also be remembered ‘that only one 


of the pathogenic organisms was prophylactically ` 


dealt with in this series.” On the experimental side 
there is abundant evidence, supported anew by Dr. 
GORDON and Professor McLEop in this issue, that 
antitoxin is effective when used prophylactically. If 
it is given some hours after infection the results are 
less uniform, being as a rule better in infections with 


‘Cl. welchii than with Cl. septique, which may be due 


to the fact that Cl. welchit is more toxigenic than 
invasive, whereas ‚Cl. septique is both toxigenic and 
invasive and therefore less amenable to the action of 
an antitoxic serum. Infection with Cl. edematiens 
(novyz), which is mostly toxigenic, should be readily 
prevented by the specific antitoxin. 3 


The advent of this war: gave a fresh impetus to. 


research on the prevention and treatment of experi- 
mental gas gangrene with the sulphonamide drugs 
which had already worked miracles in other infections. 
Early investigations, though encouraging, were 
mostly carried out on animals infected intraperitone- 
ally and thus did not closely resemble the natural 
infection. When injected intramuscularly, the gas- 
forming anaerobes produced infection which was 
unaffected by sulphanilamide and only partially 
prevented by sulphapyridine when these drugs were 
given by mouth, intramuscularly or intraperitoneally. 
They had no therapeutic value in established infections. 
Since then there have been two valuable additions to 
the armoury—sulphathiazole, and the local application 
of sulphonamides to the injured and infected muscle. 
In the test-tube sulphathiazole seems to be superior 
to the other sulphonamides in its action against 
gas-forming anaerobes, and it has the advantage over 
sulphapyridine of greater solubility, which allows a 
higher concentration in the wound-fluids when 
applied locally. Allowing for differences in technique 
—the methods used by McINtosH and SELBIÆ’ and 
by REED and Orr‘ closely resemble the natural 
infection—the evidence from recent investigations 
indicates that sulphathiazole is the most generally 


3. McIntosh, J. and Selbie, F. R. La Feb. 22, 1941, p. 240. 
4. Reed, G. B. and Orr, J. H. Ibid. March 22, 1941, p. 376. 
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effective as a prophylactic, that local application gives 
better results than administration by any other 
route, that used locally sulphanilamide is better than 
' gulphapyridine, and that in themselves these drugs 
have hardly any curative value, with the possible 
exception of locally applied sulphathiazole. On the 
basis of these results, Hawxkine® has recommended a 
mixture of sulphanilamide and sulphathiazole in the 
proportions of 2 to 1 for local application as soon as 
possible after wounding. The amount of drifg 
recommended for local use has usually been 5-15 g., 
but in view of the low blood-levels found clinically 
after such doses and the relatively big doses required 
to prevent experimental infection, larger amounts, 
say 20-30 g., could probably be safely applied, 
although too little is yet known about the effect of 
these drugs on the shocked patient. : 

‘One difficulty with local chemoprophylaxis is that 
it is usually not attempted until the patient is being 
dealt with surgically, by which time gas gangrene may 
be in its incipient stage and beyond drug control. 
The insufflation of a sulphonamide powder should be 
supervised by a surgeon and as a rule must be done 
under anesthesia ; in a shocked patient resuscitation 
must come first. Gas-gangrene antitoxin, on the other 
' hand, can readily be given intramuscularly along with 
tetanus antitoxin as soon as the patient is attended 
medically. If. this is done, as it should be whenever 
there is a deep injury of muscle, it may not always 
prevent local gangrenous infection, but at least the 
surgeon will be able later to do the toilet of the wound 
on a non-toxic patient. In this war, as in the last, 


incipient gas gangrene has been misdiagnosed as per-* 


sistent shock, and operation delayed till it was too late. 
A point which Gorpon and McLEop mention—and 
which was stressed in THe Lancet War Primer on 
Wound Infection (p. 25)-—is that much larger doses of 
antitoxin than are ordinarily prescribed will be needed 
to combat an infection already begun but not detected 
clinically. A local barrage of antitoxin has been 
suggested when infection is present or suspected, but 
the intravenous route is likely to be most effective for 
antitoxin used therapeutically. For.the declared 
. case, a combination of drug and serum’ will be the 
most effective supplement to surgical treatment and 
may lead to more conservative surgery. And, if the 
results of -treatment are to be accurately assessed, 
every surgeon must learn to distinguish wounds 
infected with anaerobes from true gas gangrene,’ in 
which there is an invasion of tissues not already 
damaged, with death and putrefaction of previously 
healthy tissue. 


PRESUMPTION OF DEATH 


In the Probate Court last week the President 
granted leave to swear the death of Mr. Alphonse 
Abrahams, a diamond broker, as having occurred 
last September when he was in a shelter which was 
bombed. Mr. Abrahams, it was proved, had permis- 
sion to shelter in the basement of a clinic adjoining his 
flat ; he had undressed, put his belongings on a table 
and inflated a rubber mattress. After the explosion 
(which seriously damaged the basement) his wallet 
and fragments of the mattress were found but there 


5. Hawking, F. Brit. med. J. Feb. 22, 1941, p. 263. i 
6. Henderson, D. W. and Gorer, P. A. J. Hyg. Camb. 1940, 40, 345. 
7. Mullally, G. T. Lancet, March 1, 1941, p. 269. 


_ period of seven years’ absence. 
- period the courts could look back in order to see 


was no trace of Mr. Abrahams. Soon after the - 
President’s decision was reported a widow wrote a 
letter to a newspaper to complain that, her husband 
having volunteered for civil defence work as an A.R.P. 
stretcher-bearer and his depot having been bombed 
last September, she had to wait three months for the 
certificate of presumption of death and was still 
waiting for her widow’s pension. His body had not 
been recovered. Unhappily there will be many of 
these distressing cases, and, while the assistance 
authorities are known to be doing their best to 
relieve immediate needs, there is bound to be 
some delay. Defence Regulation 30a, just published, 
will help. A coroner will be ablé to hold a private 
inquiry, without a jury, where a bedy is believed to 
have been destroyed by enemy action. He will issue 
a certificate to that effect, and the registrar will then 
issue his certificate in the usual way. 

- Peace-time provisions for presuming death are 
naturally inadequate in present conditions. Ordinarily 
in civil, as in criminal, proceedings there has been 
a cautionary rule that it is unsafe to accept the fact 
of death without the finding and identification of the 
dead body. There was in England no common-law 
or statutory limit to the presumption of the continu- 
ance of life; but the analogy of the criminal law of 
bigamy introduced a presumption of death after a 
After the seven-year 


whether death could reasonably be presumed to have 
occurred earlier; there was no presumption that 
death occurred on the last day of the period. For the 


_ purpose of granting probate the court has never 


insisted on waiting seven years if the missing person 
disappeared in circumstances which raised a strong 
possibility of death—for instance, if a ship had gone 
to sea and never reached port. In recent years there 
has been a greater readiness to deal with presumption 
of death by statute. In 1925 it was enacted that 
henceforth, where two persons died in circumstances 
which made it uncertain which of them survived the ? 
other, the younger would be deemed to have outlived 
the older. Under the Herbert Act in 1937 it became 
possible for a married person, alleging the existence 
of reasonable grounds for supposing the death of the 
other party to the marriage, to petition the court for a 
decree of presumption of death and dissolution of the 
marriage. In this connexion seven years’ absence is 
prima-facie evidence of death if the petitioner has no 
reason to believe that the other party has been living 
within that time. — 

The tragedies of the war have created fresh 
problems, and there must be legal safeguards still 
where rights and property are affected. Trustees, 
for instance, cannot be expected to act upon state- 
ments which may turn out to be unfounded. Soon 
after war began, Parliament passed the Execution 
of Trusts (Emergency Provisions) Act. Nobody is 
to be deemed (for the purpose of that act) to have 
actual notice of any other person’s death by reason 
only of a report that the other person is missing, 
or ‘“‘ missing, believed killed,” unless the death 
has been presumed by order of a competent 
court and the person in question has notice of 
the order. The new defence regulation seems to 
nite coroners to usurp the functions of the High 

ourt. 
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' things around us are still and constant in shape can 


HALLUCINATIONS 

LirrRary descriptions of hallucinations are plentiful 
not only in the archives of mental hospitals but also 
in accounts of religious or “‘ psychic ” experiences and 
in the autobiographies of poets and scientists. Many 
writers on this subject—which lends itself readily to 
philosophical treatment—have found confirmation of 
their special theories among the abundant material. 
Others, distrusting all observations but their own, 
have tried to gain information at the source by 
questioning and examining hallucinated patients. But 
the reports of such patients are not often satisfactory ; 
judgment and memory seem to be impaired during 
the hallucinatory phase, as they are in the normal 
dreaming sleeper, and descriptive ability is rarely 
adequate. Owing to the vagueness and indifference 
of verbal. descriptions, one school has concluded that 
hallucinations are not in any way specific: that they 
are merely vivid images identical with the mental 
images of any normal person, important and signifi- 
cant to the patient only because of his disturbed 
mental condition. This school puts emphasis on the 
psychological background, rather neglecting the 
sensory element in the hallucination. Others suspect 


that unsatisfactory descriptions may be a natural 


outcome of the strange appearance presented by 
many hallucinations which—according to this theory 
—differ so much from the real world to which our 
language is adapted that words prove inadequate 
to describe them, and patients, even after recovering 
their. critical faculties, form mew words or use 
comparisons which are difficult to understand. 

The strangeness of hallucinations, and the un- 
reliability of polished literary witnesses, have been 
largely confirmed since the discovery of mescaline, 
the active principle of a plant used by Mexican 
Indians for many centuries in their religious 
ceremonials. By injecting mescaline it is possible 
to change a person, for a few hours, into a hallucinated 
psychotic. ‘There is no danger of addiction, as with 


opium or hashish, and the few after-effects of the ex- 


periments are slight. The application of these artificial 
psychoses to the study of psychological medicine is 
far from being exhausted. Mescaline hallucinations 
are predominantly, but not exclusively, visual ; 
consciousness remains relatively clear throughout a 
great part of the intoxication. Nevertheless, even 
trained observers find difficulty in giving a description 
of what they have experienced, and complain of lack 
of suitable expressions. Mactay and GUTTMANN ! 
gave the drug to artists and asked them to sketch 
what they saw and to make other drawings in 
retrospect. Itis striking that many of the peculiarities 
of the drawings thus obtained can be explained in 
terms of sensory physiology. Fretwork patterns 
resembling the choroid capillaries, tapestry picturing 
the retinal artery and its branches, patterns similar 
to coloured scotomas or the fortification patterns 
seen by patients with migraine—these seem to point 
-to a peripheral origin of mescaline hallucinations. 
Other pictures illustrate the development of hallucina- 
tions with definite shape and content out of repetitive 
photomas or vivid after-images, a. symptom also 
experienced by patients suffering from lesions of the 
occipital cortex. The useful sensory deception that 
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break down under mescaline; nothing stands still, 
everything fluctuates in some phases of the intoxica- 
tion and in others the faculty to see actual movement 
is suspended. Visual perceptions as well as hallucina- | 
tions seem to change their shape incessantly: for — 
instance, when attention is directed on a special point 
the hallucinated figure seems to elongate itself in that 
direction. _ | 

Mescaline intoxication thus supports the school 
which lays emphasis on the sensory peculiarities of 
hallucinations. On some people it makes a deep and 
lasting impression, especially on artistic subjects who 
speak of the experience as opening up new access to 
the visible world. This is of interest to those who 
like to speculate about primitive powers of sensory 
perceptions which may have been sacrificed to abstract 
thinking during human evolution. Hallucinations of 
poets, philosophers and religious ecstatics are, 
according to this view, produced by regression to 
a more primitive, but not necessarily less efficient, . ` 
mode of experiencing.2 However that may be, the 
vividness of the experience explains the original use 
of the drug fog religious purposes and throws light on 
the attitude of many psychiatric patients towards 
their hallucinations. 


Annotations 


MEDICAL CARE OF WOMEN IN THE FORCES 

APART from a transient increase during the early 
months, the expected rise in venereal infections since the 
beginning of the war has not occurred. The recruitment 
of large numbers of women and young girls to the Forces 
was not at first accompanied by the enrolment of an 
appropriate number of women medical officers. This 
was a cause of anxiety to many people. There was good 
evidence that most women hesitated to report suspected 
venereal infection to men medical officers, and delay in 
treatment from this cause seemed likely to provoke © 
spread of infection without adequate control. The 
Medical Women’s Federation felt strongly that women 
who were serving should be receiving suitable sex teach- 
ing from qualified welfare officers and from medical 
women who had special experience in social hygiene ; 
above all that they should on request have access to a 
woman medical officer. The need was definite and 
quickly recognised and the Services began to appoint 
medical women, who are now sufficiently numerous to 
put the federation’s aim within reach. It seems, how- 
ever, that the women serving and the medical men who 
still have charge of their health in some units are not all 
fully aware of the opportunity open to them. Women 
medical officers are fairly evenly distributed over the 
country, and it should now be merely a question of 
planning to arrange interviews for those women who 
wish to be examined by a woman. This does not mean 
that the medical women appointed are as numerous as 
they might be with advantage. There are still vacancies 
unfilled and the list of volunteers submitted by the 
Central Medical War Committee to the federation for a 
final opinion is now exhausted. Medical women with 
appropriate experience may feel the time is ripe to offer 
it. Some who put their names down earlier were not 
considered because the work on which they were engaged 
seemed at the time to deserve precedence, but it may 
well be that as a result of population shifts some now find 
themselves released, and will care to send their names in 
again to the secretary of the federation. The amount of 
venereal disease among women in the Forces has so far 


2. McCowan, P. K. Brit. med. J. 1939, 2, 631. 
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been small and treatment is rapid and successful. In the 
early months of the war women were occasionally dis- 
missed on acquiring infection, a dangerous and scarcely 
defensible practice ; but this is no longer so, unless there 
are other and more serious grounds for dismissal. To 
provide adequate and sympathetic treatment is, of 
course, an important item in preventing the spread of 
venereal infections, but education which helps to develop 
social conscience and to promote social hygiene is equally 
essential. The greatest safeguard may well have been 
provided by the arduous character of the training, which 
has left little time or zest for philandering. 


SKIN LINES AND HAIR TRENDS 

Tue lines of the skin were studied in considerable 
detail in the middle of last century by Simon?! and 
Langer,? and were beautifully and fully described by 
Erasmus Wilson in his ‘‘ Diseases of the Skin.” They 
are usually known as Langer’s lines. The deep lines or 
creases are found over joints and other parts which move, 
and mark the more fixed points. They are produced 
by bands of fibrous tissue running from the skin to the 
deeper structures and prevent the skin from slipping 
about like a loose glove. J. Grayson® has recently 
studied these cutaneous ligaments on the lateral aspects 
of the human (and animal) digits. He finds that in 
addition to the bands of fibrous tissue dorsal to the 
vessels, running from the phalanges to the skin opposite 
the interphalangeal joints, as described by Cleland as 
long ago as 1867, other retinacula can be dissected volar 
to the vessels, running from the flexor sheaths to the skin. 
These particular retinacula do not produce skin creases 
because in this particular situation the skin does not 
become folded upon itself in flexion and yet does not 
move in relation to the deeper structures. Finer lines 
can be seen with the naked eye running in some instances 
transversely, in some longitudinally. These are due 
to the peculiar disposition of the fibrous and elastic tissue 
in the corium. The finest lines can be seen with a hand 
lens, and divide the skin into a series of tiny triangles, 
fitting together like a beautiful mosaic. They are well 
seen on the back of the hands and webs, and are pro- 
duced by the finer movements of the skin. The skin 
lines are remarkably constant from individual to indi- 
vidual, though their minor variations produce the cult 
of palmistry and the science of fingerprint detection. 
Wood Jones* calls them tension lines, a good term 
which indicates their importance to the surgeon. An 
incision along these lines will heal with the minimum of 
scarring, whereas one made across them will not only gape 
when made but produce a wide scar when healed. 
Oblique incisions illustrate the effect of elastic pull, by 
the tendency of one side of the wound to slide relative to 
the other, a point that has to be noted in suturing. 
The result of ignoring the skin lines can easily be studied 
on the abdomen, where incisions are made at all angles, 
more in relation to the direction of the muscle-fibres 
underneath. 

The distribution of the human hair and its direction 
has also been studied by Erasmus Wilson and many 
others since. The main arrangement of the hair on the 
trunk is based on a whorl in each axilla, from which the 
hair streams up towards the head and neck, down the 
arm, down across the chest and abdomen, and down 
the legs. In the midline of the body (front and back) 
lines of convergence are thus produced, and in other 
situations lines of divergence. Wood Jones has drawn a 
chart of hair distribution which differs in some respects 
from Erasmus Wilson’s description. The hair on the 
head is based on a whorlin the occipital region (sometimes 
double) and a whorl at the medial end of each eyebrow. 


1. Simon, O. Die Localisation der Hautkrankheiten, Berlin, 1873. 
Pi peneey K. S.B. Akad. Wiss. Wien, 1862, Part I, p. 43; Part II, 
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Bolk ë has studied the distribution of the hair on the 
forehead and head of the human foetus and finds that the 
hair patterns are innumerable, a fact which can readily 
be checked by observing differences in individuals as we 
see them. From these observations it is probable that 
despite a general conformity to plan the hair streams of 
the human body show much greater individual variation 
than the skin lines, and Wood Jones makes it clear that 
there is no relation between them. Various theories 


have been propounded to explain the distribution of the ' 


human hair, but none has met with general acceptance. 
Direction is given to the hair by the obliquity. with which 
the hair follicle is set in the skin. This may be thought 
to be of little moment to the surgeon, but is of supreme 
importance when whole thickness skin is to be 
transplanted from one part of the body to the other, 
particularly on the face in the region ' ‘of the eyebrows 
and eyelashes. 


RAPIDLY DEVELOPING SILICOSIS 


IN most industries where silicosis is encountered, a 
characteristic feature of the disease is the slowness with 
which it develops. It is “insidious in onset, of great 
chronicity, occurring amongst workers who are exposed 
for years to the inhalation of siliceous dust.”* In 
contrast with this well-known picture is the silicosis of 
abrasive soap workers, and certain men engaged in the 
crushing of quartz and sand-blasting. Where the con- 


centration of fine dust in the air is very high, and where 


the inhaled particles are almost pure silica, a nedular 
fibrosis may develop rapidly and even be fatal in as 
short a period as afew months. This form of the disease 
has been referred to as “acute silicosis,” but it seems 
a little inappropriate to describe as acute a condition 
which takes at least several months to develop. The 
more accurate though perhaps cumbersome term 
“ rapidly developing silicosis’? was adopted by the 
1938 Silicosis Conference of the International Labour 
Office. The total number of cases recorded is not 
large; Ritterhoff? has lately reviewed them and added 
two new ones, both from the abrasive soap industry. 
Macdonald and others £ reported the first two fatalities 
in this country in 1930; Middleton® described 14 in 
1936. These all occurred among young girls employed 
in a soap factory in Wales. Pulmonary tuberculosis 
appeared to be a complicating factor in 12 (proven in 9) 
of them. In the United States Chapman” described 
3 and Kilgore™ 6 cases, most of them fatal. In the 
abrasive soap industry finely ground silica is mixed with 
powdered soap and alkali, and the view has repeatedly 
been advanced that the presence of the alkali enhances 
the toxic effect of the silica by increasing its solubility. 
This view seems unnecessary, if not unlikely, because of 
the occurrence of rapidly developing silicosis where 
there is no admixture of alkali with the dust. Sand- 
blasters working in poorly ventilated places—e.g., the 
recently described case of McNally,” tunnel workers such 
as those in the Johannesburg sewers and at Gauley 
Bridge in America *—may contract silicosis with all the 
classical features of the disease becoming apparent in a 
very few years or even months. Gardner believes that 
the “acuteness of the reaction is logically explained. on 
high concentrations of fine free silica.” 

The lungs of workers dying from rapidly developing 
silicosis, or from some intervening infection, often show 
no gross appearance suggestive of silicosis ; 3; nodules are 
not seen on the pleural surface or on the cut surface, 
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7. Ritterhoff, R. dJ. Amer. Rev. Tuberc. Janua , 1941 Dp. 117. 
8. Macdoneld, G., Piggot, A. P. and Gilder, W. 


84 
9. Middleton, E. L. Ibid, 1936, 
. Chapman, E. M. J. dAmer. ned, Aa 1932, 98,1439. 
11. Kilgore, E. S. otd, {932 99, 1414. 
12. McNally, W. D. J. industr. Hyg. Jan maa. (1941, p. 45. 
13. Gardner, L., U. “Amer. J. publ. Hlth, 1933, 23, 1340. 


1930, 


ee a ae ee a af 


THE LANCET] 


but microscopic examination reveals numerous minute - 


silicotic nodules. The smallness of these nodules 
probably explains the fact that X-ray plates of the chests 
of these workers may fail to reveal the typical shadows 
of silicosis. A not infrequent finding is the interesting 
“ metastatic silicotic nodules ° of the spleen. These 
are held by Ritterhoff to be foci of macrophages and 
not typical nodules, but Belt '* finds that they are histo- 
logically characteristic of silicosis. They are small, 
clear and discrete, admirably suited to minute analysis, 
whereas lung lesions may be coarse and conglomerate. 
They show clearly, in fact, all the characteristic features 
of the highly distinctive lesion of silicosis. The cure for 
rapidly developing silicosis is in the hands of the engineer. 
Adequate measures for the suppression of dust should, 
and indeed have in many instances, brought the condition 
under control. Whereas it is difficult to bring the dust 
concentrations in mines down to a non-dangerous level, 
it is comparatively easy to suck away the dust rising 
from a process over which a man works in a stationary 
position or to encase a man in a positive-pressure mask 
so that he breathes only air which is supplied from 
outside his dusty environment. The admirable measures 
instituted by the Factory Department of the Home Office 
have done much in this country to make “acute 
silicosis ’’? a distressing medical memory of the past. 


MALARIA IN THE ARMY IN INDIA 

As a cause of illness in the Army in India in 1939 
malaria has not only maintained the first place but has 
somewhat increased its incidence over that of a year 
earlier.5 For this increase the war was at least in part 
responsible by necessitating movements of troops, their 
early return from the hills and their distribution, outside 
established cantonments, in security posts ; indeed that 
last factor in some instances gave 100% incidence in the 
autumn. In cantonments antimalarial measures have 
been carried on with skill, enthusiasm and success, but 
on the other side of cantonment boundaries the story is 
different. Within cantonments the ‘“‘dry day,” on 
which possible mosquito breeding places are emptied, 
is now accepted. Men do not grumble at the trouble 
but at the wind which may carry in mosquitoes from 
outside. This emptying excludes water stocked with 
gambusia—local fish which, by feeding on mosquito 
larvæ, effect the same object well and with less trouble. 
Sprays made from pyrethrum flowers imported from 
Kenya have proved valuable for attack on the adult 
insect, and the plants are now being grown in Cashmere 


and in India itself. Although malaria is still the greatest. 


cause of illness in the Army in India, in the last 15 years 
its incidence among British troops has fallen in Rawal- 
pindi from 473 to 41 and in Lahore from 2245 to 392— 
9 out of 10 infections avoided. 


THE FOCAL ORIGIN OF MAMMARY CANCER 

EXPERIMENTAL research into the nature and causes 
of cancer is making such rapid progress that current 
medical teaching on this subject perpetually needs 
review. In the medical schools it is still commonly 
taught that cancer of the breast arises in a single focus, 
and surgeons base their treatment on this assumption. 
The correctness of this practice cannot be doubted, but 
the assumption on which it is founded lies open to 
question on academic grounds. Experiments have shown 
that oestrogens play a leading part in the causation of 
mammary cancer, and that in a susceptible animal a 
single cancer may develop although the agent has been 
carried to all parts of the breasts in the blood-stream. 
The normal as well as the pathological reactions to an 
cestrogen often vary in degree in different parts of a 
single mamma—for example, if a mouse has been 
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subjected to a continued excess of œstrogen, the various 

successive changes culminating in cancer may all be 

present simultaneously in different parts of the same 

breast. Such local inequalities of response are seen in 

other organs which react to œstrogen. The appearance 

of mammary cancer at a single point, therefore, cannot 

be used to disprove its dependence on such a generally 

distributed agent as an ovarian hormone circulating in 

the blood. On the other hand, if this ætiology is 

accepted, we might expect the occasional occurrence of 

mammary cancer in more than one focus at the same 

time. In mice, cancer of the breast, whether spon- 

taneous or artificially induced by estrogen, is often of 

multifocal origin, and more than one mamma may be 

the seat of a primary tumour. In considering this fact 

one has to remember that the mammary system is much 

more extensive, relatively to the rest of the body, in the 

mouse than in woman. In women separate and grossly 

distinct primary cancers growing simultaneously in both 

breasts or in different parts of the same breast are rare, 

though not unknown. Another form of multifocal 

mammary cancer seems to be more frequent in women, 

that in which separate ducts or acini, within the same 

region of a mamma diffusely affected with precancerous 

changes, become the sites of malignant growth. In this 

sense the occasional multicentric origin of cancer in 

women seems established. Such an observation is not 

new, but fresh attention is drawn to the subject in a 

paper by Sir Robert Muir? on the evolution of mammary 

cancer, in which the occurrence of multifocal cancer is 

lucidly described and exemplified. He also points out 

that a malignant change may affect diffusely the cells 
of one region of the mamma; in such a case the cancer 

may be described as regional rather than focal. The 

implications of his remarks will doubtless have an 
influence on medical teaching, so that the student will 
be taught to regard the focal origin of mammary cancer 
not as a scientific fact but merely as an approximation 
to reality and as a gross but serviceable guide to the 

operator. 


IS POLIOMYELITIS WATER-BORNE ? 
KNOWLEDGE of the epidemiology of poliomyelitis has 
advanced a long way from the time when the disease was 
regarded as a spontaneous atrophy of the anterior horn 
cells of the spinal cord. But even after the infectious 
nature of the disease was proved, inquiry about the mode 
of spread was greatly restricted because the monkey was 


‘the only animal found susceptible to experimental 


infection, and case-to-case spread was extremely rare. 
However, with the help of the neutralisation test which 
demonstrated antibodies in a high proportion of urban 
communities, it became obvious that latent infection 
must be very common and that spread was presumably 
taking place by means of healthy carriers or abortive 
cases. Indeed, accumulated data showed many simi- 
larities between poliomyelitis and diseases spread by 
direct contact or droplet infection but with this contrast, 
that whereas, in measles. for example, 99% are clinically 
and 1% latently infected, the ratios are reversed in 
poliomyelitis. Butit is not all plain sailing. Outbreaks 
occur which are strictly localised to one district and do 
not follow lines of human traffic; cases crop up simul- 
taneously in a district without any apparent opportunity 
for spread by a human carrier, and, most puzzling of all, 
whether it breaks out in England, America, Scandinavia 
or the Antipodes, poliomyelitis always shows a late 
summer or autumnal epidemic wave. Add to that the 
gastro-intestinal upset which often ushers in the clinical 
disease, and the evidence of systemic infection with 
involvement of mesenteric glands, and it becomes difficult 
to say whether poliomyelitis should be grouped with the 
respiratory or the intestinal infections. 


1. J. Path. Bact. 1941, 52, 155. 
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It has been known for some years that the virus of the 
disease could be recovered from the fæces of clinical case 
and healthy carrier, and that it may persist in the intes- 
tine for weeks or months after an acute infection. The 
virus has also been recovered from sewage and in one 
unconfirmed instance by Kling from drinking-water. 
Following up their earlier work and using the technique 
they devised—intraperitoneal injection into monkeys of 
the etherised supernatant layer—Paul and Trask? have 
shown that the virus can be recovered from the stools 
not only of clinical cases but from patients with mild 
infections which could not otherwise be confirmed as 
poliomyelitis. Furthermore, from a study of an out- 
break in rural Connecticut, they concluded that the 
spread was connected with a particular river, and river 
epidemics in Sweden and Germany have been described 
by Kling. Paul and Trask, therefore, carried out 
_ extensive tests for the virus in sewage. From 66 
samples, of which 13 gave unsatisfactory results, they 
isolated the virus at least 6 times, representing four 
samples of sewage from two different sites, one of which 
was the sewer pipe of an isolation hospital where cases 
of the disease were being nursed. Two other points were 
established : (1) that the total content of the virus in 
sewage may be large, and in this connexion they record 
in a footnote that monkeys can be infected by nasal 
instillation of unetherised fæces; and (2) that the virus 
is stable enough to be carried in sewage for at least an 
eighth of a mile. From these findings Paul and Trask 
are cautious in drawing any conclusions. They agree 
that there seems good evidence for the spread of polio- 
myelitis by direct contact, but they think there may 
be other channels including contaminated food, milk 
and water, and they direct attention particularly to the 
_ part which polluted watercourses may play in spreading 
theinfection. Theepidemiological puzzle of poliomyelitis 
is still far from being solved, but perhaps we are begin- 
ning to find an explanation for its unusual seasonal 
distribution. 


MORE FAMILY BUDGETS 


CONTINUING its analysis of the weekly budgets col- 
lected in 1937-38 the Ministry of Labour now gives a 
picture of the expenditure of the average agricultural 
worker, dietary studies of whom have been far less 
frequent than of his urban counterpart.2 The average 
size of the 1491 families contributing to the study is, 
rather unexpectedly, virtually the same as in the indus- 
trial households previously reported*—namely, 3-79 
against 3-77. Their mean weekly expenditure is, how- 
ever, substantially less, 57s. 4d. as compared with 85s. 
The cost of housing in rural districts (rent, rates, water 
charges, &c.) is naturally lower, 4s. 9d. per week against 
10s. 10d., though whether effectively less in relation to 
the amenities the family obtains for it is another matter 
—for instance, the urban household spends 2s. 5łd. a 
week on gas and electricity and the rural only 7}d., for 
they cannot spend on what is not there. On clothing 
and footwear the average rural expenditure is 5s. 3d. a 
week, the urban 8s. Id.; the former has the obvious 
advantage of a smaller expenditure on travelling and, 
as the returns show, the more doubtful advantages of a 
lower outlay on tobacco, newspapers, entertainments 
and doctors. A greater proportion of the income has, 
of course, to go to food on which the average rural family 
spends 27s. 9d., or 48% of the total, against the urban 
family’s 34s. ld.,or40%. The comparison, however, ex- 
cludes allowances of food from employers or grown by the 
household, and this clearly much reduces the value of 
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the comparisons one would like to make between urban 
and rural diets. For example, from an early study of 
the diets of rural workers in Essex,’ Bradford Hill con- 
cluded that at that date (1923) the rural diet was barely 
sufficient, though it compared favourably in some 
respects with urban diets of families with larger incomes, 
owing to the home produce. It was, however, less 
varied, with a substantially smaller amount of meat and 
considerably more bread and flour. The Ministry of 
Labour’s budgets show the same tendency, but the 
differences are narrow. For instance, the average 
agricultural household spent 4s. 2d. weekly on bread and 
flour and the industrial household 3s. 6}d.; on meat 
(including poultry, rabbits, bacon, ham, &c.) the former 
spent 7s. 2d. and the latter 8s. 1}4d., while the figures for 
sugar are ls. 34d. rural and Is. 0$d. urban. The main 
items of food provided by employers are milk, potatoes, 
and (in Scotland) oatmeal, while home produce lay 
mainly in potatoes, cabbages, and eggs, all important 
items in a good diet. From the figures available it 
should be possible to build up a broad comparison 
between the diets of the urban and rural groups, and 
even though it be not complete it would be of interest. 


TERMINOLOGICAL EXACTITUDE 


SPEECH, that late acquirement of the tool-using 
animal, has little precision as yet. Even our most careful 
statements convey but a rough meaning, and scientific 
terms—especially psychological terms—have often as 
many interpretations as interpreters. Some day our 
speech may become as exact as mathematics ; and in an 
attempt, perhaps, to hasten that good time the brain- 
injuries committee of the Medical Research Council have 
published a glossary of psychological terms commonly 
used in head injury. Their aim has been to achieve 
greater uniformity in case-notes and the definitions set 
out are already in use at the special centres for the treat- 
ment of head-injuries ; if they were generally adopted in 
the medical services the clinician attending a transferred 
patient would derive an accurate idea of his state from 
his notes. Only sixteen terms are defined: coma, 
semicoma, confusion and delirium; traumatic stupor 
and automatism; concussion; traumatic dementia, 
intellectual impairment and personality disorder; 
malingering and hysteria; insight, judgment and com- 
prehension ; and amnesia. The committee point out 
that the definitions are arbitrary and may not be- 
universally acceptable, but rightly insist that to avoid 
further ambiguity they should be accepted and used. 


‘After all, it matters little what a word means provided we 


all agree on its meaning. If we need new terms we can 
always invent them : neologisms are not the prerogative 
of the insane. The other M.R.C. committees might well 
follow suit by defining their own terms, and in the end 
we may get what we badly need—a good English glossary 
of scientific terms. There are some excellent American 
dictionaries, but they show troublesome divergences in 
spelling and sense from accepted standards over here. 
There would be an all-round gain if English-speaking 
scientific people could speak and write the same language, 
and a joint Anglo-American committee on terminology 
is needed to bridge the gaps. 


Sir WILLIAM SMYLy died at his home in co. Dublin on 
March 19 at the age of 90. Born and bred in the medical 
tradition and one of the pioneer obstetricians he played 
a leading rôle in Irish medical life a generation ago. 
Master of the Rotunda Hospital 1889-96 he became 
president of nearly every group of gynecologists in the 
Empire, and finally president of the Royal College of 
Physicians of Ireland. His writings are to be found in 
all the systems of medicine of the period. 


5. J. Hyg., Camb. 1925, 24, 189. 
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MEDICINE AND THE LAW 


Judicial Views of Medical Evidence 
WHo shall decide, asks Pope in an often-quoted line, 


when doctors disagree ? The disagreement of medical , 


experts in the witness-box is often matter for judicial 
comment. But judges also disagree. In particular, it 
seems, they differ about the value of the personal 
evidence of doctors. If Mr. Justice Macnaughten be 
correctly reported, he declared last week that he had 
never yet come across an accident case where the.evidence 
of a doctor in person was of any assistante at all, though 
doctors’ reports were generally most helpful. He was 
being asked to fix a day for a trial in which there would 
be a great deal of medical evidence. He refused to do 
so and he warned counsel that, if it were found that the 
doctors’ evidence could have been put in the form of 
_ reports, costs might not be awarded even to a successful 

litigant. ‘‘ It is a sheer waste of money and valuable 
time,” he said, ‘‘ to bring doctors to court.” 

Against what is possibly an over-simplification of 
judicial experience, let us put the dicta of the Court of 
Appeal, delivered a few days earlier in the case of Proctor 
v. Peebles (Papermakers) Ltd. A young man had his 
hand crushed in the rollers of a machine. When sued 
for damages, the employers did not dispute their liability, 
but they challenged the plaintiff’s estimate of his 
injury. There had been the usual preliminary skirmish- 
ing before the case came on at the Lancaster assizes ; 
on a summons for directions to decide the lines on which 
the trial should proceed, it had been ordered that the 
parties should agree the medical reports. At the trial 
_ Mr. Justice Croom-Johnson commented unfavourably on 
the calling of a medical witness on behalf of the plaintiff 
in view of the projected arrangement that the medical 
evidence should be agreed. The Court of Appeal, while 
somewhat vaguely anxious not to discourage preliminary 
agreement upon medical questions, announced that 
directions for agreed medical evidence should not be 
ordered as a matter of form. In Proctor’s case, said 
Lord Justice du Parcq, where prognosis was important, 
the production of merely paper evidence was inappro- 
priate. ‘‘ It was most desirable that a doctor should be 
present in court to answer the questions which a judge 
might wish to ask, if for no other reason.” It was very 
unfortunate, added Lord Justice MacKinnon, that a 
judge should deprecate the calling of a doctor in such a 
case, as it was often of the greatest advantage that the 
- doctor should be present in order to explain what he had 
reported and to undergo cross-examination. In Proctor’s 
case the doctor who was called on behalf of the plaintiff 
had stated his opinion that the injury to the young man’s 
hand was permanent and without remedy. In the view 
of the Court of Appeal the trial judge ignored this un- 
controverted evidence and substituted some opinion of 
his own. The plaintiff appealed on the ground of the 
inadequacy of the damages awarded to him. His appeal 
succeeded. Mr. Justice Croom-Johnson had given him 
£550; the Court of Appeal increased this sum to over 
£1200. | 

It is not for doctors to decide when judges disagree. 
The medical witness will doubtless be grateful for any 
reform which saves him from wasting valuable time in 
the precincts of a court. Probably, too, he is conscious 
that the system which brings medical experts before a 
judge as members of opposing teams sometimes produces 
an unedifying spectacle. If he belongs to the plaintiff’s 
side, he has come there to give evidence for the plaintiff ; 
his sympathies have been enlisted by that side from the 
beginning ; he has his reasons for his views; he wants 
to see those views upheld. If he is on the defendant’s 
side, and especially if he be in the habit of giving evidence 
for defendants, sentiment will be out of place and 
scepticism in the matter of subjective symptoms will be 
inevitable and appropriate. Sometimes, it is true, the 
experts on both sides may meet in conference beforehand. 
But the reasoned convictions which they have come to 
court to support are not to be lightly abandoned after a 
few minutes’ conversation. Nobody suggests that the 
medical witnesses are acting in bad faith, but they are 
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identified with the side which invites their aid. We must 
expect the plaintiff’s witness to assert that the injury is 
due to the accident and that the sequels are serious and 
permanent. We must expect the defendant’s witness 
to maintain that the injury, if any, is unrelated to the 
accident, that it is greatly exaggerated and that, anyhow, 
it will soon get right of itself. The authority of the law 
may direct the opposing teams to meet in consultation, 
but it can no more procure agreement between witnesses 
than between the parties themselves. For years 
reformers have been advocating a greater use of medical - 
assessors to relieve judges of the troublesome business of 
deciding medical issues. But the law is reluctant to 
surrender its jurisdiction. It is also, as so often appears 
in criminal trials where the irresponsibility of the insane 
is in dispute, extremely suspicious of the intrusion of ` 
medical upon legal standards. The ideal tribunal per- 
haps would be the judge who is fully trained both in law 
and in medicine; but a strong legal element in the 
body which made recommendations a few years ago about 
the coroner’s office deprecated any dual qualification and 
seemed to consider that only the barrister or solicitor 
untainted by any medical training could be trusted to 
hold an inquest. The law is for the lawyers, unless 
perhaps the litigant is entitled to express his view. 
Courts, after all, exist in order that plaintiffs may bring 
claims. Will the plaintiff still have perfect confidence in 
the course of justice if he is told that his medical witnesses 
must, behind his back, cobble up some compromise with 
the defendant’s witnesses upon the matters of fact and 
opinion on which his case is founded ? 


TREATMENT OF BURNS 


Notes on the local treatment of burns, based on 
recommendations of the codrdinating team on burns 
appointed by the war wounds committee of the Medical 
Research Council, have been distributed by the Ministry 
of Health for the guidance of medical officers in E.M.S. 
hospitals and first-aid posts. The recommendations are 
as follows. 

AT FIRST-AID POSTS 


Minor burns which do not require admission to 
hospital should, after cleansing the surface with plenty 
of soap and water, be dressed in the following way : 

In the case of the face or hands, with gauze or lint 
impregnated with sterilised Vaseline. : 

To prepare sterilised vaseline dressings, half fill a biscuit 
tin with vaseline, stand the tin in a deep dish of water which 
is brought to boiling-point on a stove’ or fire. When the 
vaseline is melted, drop into it pieces of gauze or lint about 
6 in. square, folded into two, until the tin is full. Add 
more vaseline if necessary to cover the dressings. Leave the 
tin in the boiling water for half an hour. Then remove, put 
on the lid and seal with a strip of strapping. 


In other parts of the body, with tannic-acid jelly or 
gentian violet jelly, 1%. If jellies are used no dressing 
should be applied over the burnt area, and clothing 
must not be allowed to come into contact with the 
burn area until the coagulum has formed and is dry. 
The application of tannic-acid or other coagulant jelly 
to the surface of a burn which has not been adequately 
cleansed is inadvisable. 

Serious burns requiring admission to hospital should 
be treated by the application of sterile vaseline on gauze 
or lint to cover the exposed portions of the burn. It is 
hoped that in the near future a non-greasy substitute 
will be available for use instead of vaseline. Provided 
the patient is shortly to be transferred to a nearby 
hospital, no attempt should be made to remove clothing 
in order to expose the entire burn area. Serious burns 
always require injections of morphine for pain, in full 
doses (gr. 4—4 for adults). 


AT HOSPITAL 


At the first hospital where the case can be fully treated 
the following lines of local treatment are advised for 
extensive burns of whatever degree. . 

Under gas and oxygen or Pentothal anesthesia, the burn 
areas should be thoroughly cleansed by the gentle but liberal 
use of soap and water, followed by saline and by the removal 
of debris under strict aseptic precautions (soft soap should 
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not be used ; the best application is some form of soap flakes). 


No violent scrubbing or scraping should be used, nor should 


antiseptic solutions or spirit be employed. If the burn area 
is impregnated with oil or grease, ether soap is of value for 
cleansing. Extensive burns should never be fully exposed at 
one time, owing to the risk of increasing shock by loss of 
body heat: a limited area only should be exposed for treat- 
ment which should be completed before the next area is 
dealt with. Loss of heat is especially marked when ether 
soap is used. After the cleansing process has been com- 
pleted, the burn surface and the skin around should be dried 
and the burn surface should be lightly dusted with sulphanil- 
amide powder; a coagulant is then applied except in the 
areas mentioned below. : 

Coagulant applications.—The following solutions are 
the most suitable as they act quickly and require no 
special apparatus: silver nitrate, 10%; tannic acid, 
10% ; silvér nitrate, 10% and tannic acid, 5%, used 
alternately ; triple dye (one formula in common use 
is equal parts of gentian violet, 1 in 400, brilliant green, 
1 in 400, and neutral acriflavine, 1 in 1000). 

The application is best made by the use of a large gauze 
mop ; no dressings are required over the coagulated area, but 
it is advisable to cover the part with a sterile towel after 
the coagulum is dry. The edges of the area and any cracks 
that may develop on the surface should be dusted daily with 
sulphanilamide powder. In whatever way coagulation is 
effected the coagulum must cover the whole area and a good 
margin of unaffected skin around, and must be firm and dry 
or else the effect of the treatment is lost as the patient will 
still lose fluid from the burn area. 

No coagulant of any kind should be used on the face, 
the hands and wrists, and the feet. Circumferential 
tanning of a limb should be avoided if possible, and if 
carried out the peripheral pulse must be carefully 
watched for the first 48 hours. Coagulants tend to 
contract on drying, and there is a risk of dangerous 
constriction of vessels or distortion of tissues (e.g., the 
fingers and eyelids) as this occurs. In addition to the 
solutions given above, tannic-acid jelly and gentian 
violet jelly are coagulants. 

Treatment of burns in areas which should not be tanned.— 
After cleansing, the surface of the burn area is dried and 
dusted with sulphanilamide powder. A tulle gras dressing 
is then applied, and this in turn is covered by 6-8 layers of 
gauze wrung out in warm normal saline. The gauze must be 
kept moist by warm saline being dripped on it from, time to 
time, and on no account must it be allowed to become dry. 
The tulle gras will enable the gauze dressings to be removed 
without causing pain or injury to the burn surface, provided 
they are kept moist ; as a rule it is advisable for the first few 
days to change the gauze every 3—4 hours, the tulle gras being 
left undisturbed during this process. Twice a day at first, 
and subsequently, according to the progress of the case, once 
a day, the tulle gras dressing is changed ; where it is possible 
to immerse the affected part in a bath, the tulle gras dressing 
is allowed to float off, which it does readily. In the case of 
the face or other parts for which a bath cannot be used, a 
gentle stream of saline greatly assists in the removal which 
should be painless and not associated with bleeding. Where 
baths are used the limb can remain immersed for half an 
hour or more, the saline being kept warm throughout. 
Before applying a fresh dressing the unburned surface of the 
limb is dried, and the burn area dusted with sulphanilamide 
powder. 

Tulle gras, originally a French preparation, may be 
prepared in the following way. Curtain net, with a mesh of 
2 mm., is cut into pieces 9 cm. square ; these are placed in a 
tin box of slightly larger size. The box is then filled with a 
mixture containing soft paraffin, 96 g., balsam of Peru, 2 g., 
sufficient being used to impregnate and cover the material 
completely after sterilisation by heat in an autoclave. The 
French preparation contained also halibut oil, but the value 
of this when applied locally is doubtful, and it can be omitted. 


Dressings must be carried out with full aseptic 
technique, and special care must be taken to ensure the 
surgical cleanliness of the arm and leg baths. <An oil 
silk or jaconet bag or cover is of value in keeping the 
gauze moist in the case of the arms and legs, both while 
the patient is in bed and during transport. Where 
burns of the face are treated by saline packs, a jaconet 
bib assists in keeping the patient and the bed dry. 
It is made as follows. 


Take a piece of stout wire and bend it into an oval about 
14 in. in its long diameter and about 8 in. in its short diameter. 
A piece of jaconet is then cut, of sufficient size to form a deep 
basin when its edges are sewn to the wire hoop. Towards 
one end of the jaconet basin cut a hole large enough to go 
over the patient’s head; the edges of this hole should be 
turned over and sewn so that a tape can be threaded through 
the channel so formed. On tightening the tape the opening 


,can be made to fit round the neck. At the other end of the 


basin a small hole is made into which a tube for drainage 
can be tied. 

All cases of severe burns likely to be followed by loss 
of function or disfigurement, or to require extensive 
grafting, should be transferred to a burn centre as soon 
as they are fit to travel. 


In England Now 


A Running Commentary by Peripatetic Correspondents 


AN abrupt translation in my existence recently 
occurred and I found myself in an entirely strange and 
remote part of the country, living and working with a 
fresh group of people. In London it is so customary to 
hear free discussion of the war, of changes in social 
conditions caused by it, of motives guiding the events 
leading up to it, that I became conscious of a gap in 
mental activity when I found that nothing of this sort 
happened in my new company. I thought it odd that 
my associates, most of whom were middle-aged (many 
had served in the last war), were so uninterested in the 
reasons for their changed circumstances and for the 
sudden transition in their lives. It would seem no light 
matter to relinquish tasks on which one has been 
engaged for years, a home one has painstakingly con- 
structed for a family diligently nurtured, and to find 
oneself doing something entirely different in scope and 
aims in the company of strangers equally quaintly 
employed. In many cases, as I have mentioned, this 
was happening for the second time. In Newton’s laws 
of motion is the postulate that matter moves in a straight 
line with uniform velocity until acted upon by some 
external force when it changes either its velocity or its 
direction and often both. Man seems to answer to 
the same mathematical theorem and seems generally to 
show as little inclination to effect any alteration in his 
new properties. This might be due to indifference or 
even a welcome to the changed circumstances. It is the 
fashion nowadays, as every medical periodical is a 
witness, to ascribe people’s reactions—their resistance 
to change of velocity and direction—to psychological 
conflicts and inability or ability to overcome them. All 
these learned articles boil down to the original Kraepeli- 
nian postulates that abnormal behaviour is merely an 
exaggeration of a normal behaviour response, and is not 
a different response. Each psychiatrist or psycho- 
analyst says that as a result of his study of 2 cases of 
mental disturbance or breakdown he has found that 
each case has over-reacted to his changed circumstances 
along lines which could be foretold from a previous 
study of his past behaviour. Vulgarly, so what ? 
Surely it is a commonplace that we each as individuals 
react in a similar way to similar stimuli—any poker 
player would tell a psychologist this! And it is not 
very clear where these learnedly written articles with 
their queer technique of verbal description are leading 
us. They all seem to end in the same way, rather vaguel 
saying that appropriate treatment in highly train 
surroundings is sometimes successful—and sometimes 
isn’t. Anyhow, by definition, there is no reason why 
these patients should be ‘‘ cured ” as they are merely 
being themselves. I also cannot make out why it is 
necessary always to stress that the staff are highly 
trained merely because they are able to be reasonably 
patient and intelligent with neurotic men and women, 
and, since optimistic suggestion should be part of the 
treatment of any case, why is it always necessary to 
state that the staff must be highly trained before they 
can possess this piece of ordinary nursing technique ? 
Surely sympathy, a good ordinary word to describe 
such an attitude towards the sick, is an essential quality 
of all who practise medicine or nursing. It is a matter 
of common knowledge, lay and medical, that certain 
people are “ difficult ” when they are ill, and I think 
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that everyone also recognises that certain people in 
certain circumstances are so “‘ difficult’’ that they 
become ill as a result. This is undoubtedly happening 
on a large scale now and neuropsychiatry is coming int 

its own and developing a rapidly expanding vocabulary. 
It is clearly desirable that the unfortunate neurotic 
should not be allowed to think that he has an organic 
disease or injury, and the abandonment of the label 
‘“ shell-shock ” formerly pinned on him is an excellent 
move. It is also reasonable that only those doctors 
who possess the necessary amount of patience should 
deal with them. Presumably all neuropsychiatrists 
have this amount (one would like to forget the few one 
knows have not) and are therefore the best men for the 
job. But I can only wonder what else this spate of 
papers means. Perhaps the writers are themselves 
reacting with abnormal violence to their changed 
environment—or do neuropsychiatrists never do this ? 


* * * 

Returning to the analogy to the second law of motion, 
the ability to hold on to the changed direction and 
velocity might serve as a definition of ‘‘ guts.” Naturally 
a person exhibiting this is aware of his altered condition 
and neither welcomes it nor is indifferent to it. He 
accepts the situation and having accepted it produces 
no internal stimuli of disruption and resists any external 
ones. The longer the changed circumstances continue 
the greater the degree of staying power, stamina or 
“ guts.” Explosive disruptive influences from within 
are most likely to occur in either the very poorly or the 
highly civilised groups. In the former a mass phenomenon 
fairly readily appears interrupting the activity of 
the moment. In the latter, where the ability of intellec- 
tual perception is well cultivated, the individual is 
susceptible to influences of change because he possesses 
a critical faculty and is able to appreciate the several 
aspects of any problem. Ordinarily the term panic is 
used to describe the former reaction ; the latter is more 
complex and is difficult to label in a word. But on these 
terms the disruption of the Polish and French peoples 
in this war is understandable, and that of the Russians 
and Germans in the last. On these terms too will be 
settled the present conflict of the British and German 
races and their plans for the future welfare of the 
civilised world. It is thus important to provide condi- 
tions which will prolong our own ability to continue 
along our present course. 
while inducing an acceptance of the present temporary 
conditions in the minds of the majority to see that this 
is firmly based on ideas and emotions which connote 
something more permanent, or, being (we hope) a highly 
civilised people, we may be given unnecessary scope for 
the exercise of our critical faculty. Actually this should 
not be difficult, for our opponents have from this point 
of view behaved in a grotesquely stupid manner, and 
have themselves provided many stimuli which would 
normally keep us y on our changed course in 
opposition.to them. The history of. the last year has 
shown that our propaganda folk are rather lacking 
oa, ola in the use of this material. In fact, there 
has been a noticeable tendency to avoid any statement 
which in any way touches on essential sociological ideas, 
and it is hardly unpatriotic to note that there are many 
who are disturbed by this (to them) fundamental 
These people naturally include a number of 
the more intelligent and trained minds, and they require 
for their stability in new and difficult conditions more 
than has as yet been vouchsafed. Our own profession 
is an excellent example. Never in any two years since 
the dawn of civilised medicine has so much been thought, 
written and read about the practice of the profession 
and the organisation of its future services. This corre- 
sponds politically with war aims and the executive 
direction of the war. The secret formation and the 


composition of the Medical Planning Commission came 


many doctors with the same shock that the recent 
banning of certain artists by the B.B.C. came to many of 
the lay population. A conflict is recognisable which 
can be the origin of carupive for Cess 


There are many individuals who have had the curiosity 
= intellectual activity) to study social trends and events 
of the last few years, who consequently believe that 
drastic modifications in the conditions of existence are 
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necessary, but who lack the inner explosiveness to alter 
their own course or velocity. An easy label—intelli- 
gentsia or highbrow—can be pinned on these folk, but 
their position is readily understood, because their lives 
are generally untouched, or at any rate only very lightly 
touched, by the passage of events. Just occasionally 
their material existence ig improved by the war., It 
should be different where people are forcibly deflected 
from their paths, especially when this is suddenly and 
violently performed. Some degree of disorientation ` 
would be expected. I was surprised to find that among 
my new associates this form of vertigo was surprisingly 
absent. Moreover, they were largely unconscious that 
they had undergone an experience which might have 
resulted in instability : they had suffered a change of 
direction but no alteration in velocity. This cannot be 
accepted simply as a natural phenomenon and dismissed 
from the mind. There must be reasons for such 
behaviour. The book of Job supplies one—faith. A 
humber, although I suspect a small one, are religiously 
convinced of the justice of the cause. Others of us are 
convinced of the ability and honesty of our new leaders. 
But PeoumeDy a similar emotion activates the German 
Foda e. Dynamically it is a stable condition only if the 
aders really possess this ability and honesty. Religion 
is an extroversion of an internal emotion, and as such is 
generally unshaken until replaced by some even more 
owerful emotion. It is a universally distributed 
attitude of mind. Thé demand for leadership is also 
pretty universal, but is a less powerful instinct because 
it depends on demonstrable qualities such as ability and 
honesty. Fluctuations of price on the pre-war Stock 
Exchange readily demonstrate how unstable this 
emotion can be. Its foundations are inherently insecure 
and perhaps not enough attention has been given to this 
fact by those responsible for the direction of our war-time 
activities. 
xk a ak i 
Whatever my lot may be after this war one job I will 
never take on is that of a billeting officer. Even on a 
small scale it has caused me more worry and inconveni- 
ence than seemed humanly possible. It was probably 
asking for trouble to try to plant my particular brand of 
‘* billetees,?” medical students, on my particular brand 
of ‘‘ billeters,’? middle-aged or elderly inhabitants of 
suburbia transported to the Home Counties. The. pro- 
blem of how to begin was met by persuading my wife to 
ask a friend whether she knew of any of her friends who 
would like to have a particularly nice type of medical 
student asa billetee. Aided by the fortunate coincidence 
of an influx of official evacuees from London, the response 
was overwhelming. Even a medical student was con- 
sidered preferable to the unknown quality of official 
evacuees, and in the end my main trouble was explaining to 
importunate potential billeters, always on the telephone, 
that there really was a limit to the number of students we 
could supply in any one area, but (and this proviso was 
the only way, I found, of ending theconversation) should by 
any chance any further students arrive I would be only too 
pleased to let the lady have them. The story, however, 
was very different at the beginning of the next term when 
a fresh batch of men had to be accommodated. In the 
interval the official billeting problem had become much 
less acute. This time it was either a blank refusal, or 
the billeter had been ordered a rest by her doctor, or the 
domestic servant problem had become hopelessly acute. — 
So the search had to be begun all over again and fresh 
fields sought where medical students and their ways 
were still unknown. Inquiries, usually carried out 
surreptitiously by my wife, as to ed the students 
behaved produced the startling reply that they were not 
“ house-trained.” In my low mind this phenomenon 
was associated with the aivtne habits of infants and dogs, 
but here it included habits of leaving clothes all over the 
bedroom floor and using hair grease which spoilt the 
pillow-cases. The most indignant of all the landladies 
complained that her lad from the north, having been 
invited to partake of bis host’s beer at dinner on bis first 
night, took it for granted that he’ would have the same 
privilege every night. Why a lady of some fifty years 
did not take the obvious step of pointing out the error 
of his ways at once instead of storing up her indignation 
for a term and then letting it loose on my unfortunate 
wife I have never been able to make out. It has all been an 
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interesting study of human nature—the reaction of the 
varying types of individuals both old and young, and the 
age-long inability of the average person to put himself 
or herself in someone else’s shoes. But I shall have no 
objection to a rapid shortening of the period of study. 

xk x x 


It has been suggested. that the majority of the B.M.A. 
Planning Commission ought to be under 45 years of age 
because it is the younger men who will have to do the 
work of the profession in the future. It seems to be 
thought that on account of their age those over 45 are 
unlikely to plan the kind of profession in which the 
younger men will want to work. Though the respective 
rôles of youth and age in Parliament and the Cabinet 
as well as in the councils of medicine might well be 


considered by physiologists and psychologists as part of . 


our planning for the future, the matter is surely not as 
simple as that. For it is certain that those under 45 
will gradually become fogies as ‘old as those they now 
criticise, and if age determines outlook they will then 
like the sort of profession that old fogies like now, and 
not the sort designed by themselves when they were 
under 45. Moreover, since it is the priyilege of youth to 
disagree with age, the next generation of under 45s will 
certainly disapprove of the profession planned by those 
old fogies who by that time will be 50, 60 and 70. It 
seems, then, that a profession planned to conform to the 
political fashion of a current age-group is unlikely to 
satisfy anybody for long. 

The criticism that public-health interests are in- 
adequately represented on the commission sends one 
looking for a reason, which is, I think, that practising 
doctors, however notable the exceptions, are rarely 
interested in public health. As citizens they approve in 
general of someone doing something to improve public 
health, but the type of mind which is interested in 
therapeutics is not often interested in preventive medi- 
cine. Surgeons have contributed nothing to the pre- 
vention of appendicitis, and cardiologists show no si 
of contributing anything to the discovery of the etiology 
of coronary thrombosis. Nor should this be regarded as 
a reproach to them. The truth is that the therapists are 
concerned with, and interested in, end-results which are 
remote in time and differ in nature from their causes. 
The causes need to be studied by investigators with 
entirely different training and interests. Public health 
is still suffering from being regarded as a poor relation of 
therapeutics. There should be a Ministry of Disease 
concerned with therapeutics and a Ministry of Health 
concerned with prevention, with, of course, liaison officers 
between them. The Ministry of Health, which, inciden- 
tally, would have a large staff of architects and sociologists 
and other laymen as well as medical research workers, 
could then get on with its job of abolishing the Ministry 
of Disease. And clinicians, even in war-time, would not 
have to work in a medical service designed by the 
Ministry of Health. , P 2 


Breakfast in bed is a much overrated pastime. There 
are some who adore it, others who detest it, but for the 
large majority it is merely a great nuisance. There are 
times when one is driven to take breakfast in bed which- 
ever class one belongs to, and the necessary technique 
requires careful study beforehand, for it is difficult to 
work out the various possibilities early in the morning 
when just awakened. Shall one lie on one side, balancing 
on one elbow, and attempt to shovel food and drink with 
the other hand from a tray on the bedside table into a 
mouth which seems always aslant? Shall one try to 
sit up, with the tray balanced precariously on the knees, 
and guide the food over a wide expanse of blanket and 
sheet, with all the hazards of the slip betwixt cup and 
lip? In either case one is driven to think of the ancients 
who appeared to derive pleasure from reclining at meat. 
The correct technique, I am told, is to sit bolt upright, 
with the pillows arranged vertically against the head of 
the bed, and get the tray tucked well into one’s lap, but 
it is still a long way from the plate to the mouth. There 
is always the fear, too, that one will be left thus for some 
time, while the rest of the family finish their breakfast 
at leisure in the dining-room, and in the meantime one’s 
chest and arms will get frozen. Only the real addicts 
possess one of those decorative trays with legs that help 
to bring the food nearer to the mouth and can more 


easily be disposed of when the meal is completed. Even 
then the hazards of the game are innumerable; when 
I was a boy my most unpleasant aunt—one of the 


- psychopathic tenth I see she was now—had one and the 


front legs collapsed spilling hot coffee all over her. 
How we did laugh. 


Parliament 


THE serious effects which the Government’s new 
proposals for the registration of women for war work 
may have on the public-health services were emphasised 
in the debate in the Commons on the third reading of 
the Consolidated Fund Bill. Miss IRENE Warp urged 
the imperative need for maintaining the efficiency of 
the nursing services, and for securing proper treatment 
for the personnel. Nurses’ professional organisations 
were anxious that the new division of nursing in the 
Ministry of Health should be in the charge of those 
qualified and experienced in nursing. She also asked 
for an official announcement on nurses’ superannuation. 
What happened to the nurses after the last war must 
never happen again. Viscountess DAVIDSON said that 
the effect of the Minister of Labour’s broadcast had been 
disquieting. Many people believed that compulsion 
would be applied immediately after registration. At 
one civilian hospital of 1500 beds, dealing with old women 
removed from hospitals in the large towns, many of the 
domestic servants had left within 24 hours of Mr. Bevin’s 
speech to enlist in one of the armed forces. Lady 
DAVIDSON also asked that mothers with young children 
should not be conscripted. 

Dr. EDITH SUMMERSKILL feared that, after a tremen- 
dous amount of propaganda had been done to teach 
women how to feed their children properly, the Govern- 
ment were now going to hand those children over to 
unsuitable people who would act as ‘“‘ minders.” Minders, 
she said, should only supplement and not be a substitute 
for day-nurseries. The Midwives Institute was asking 
that the Minister of Health should make it an offence 
for a woman to be employed during the four weeks 
preceding her confinement. Dr. SUMMERSKILL suggested 
that nursing mothers employed on war work should be 
allowed time to feed their babies while at work. Miss 
F. HORSBRUGH, parliamentary secretary to the Ministry 
of Health, denied that it was the intention of the 
Government that people engaged in essential work, such 
as work in hospitals, should leave their employment. 
Every effort had been made to add to the number 
of day-nurseries, but they did not meet all the needs, 
and this had led to the system of leaving children in the 
care of minders. The present proposal was to register 
these minders so that the health visitors could satisfy 
themselves that they were suitable. Miss HoRSBRUGH 
said that at present the nursing staff in the E.MS. 
hospitals numbered 75,000, of whom 17,000 were in 
the Civil Nursing Reserve. The fever hospitals and 
some of the special hospitals were not getting sufficient 
recruits, and they wanted nurses who would go anywhere 
and nurse anyone. There were difficulties about nurses’ 
superannuation which it would be almost impossible to 
overcome in war-time, but a further increase of pay was 
being made to members of the Civil Nursing Reserve so 
that they might pay their share of superannuation. 
Under the new scheme they hoped to form a central 
register for those who would come into the nursing 
profession for the duration of the war, or who were 
looking forward to work in the nursing profession later. 
They would fix a minimum rate of salary during the 
war which the hospitals who took probationers from the 
register would be required to pay. This scheme did not 
go as far as was suggested by the Athlone Committee, 
but it was a step in the right direction. 

Mr. R. ASSHETON, parliamentary secretary to the 


Ministry of Labour, made it clear that if any woman . 


was directed to work to which she objected she would 
have the right to appeal. Women would not be medically 
examined on registration, but they could-produce medical 
evidence of disability, on which the Ministry would also 
be entitled to obtain an independent medical opinion. 


Surplus Milk 


Last. week Lord WooLTON announced in the House of 
Lords that the Government had decided that in these 
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abnormal times it was impossible to adopt the recom- 
mendations of Lord Perry’s Committee. The chief 
recommendation was that the margin allowed for the 
distribution of milk should be drastically curtailed in 
the interests of the consumer. The average consumption 
of milk was one gallon a family each week, and this would 
mean a saving to each family of 4d. a week. In spite of 
war conditions the milk trade had rendered good public 
service, sometimes at a financial loss, and they had 
produced considerable evidence that they would find it 
impossible to continue business under the margins 
suggested by the Perry Report. Lord WOOLTON warned 
the country it would be difficult to maintain our milk 
production at its present level. Under the National 


Milk Scheme introduced last July 10,000,000 gallons ` 


were distributed to 2,800,000 people. About a third 
received the milk free and the others paid 2d. per pint. 
He hoped to maintain an unrestricted supply to nursing 
and expectant mothers and young children, and to main- 
tain supplies to hospitals and invalids. But he must use 
the balance of our milk-supplies for the greatest need of 
the nation, and he had decided to restrict the consumption 
of milk by the ordinary man and woman. He was asking 
dairymen to reduce their domestic sales from the middle 
of April by a seventh. The milk saved would be used 
to increase the production of cheese and condensed milk, 
which we should certainly need next winter. Bakers and 
flour confectioners would have to. dispense with use of 
milk, and the ban on the use of fresh cream and the 
manufacture of synthetic cream and ice-cream would be 
continued. This summer we should probably have more 
milk than we need, and this surplus must be used for the 
best interests of the nation. i 


Remand Homes 


Mr. O. PEAKE, under secretary to the Home Offce, 
informed the House of Commons that there was an 
increase in the number of children and young people 
brought before the juvenile courts. It was hoped that 
the pressure on remand homes and approved schools 
caused by this abnormal increase in juvenile crime 
would soon be relieved.!? A conference would shortly 
be called to consider how best to provide suitable accom- 


modation. l 
i QUESTION TIME 


N.H.I. Income Limit 


Sir ROBERT Youne asked the Minister of Health whether 
he was aware of the difficulties arising, or likely to arise, out 
of the failure to increase the income limit for compulsory 
health insurance to £420 a year, as had been done for compul- 
sory unemployment insurance, as many insured persons 
owing to transference to administrative and similar positions, 
or from the receipt of overtime payments were being forced 


-~ to become voluntary contributors, entailing the loss of medical 


benefit and the payment of all contributions due under such 
conditions ; and as many of these insured persons were likely 
again to become ordinary workers with less than £250 per 
annum, so having to become compulsorily insured and causing 
difficulties for them ‘and much trouble and expense for 
approved societies, he would raise the income limit at an early 
date.—Mr. E. Brown replied: The Secretary of State for 
Scotland and I have this question under consideration and 
hope to be able to make a statement shortly. 


Medical Publishers 


Sir Ernest GRAHAM-LITTLE asked the Minister of Labour 
whether he would give consideration, in revising the schedule 
of reserved occupations, to the necessity of retaining a 
sufficient number of employees of firms publishing medical 
and nursing books, a category in which fresh publications 
were demanded by the continuous advances in medicine and 
nursing.—Mr. GEORGE TOMLINSON, parhamentary secretary 
to the Ministry of Labour, replied: I am advised that it 
would not be practicable to place such publishing firms in a 
special category. Ifin any case it is regarded as important to 
retain the services of a particular individual, application for 
deferment may be made in the usual manner. 

Health of Apprentices 

Mr. Davin ADAMS asked the President of the Board of 
Education whether, in conjunction with his experiments in 
the physical training of apprentices during their working 
hours, and the effects of this upon their output, he would, in 


1. Sec Lancet, March 22, 1941, p. 393. 


coöperation with the Ministry of Food, experiment also with 
diets in order to ascertain effects upon output and health.— 
Mr. HERWALD RAMSBOTHAM replied: I will certainly bear the 
suggestion in mind. 
Batteries for Hearing-aids 

In reply to a question Captain C. WATERHOUSE said: 
There have been difficulties, due to increasingly heavy service 
demands for miniature cells. The problem of arranging for 
the use of other types of cell in hearing-aids is being examined 
in consultation with the manufacturers, and meanwhile 
supplies of miniature cells are being released. 


Diphtheria Inoculation in Edinburgh 


In answer to a question Mr. T. JOHNSTON gave the follow- 
ing figures for diphtheria inoculation in Edinburgh :— 


1938 1939 1940 
Approx. no. of children 
immunised .. 31,000 33,000 .. 34,000 © 
Immunised children who 
contracted diphtheria 31 23 9 
Fatal cases among these 
children T i 1l 0 .. 0 


Public Health 
From the Annual Reports 


HARROW : 


Dr. Caryl Thomas starts his report with a dissertation 
on matters of importance in public-health administration, 
including milk for mothers and children, food and drugs, 
and housing. Dr. Thomas is a barrister-at-law and an 
epidemiologist, a combination of particular value in dis- 
cussing the various points he raises. In spite of the 
numerous acts of Parliament, since the Public Health Act 
of 1875, which deal with the housing of the working classes 
nobody is satisfied with the policy as it stood at the out- 
break of war, and many medical officers, not having had 
a legal training, cannot find their way through the mass 
of legislation which to them is more confusing than help- 
ful. Dr. Thomas calls attention to some of the anomalies 
which confront us; one, which is outstanding, is that 
building by-laws will allow houses to be built which 
promptly become a nuisance. The local authority must 
pass plans which conform to the by-laws even though 
their officers may point out that the houses when built 
must speedily become unfit for habitation. Dr. Thomas 
tells of a clearance scheme which after months of hard 
work came to an inquiry. The council having considered 
a slum area from all points of view decided that clearance 
was the only feasible procedure. After weeks of expen- 
sive quibbling, the findings of the inquiry were that five 
properties were to be demolished, but the outbreak of war 
caused even this slight mitigation of a public disgrace to 
be shelved. 

The urban district of Harrow covers 12,558 acres and is 
densely populated (190,200 inhabitants). The birth- 
rate shows that it is fertile, the low death-rate that it is 
healthy, and the population is young. The stillbirth- 


rate was 31 and infantile mortality-rate 38:5, both low 


and evidence of good midwifery and child welfare. The 
incidence of diphtheria was low—85 notifications in 31 of 
which the diagnosis was withdrawn—but the fatality 
reached the very high rate of 19%. Dr. Thomas notes 
that when diphtheria, is low in prevalence the fatality is 
high because when the disease is out of mind parents are 
less suspicious of sore throats in their children, and delay 
seeking medical advice. This is undoubtedly so, but 
there may be other reasons; a high fatality with a low 
incidence occurs in other infectious diseases for which we 
have no specific remedies. 


CHESTER 

Dr. J. W. Lobban’s report contains much statistical 
information but no commentaries, though there were 
several features in the town’s health record which call 
for explanation. We are told that the water-supply is 
abundant and that the standard of purity obtained has 
been remarkably good. The water is taken from the 
river Dee and purified, the criterion of purity being 
absence of B. colt in 100 c.cm. The details of chemical 
analyses for each month of the year are given and these 
show unusual variations ; we are not told from what part 
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of the system the samples were taken, but these twelve 
analyses suggest that the water is poor and subject to 
_ frequent high pollutions. Chester is a small town of only 
4142 acres and 44,280 inhabitants, or nearly 11 persons 
per acre. Its birth-rate in 1939 was 15-6; death-rate 
13-8; infantile mortality 77-3 and maternal mortality 
5-4. There were 37 deaths from all tuberculosis, giving a 
mortality-rate of 0-84 based on the population of 45,090— 
the number given by the Registrar General for estimating 
deatb-rates. This is not a good health record for 1939. 
The endemic infectious diseases were not particularly 
troublesome in the year, the only one calling for comment 
was diphtheria with 135 notifications and 10 deaths. 


EXETER, 


Exeter is another small city, but its population of 70,000 

being more than half as large again as that of Chester 
- gives it a density of nearly 17 to the acre. Most of our 
older cities, though not seriously overcrowded, are 
cramped, retaining some of the pattern of the fortified 
walled cities of medieval times. Modern conditions 
would be served better if we cleared the centres of our 
cities and dispersed the population in the peripheries. 
At present the enemy is doing the former for us, though 
hardly with discrimination ; but whether we shall seize 
the opportunity to do our own part remains to be seen. 

Of the 212 persons on the blind register of Exeter at 
the end of 1939 all but one were over 50 years of age. 
Owing to the Blind Persons Act, we have nearly complete 
records of the prevalence of blindness, and these show 
strikingly how prevention has reduced this calamity. 
It is unfortunate that we have no such information of the 
deaf and do not know whether we have reduced deafness 
by preventive measures. Dr. Page’s report 
indicates the extent to which tuberculosis is found in 
animals slaughtered for human consumption, not because 
the findings are exceptional at Exeter, but because they 
are average. In carcases of cattle other than cows, 4:5% 
show evidence of tuberculosis. Cows show definite 
lesions to the extent of 11-8%, and pigs 1:7%. In calves 
tuberculosis is rare and in ovines a curiosity. Of 34 tons 
13 cwt. of all foods condemned, 19 tons 5 cwt. owed their 
condemnation to tuberculosis. 


Infectious Disease in England and Wales 
WEEK ENDED MARCH 15 


Notifications.—The following cases of infectious disease 
were notified during the week: smallpox, 0; scarlet 
fever, 1221; whooping-cough, 3338 ; diphtheria, 1033 ; 
enteric fever, 28; measles (excluding rubella), 15,056 ; 
pneumonia (primary or influenzal), 1318; puerperal 
pyrexia, 141 ; cerebrospinal fever, 330 ; poliomyelitis, 5 ; 
polio-encephalitis, 2 ; encephalitis lethargica, 7; dysen- 
tery, 146; ophthalmia neonatorum, 77. No case of 
cholera, plague or typhus fever was notified during the 
week. 

The number of civilian and service sick in the Infectious Hospitals 
of the London County Council on March 14 was 1837, including : 
scarlet fever, 230 ; diphtheria, 338 ; measles, 451 ; whooping-cough, 
253 5. enteritis, 20; chicken-pox, 121 ; erysipelas, 38 ; mumps, 8 ; 
poliomyelitis, 2; dysentery, 26 ; cerebrospinal fever, 85 ; puerperal 


sepsis, 14; enteric fevers,] 4; german measles, 9; other discases 
(non-infectious), 135; not yet diagnosed, 107. 


Deaths.—In 126 great towns there was no death from 
smallpox, enteric fever or scarlet fever, 38 (2) from 
whooping-cough, 25 (1) from measles, 31 (0) from 
diphtheria, 36 (4) from diarrhoea and enteritis under 
2 years, and 132 (15) from influenza. The figures in 
parentheses are those for London itself. 


There were 7 deaths from whooping-cough at Birmingham and 
6 at Liverpool, and in the same week at Glasgow there were 15. 
Liverpool reported 5 fatal cases of diphtheria. Bradford had 9 
dente from influenza, Birmingham 6, no other great town more 
than 4. 


The number of stillbirths notified during the week was 
230 (corresponding to a rate of 42 per thousand total 
births), including 16 in London. 


a INCIDENCE OF INFLUENZA 

In the week ended March 15, 132 deaths were ascribed 
to influenza in the great towns, 67 fewer than in the 
previous week. Of these deaths 6:8% were at ages 
under 25 and 54:54% at ages over 65. In the county of 
London 15 deaths were registered (13 in the previous 
week). The proportion of total deaths coming from the 
South-Eastern Area was 28-36%. It would appear that 
the winter epidemic is now over. 


HOSPITALS RADON CENTRE 
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Letters to the Editor i 


HOSPITALS RADON CENTRE 


SIR, —As the result of a generous gift from the British 
War Relief Society of New York further supplies of radon 
are now assured. The gift was made to the British 
Hospitals Association, who have asked the Middlesex 
Hospital to administer it. This new supply is intended 
for the use of hospitals throughout the country and no 
distinction will be made between requisitions for paying 
and non-paying patients. It is hoped to increase the 
amount of radium in solution at this new centre when the 
demand warrants it. 

In the first instance it will be necessary to charge all 
hospitals for supplies of radon, and it has been decided 
to charge for it at the lowest basic rates obtaining at the 
Medical Research Council radon centre—namely, one 
shilling a millicurie—with a reduction to sixpence a 
millicurie for any quantity in excess of fifty millicuries ; 
the minimum charge for any radon requisition will be one 
guinea. Itis hoped that in the near future some arrange- 
ment will be possible whereby the burden of such pay- 
ments may be lightened. . 

Applications fof radon may now be sent to the 


Hospitals Radon Centre, c/o Barton Lime Co., Barton- 


in-the-Clay, Beds (telephone Hexton 210). 
Middlesex Hospital, W.1. SIDNEY RUSS. 


THE NEUROLOGICAL APPROACH TO MENTAL 
DISORDER 

SIR, —In your issue of March 15 Group Oaptain 
Symonds puts forward a brilliant contribution to the 
understanding of mental disorder. The more’s the pity 
it is vitiated by its unadmitted philosophic bias. Dis- 
tinguished members of our profession seem peculiarly 
apt to be unaware that any attitude, however well 
supported by observed facts, rests inevitably upon a 
philosophic basis ; and their unawareness leads to much 
debate, marked equally by erudition and irrelevance. 
Neuro-psychiatry versus medical psychology, as rival 
approaches to mental disorder, is one of the most fas- 
cinating—and profound—of these philosophic cleavages. 
The mock-modest pretension of the scientist to have no 
time for philosophy does not absolve him from philosophic 
bias, but merely reveals his bias to be unconscious—or, 
as Group Captain Symonds may prefer to put it, for- 
gotten. This avoidable occurrence is, in fact, responsible 
for most of the needless arguments between intelligent 
men. 

What is here suggested is that Group Captain Symonds 
is right, demonstrably and irrefutably right, in his con- 
clusions. His world picture, in which his views on mental 
disorder have their inevitable setting, is consistent and 
as he says ‘‘ makes sense.” From his neuro-psychiatric 
fellows he should receive a magnificent endorsement of 
his opinions. In the intelligent world as a whole, 
however, the unanimity might be less marked, possibl 
by some fifty per cent. It is here suggested that the 
dissident half is not composed of merely ignorant and 
contumacious persons, but of persons whose world 
picture,.in which their views on mental disorder have 
their inevitable setting, is equally consistent, and makes 
equal though very different sense. It is finally sug- 
gested that man is not adequately expressed in either 
world picture alone. 

The form-makers and the form-breakers—Abel and 
his brother Cain, the Aristotelians and the Platonists, the 
Apollonians and the Dionysians—these are the eternal 
prototypes through whose labours the world first moulds 
itself in lovely forms, then breaks through, painfully 
and often cruelly, to fresh beauty. Always it was, and 
it will always be, the tragedy of the form-making mind, 
striving to bring its well-loved order out of chaos, to see 
suddenly breaking from some unlooked-for covert 
Priapus with his imprudent gestures, Pan with his 
insulting pipes. We are still bound by these prototypal 
limitations, and till the spanning mind comes forward 
no honest truce is possible. What is, however, possible 
is for each to work in good-humoured self-awareness and 
equal rivalry. The kind offer of coöperation on the basis 
that ‘‘ there is no justification whatever for psychotherapy 
as a special branch of medicine,” and with insistence 


on an increased relative importance for neurology . 


lie ne ii O - 


ree LANCET] 


in the psychological diploma is oddly reminiscent of a 
dictator’s idea of coöperation with a small state, or a 
boa constrictor’s hope of coöperation with a lamb. In 
all three cases there is the same engaging naiveté. 

Group Captain Symonds is ungenerously in error in 
accusing the psychotherapist of trying to elbow his way 
unnecessarily into the sphere of mental] disorder. The 
psychotherapist, though not always himself aware of it, 
is in this sphere the authentic voice of that other half of 
man, which, though it may be driven into the wilderness 
of medical disrepute, will not and cannot be completely 
silenced. 

Harley Street, W.1. ALAN McCGLASHAN. 


SIR, —Among various circles of psychiatrists Dr. 
Symonds’s presidential address must have had the effect 
of a landmine. Were it not for the fact that acute con- 
troversy on general subjects is now the height of bad 
form, we might expect bitter protests from those students 
of the mind who prefer to ignore the activities of its 
cerebral basis. As it is, Dr. Symonds’s materialist bomb 
will no doubt be treated as an unfortunate brick un- 
worthy of notice. Nevertheless the address marks the 
beginning of the end of “ pure ” psychiatry, particularly 
of that section which treats psycho-analysis as the core 
of all wisdom. Pigeon-hole methods of classifying mental 
conditions likewise receive notice to quit in an address 
which forsakes ‘“ fixed clinical syndromes ”’ for those 
manifold and mutable abnormal reactions that express 
a disordered mind. In the subject of mental disorder, 
brain activity and its abnormal disturbances are now 
being studied from that materialist point of view which 
recognises the brain to be the physical basis of mind. 

From this point of view, every case of mental disorder 
is part of a dynamic “ eternal triangle ” consisting of the 
brain and body as a whole, of the mind which is dependent 
on the brain, and of that external environment which the 
mind reflects and reacts to through the activities of the 
nervous system. The treatment of mental disorder will 
therefore embrace not only a consideration of the 
relationship between the mind and the external environ- 
ment, but also of the various cerebral activities which 
relate the individual to the environment. It is an axiom 
that all mental disorder must be based on some corre- 
sponding cerebral disorder, and clinical science now 
to utilise in practice this principle of modern 
materialism. 

At the same time clinicians will not fall into the old 
error of regarding the external environment as unalter- 
able and ‘“‘ normal,” whatever its character, to which the 
patient must necessarily adapt himself like a prisoner in a 
cell. War, hunger and social disorganisation give an 
external environment to which a great many individuals 
are unable or unwilling to adapt themselves indefinitely, 
and if clinicians have only ‘‘ adaptation ”’ to urge upon 
patients about to leave the mental hospitals the sheep if 
not the goats among them will surely bolt back to the 
security of padded cells. But in all seriousness, the 
sociological side of the question cannot be neglected, and 
the bare doctrine of adaptation to the environment what- 
ever its character is one which has nothing in common 
with a scientific outlook on society. Only a devotee of 
the blitzkrieg can present today’s environment as a state 
of affairs to which men and women must merely adapt 
themselves indefinitely. Between the abnormalities of 
psychotics and the ‘“‘ normalities ” of modern society 
there is a closer connexion than one might gather from 
most textbooks of psychiatry—a connexion not to be 
disposed of by the simplicities of convulsion therapy. 


Oxford. R. L. WORRALL. 


ANDROGENS IN GYNÆCOLOGY 


Sir,— Your leading article of March 15 (p. 351) remarks 
on the masculinising activity of testosterone and its 
propionate when given for various gynecological dis- 
orders. This unwanted action will undoubtedly dissuade 
many practitioners from availing themselves of an 
othérwise apparently harmless and effective therapeutic 
procedure. In three of the four complaints mentioned 
(functional uterine hzmorrhage, dysmenorrhcea and 
chronic mastitis) the action of testosterone seems to 
depend on the direct antagonism which it possesses to 
endogenous cestrogens. It has been shown (Emmens, 
C. W. and Bradshaw, T. E. T. J. Endocrinol. 1939, 1, 378) 
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that androstenedione and androstanediol are as potent 
as testosterone in inhibiting the response of spayed mice 
to cestrone, yet possess only a fraction of its androgenic — 
activity in mammals (} and ł respectively). It might, 

accordingly, be worth while to give these compounds a 
clinical trial in such disorders, in the hope that they 
would be as efficient as testosterone in the desired — 
direction, without the same tendency to produce mas- 
culinisation in effective doses. The inhibitory effect of 
testosterone on lactation may be due to an indirect action 
on the pituitary body, and there is no evidence that the. . 
other androgens mentioned would be as effective. It- 
might nevertheless be again worth while to put to direct 
test, by clinical trial, the question whether one of the 
other androgens would not produce the desired effect, 
without the undesired concomitant actions of. testo- 


sterone. C. W. EmMENSs. 
National Institute for Medical Research, N.W.3. i 


THE RIVER EMERGENCY SERVICE 


Sir,—As the M.O. of an ambulance ship'in the River 
Emergency Service I had recently been apxiously 
waiting for a relief M.O. to take on my duties, so that 
I could have seven days’ leave still due to:me from last 
year (we are magnanimously given two weeks in the 
year). At last he arrived and I was all set'to get away, | 
as I thought. We introduced ourselves. He has named 
me McCork in your journal (March 15, p. 359), so I shall 
return the compliment and call him Bull, but of the 
Ferdinand instead of the John family. He looked over . 
the ambulance ship and wasn’t impressed, as there was 
no private cabin for the M.O. He saw some V.A.D. 
nurses doing Thomas splint drill and, informing me that 
he hadn’t seen a Thomas for twenty years, didn’t 
believe in it and always used a Liston, he said he didn’t 
think much of their efforts. Having remained on. board 
for fifteen minutes we went up to our billets. He was 
very upset at the apparent lack of comforts and con- - 
veniences, and said, ‘‘ This is a dreadful place. -Your 
P.M.O. told me it was comfortable. I must telephone 
him immediately. I'll just stay two days until you get 
away, and then clear out.” When I told him that I 
would not leave knowing that he wasn’t going to stay 
until I returned, he said, ‘‘ Well, I'll go straight away,” 
and departed bag and baggage, having been with us 
exactly half an hour. It was with mixed feelings that 
I watched him jump on a bus; I felt depressed as I 
saw my week’s visit to my family vanishing into, the 
future, but glad that I wasn’t leaving the sisters, 
V.A.D.’s and stretcher-bearers (the ambulance officer 
who is an Ulsterman is able to take care of himself)— 
whom I have come to regard with some affection, having 
seen them stand up to five months of the blitz in this 
dreary dockland—to his mercies. Perhaps it was as well 
that he left the docks and the uncomfortable billets to 
the ‘‘ Neutral ” and went back to sniff his crocuses and 
tomasinianus. McCorK. 


Smr,—Now that one of your peripatetic correspondents 
has concluded his extremely brief experiment with time 
and with the Thames and has fled back to his garden, 
perhaps you will allow one of the medical officers who 
has been with the River Emergency Service for many 
months to reply to some of his strictures. > 

The giving of lectures, which are more like the chats 
one used to give to one’s clinical clerks or surgical 
dressers, and the practices, are real and of value. The 
“ comfortable billets ” are real no longer, for they have 
mostly been bombed out of existence. Had our critic. 
been with us during the early autumn I doubt if he. 
would have written so lightly of a ‘“ blitz on the river.” 
Trying to rescue people from burning wharves, getting 
a small peace-time pleasure steamer alongside flaming 
barges whilst avoiding those that had broken adrift 
(reminding one of heroes on their way to Valhalla), and 
trying in the heat and the smoke and the flame to stop 
pain and stay hemorrhage has perhaps little in common 
with the Crocus lomasinianus even in its folded-up 
umbrella stage. 3 

When incendiaries rained on a certain dockyard and 
the sequela of H.E. was punctually noted, my sisters 
and nursing auxiliaries in their ‘ natty uniforms ” (what 
ought they to wear—crinolines or gardening aprons ?) 
put out dozens of burning bombs and by so doing saved 
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A HUNDRED CASES OF BREECH PRESENTATION 


`~ 
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the dockyard near their billet and so freed the fire 
brigade to attend to other fires. 

I have never met the “‘ well-fed, smooth-spoken and 
pleasant ” Dr. McCork, as I have not served on an up- 
river ship, but if, as your correspondent avers, he comes 
from a neutral country all the more honour to him for 
joining us in the front line. 

All comparisons are invidious but I claim that if there 
was a front-line between the fall of Dunkirk and the start 
of the Wavell campaign it was the Thames Estuary, and 
from personal observation I can state that the members 
of the River Emergency Service—doctors,' sisters, 
nurses, stretcher-bearers, and professional crews—be- 


haved with a gallantry and efficiency that left me their — 


humble admirer. During latter weeks, when the 
longueurs of inactivity have been more pronounced, they 
have accepted their billet-less, bath-less, communal- 
sleeping fate with cheerfulness and dignity and so far as 
I know not one of them has scuttled back to his or her 
rabbit-hutch. They are rightly proud of their record. 


R. ©. H. 


SIr, —I feel that your peripatetic correspondent has 
done an injustice to medical] officers, nurses and stretcher 
bearers who have given up comfortable jobs to join the 
River Emergency Service, many since the outbreak of 
war. At the beginning many of the personnel slept and 
cooked for themselves on small steamers built for short 
pleasure trips, the hours on duty being 96 hours on and 
48 hours off. After some months good billets were 
gradually provided near the action stations of the 
ambulance ships. As a result of enemy action six 
billets have been either demolished or badly damaged. 
The personnel have shown great cheerfulness in putting 
up with a good deal of discomfort in an endeavour to 
continue to cover their sphere of action. The billets to 
which your correspondent refers are a hospital ward, 
furnished with armchairs, the usual fires and very good 
comfortable beds. The personnel consider them very 
good billets compared to some other stations more 
severely knocked about. It is perhaps just as well that 
your correspondent returned to the care of his crocuses. 


D. S. GORDON, 
P.M.O., Port of London Authority. 


A HUNDRED CASES OF BREECH PRESENTATION 


SIıR,—Drs. Gairdner and Jackson gave figures of the 
‘foetal mortality under the various forms of treatment 
adopted in each series of cases—i.e., version, delivery per 
vaginam, cæsarean section. 


11 cases were treated successfully by version and delivered 
as vertices. 9 cases were treated unsuccessfully by version. 
Some of these were delivered vaginally and some by cæsarean 
section. Maternal mortality nil, fætal mortality 10%. 

63 cases were delivered vaginally. Maternal mortality nil, 

foetal mortality 28-9% . 

26 cases were delivered by cæsarean section. 

mortality nil, foetal mortality 3°8%. 
The details of the various cases and the technique em- 
ployed in each are so meagre that the reader will be 
unable to draw any conclusion as to the possible or 
probable cause of the foetal mortality. Little informa- 
tion was given as to how the aftercoming head was 
delivered. 

Obviously, the authors have been impressed by the low 
foetal mortality associated with the caesarean operation. 
“ It would be idle,” the authors state, ‘‘ to attempt to 
draw conclusions from a mere 100 cases.” I would go 
further and state that it would be distinctly dangerous to 
draw any conclusions from this series of cases as pre- 
sented. Simply because the cæsarean operation has 
given good results in this small number of cases it cannot 
be accepted that the operation is the treatment of choice 
in breech presentation. The authors state their opinion 
that “if breech presentation is diagnosed during the 
antenatal period version should be attempted ; if version 
fails then cesarean section is the treatment of choice.” 
Surely this cannot be accepted. External version is an 
operation which requires considerable experience and 
skill to carry out correctly. It is a serious procedure and 
is attended by definite risks to the baby. There is an 
increasing amount of data to prove that the foetal 
mortality following external version is in the region of 


Maternal 


5-6%. Failure to turn a breech presentation into a 
vertex cannot be accepted as an indication for cesarean 
section. So much depends upon the operator and the 
local conditions. I will grant that czsarean section has 
its place like all other forms of treatment in breech cases. 
The operation should, however, be reserved for such cases 
as placenta previa, extended limbs in an elderly primi- 
gravida or in one with slightly contracted pelvis. 
Emergency cases, when seen late in labour with the 
breech presenting, present a difficult problem. The 
easiest way out of the difficulty will, in many cases, be 
ceesarean section. The risk of section in these cases is 
sepsis following manipulation or previous efforts to 
deliver from below. 

Figures prepared for me by Dr. Mary Mayeur, obstetric 
assistant at the Liverpool Maternity Hospital, show 
that there are other methods of dealing with breech 
presentation than external version and cesarean section. 


VAGINAL DELIVERY OF UNCOMPLICATED BREECH PRESENTATION 


: Fetal Fotal 
Primi Multi- 
— : mortality mortality 
gravidæ (per cent.) gravidæ (per cent.) 
1933 32 31 23 4°3 
1934 34 5-8 26 15-0 
1935 32 9-3 21 9-5 
1936 35 5-7 18 11-0 
1937 27 7-4 25 nil 
1938 39 5-1 21 nil 
1939. 45 8-8 25 4-3 
1940 42 | 4°7 17 nil 
Total 286 — 176 — 


Average foetal mortality Primigravidæ—6:23% 
= s 5 Multigravide—5:5% 

During the above years cæsarean section was only per- 

formed in 40 cases for breech presentation. The 

maternal mortality was nil and the foetal mortality 2:5%. 


Liverpool. JOHN WILLIAM BURNS. 


A PITUITARY SYNDROME WITH CARDIAC 
ABNORMALITY 


Sir,—The association between pituitary deficiency of 
different varieties and mental disorders of equal diversity 
is a commonplace observation. Far less common, and 
only rarely appreciated, is the relationship between 
pituitary dyscrazia and cardiac abnormality. In French 
literature there are one or two references to pituitary | 
disease coexisting with vaguely defined conditions such ' 
as cardiac hypoplasia. What has not been noted pre- 
viously is a syndrome characterised by both cardiac 
abnormality and mental abnormality in patients with 
anterior pituitary deficiency. k PNE 

The cardiac abnormality has one main characteristic. 
It is found early in these cases and is probably congenital. 
Indeed the most characteristic heart lesions include the 
less dangerous varieties of congenital heart disease. 
These patients have often been watched for heart con- 
ditions in childhood and early youth before symptoms 
traceable to glandular dysfunction were prominent in the 
picture. The mental abnormalities noted are not usually 
psychotic. The adolescent patient with these symptoms 
falls into the psychoneurotic category. There is no 
characteristic collection of psychological symptoms - 
associated with this syndrome but there is certainly a. 
class of patients in their teens in which vaguely epileptoid , 
phenomena are noticeable. It seems possible that some | 
of these “absences” and vague collapses may be 
attributable to the cardiac condition. The pituitary | 
condition present always involved diminished activity | 
of the anterior lobe. Lorraine and Brissaud phenomena 
are more common, but Fréhlich symptoms are possible. 
I have not met this syndrome in women. ; 

One characteristic of these cases is the complexion. 
The skin is unusually delicate. The colouring is lightly | 
cyanotic. This hue is chiefly over the malar bones and 
sometimes lower down in the centre of the cheek. The 
rest of the skin is faintly yellow. This yellow colour 
becomes intensified in long-standing cases. Cyanosis 
and yellow tinting of the skin are found in many condi- 
tions, but this peculiar cyanosis combined with the 
delicate texture of the skin is quite characteristic. . 
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The unembroidered baldness of this note is determined 
in part by war conditions and also by the fact that the 
number of cases of the type is necessarily small. 

Bath. A. GUIRDHAM. 


ANURIA WITH CASTS 


Sm,—In his account (Lancet, March 15, p. 345) of the 
pathological findings in nine women who had recently 
aborted, and who had died of suppression of urine, Dr. 


Bratton says that the toxic process is not necessarily 


puerperal in origin; as these are not the post-mortem 
appearances of toxemia of pregnancy, he might have 
gone further and said that this process is not puerperal in 
origin. Mr. Discombe and I have recently recorded (Brit. 
med. J. 1940, 1, 525) the clinicaland pathological notes of 
a patient who died with post-mortem findings identical 
to those which he has described, but the result of quinine 
poisoning. In our case 5:04 g. (76 grains) of the pure 
alkaloid had been taken by the mouth. A search 
through the literature revealed only two similar instances, 
(Terplan, K. L. and Javert, C. T. J. Amer. med. Assoc. 
ao 106, 509; and Raven, H. M. (Brit. med. J. 1927, 2, 
9). 

I hope it may not be too late for Dr. Bratton to be 
able to trace whether quinine had been taken in his 
cases. As they are all abortions the presumption is 
strong, and if so then the diagnosis of the disease process 
associated with his pathological findings is complete. 


Harley Street, W.1. C. K. VARTAN. 


TREATMENT OF ASPHYXIA NEONATORUM 
SIR, —As you say, the methods of resuscitation outlined 


in your annotation of March 15 (p. 355) are rather 
beyond the capacity of the general practitioner, and the 
proportion of babies requiring resuscitation (200 out of 
1200) seems abnormally high. Apparently the authors 
do not think that Barcroft’s work on the initiation of 
respiration (Lancet, 1939, 2, 838, and see Leak, Ibid, 
p. 1004) has much clinical bearing on this problem. Asa 
contribution to the treatment by the G.P. of those really 
bad cases which occasionally arise, I should like to record 
such a case which occurred about 15 months ago. After 
a not very difficult forceps delivery the infant completely 
failed to respond to all my methods of resuscitation 
which included the administration of lobeline and 4 c.cm. 
of Cardiazol-ephedrine, which latter I usually find more 


effective than lobeline itself. After over 10 minutes’ | 


effort the baby seemed hopeless so I injected into the 
heart the remaining $ c.cm. of cardiazol-ephedrine. The 
effect was instantaneous, the heart began to beat at once, 
respiration rapidly followed and within 2 minutes the 
baby was breathing almost normally. No ill effects 
seemed to follow this treatment and the child is still 
alive and well. Naturally, I do not recommend such a 
measure as a routine, but it may be a help to other 
practitioners who have not all the facilities of Russ and 
Strong in New Orleans, and anything which will avert 
the tragedy of a stillbirth is well worth while. 


Winsford, Cheshire. W. N. LEAK. 


“ WHOLEMEAL ENTHUSIASM ” 


SIR,—On reading the article under this heading in your 
issue of March 15 (p. 370) I rubbed my eyes in amaze- 
ment. Can this be the same journal, I asked myself, 
which published as far back as Sept. 14, 1912, a lengthy 
and generally favourable notice of Our Children’s Health 
at Home and at School containing a report of the society’s 
first guildhall school conference, and in recent years 
welcomed its offer to submit evidence to THE LANCET 
Commission on Nursing ? The Food Education Society 
had no connexion with Miss May Yates and the Bread 
and Food Reform League beyond codperating in the 
effort to make wholewheat generally available. It never 
advocated, as your reviewer suggests, ‘‘ the exclusive 
use of wholemeal bread.’’ Nor is it committed to the 
views of speakers at its conferences, or of others figuring 
in Bread in Peace and War. This society, which is said to 
be the oldest in the world for the education of the people 
in nutrition, has the support of the medical, dental, 
nursing and educational professions, and of social 
workers. It is undogmatic and concerned with every 
aspect of dietetics, including food habits. 

CHARLES E. HECHT, 


London, N.W.3. Hon. Sec. Food Education Socicty. 
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«IN GRATITUDE TO MY MEDICAL 
COLLEAGUES ”’ : 
S1r,—I desire to acknowledge through your columns a 
donation of £50 from a doctor as a mark of appreciation 
of the kindness and consideration received from his 
medical colleagues during his wife’s recent illness, which 
necessitated an extensive abdominal operation. He 
adds: ‘‘ It is a very small return for all the kindness and 
skill that has been expended on my wife. I wish my 
means allowed for a bigger cheque but I hope that I may 
be helping, through the Royal Medical Benevolent Fund, 
some unfortunate fellow medico or his dependants.” 


1, Balliol House, Manorficlds, Lewis G. GLOVER, 
S.W.15. Hon. Treasurer, R.M.B.F. 


INFECTION FROM DUST 


S1r,—Considerable attention is being directed today 
towards floor dust as a source of cross-infection in hospital 
wards and elsewhere (Andrewes, C. H. Lancet, 1940, 2, 
7170), it being known that a number of organisms, 
particularly Streptococcus pyogenes, may remain there 
viable and at least potentially pathogenic for periods’ 
extending into weeks. In the course of an extensive 
investigation into the preventive aspects of cross-infection 
now being made in this hospital on behalf of the War 
Office and in conjunction with the team of workers at the 
National Institute for Medical Research, Hampstead, we 
have assayed the streptococcal content of a number of 
dust samples from hospital wards. Our complete data 
will be published later, but the results of these analyses 
are so striking that they deserve mention now to 
emphasise this aspect of such a commonplace as dust. 

During a mild outbreak of streptococcal sore throats 
and follicular tonsillitis in one ward a few weeks ago, all- 
the dust swept up one morning was assayed, each sample 
being labelled as to its origin and treated separately. 
The ward is an ordinary 26-bed hospital ward divided 
into two by a glass partition and door ; the main corridor 
with the offices, &c. and two single-bed isolation cubicles, ` 
runs off the ward at right angles. At the end of this there 
ig a large day-room which is only used by patients from 
the ward beneath, although the patients in this ward have 
to traverse it to reach their kitchen. On the day in 
question there were 22 patients in the ward, all of whom 


- except 3 exhibited Strep. pyogenes (mainly type 6) in their 


throats. One of the most severe cases (F) was isolated 
in a side ward. The initial cases occurred nine days 
previously ; the epidemic spread did not begin until 
four days before this experiment. | 

The total weight of the dust was 29-06 g., which, for a 
morning sweeping, reflects a clean, well-kept ward. The 
hemolytic streptococci were distributed among the 
various samples as follows :— 


Ward (16-bed sec- Office ; 1,041,000 
ion ed .. 16,261,000 Linen room a 939,000 
Ward (10-bed sec- Staff day-room .. 329,000 
tion) iss 23,323,000 Day-room (transit 
Cubicle 1 (F) 17,020,000 only) .. : 320,000 
Cubicle 2 (non- Entrance corridor 
clinical case) . 1,173,000 (kitchen) 1,171,000 
Surgery (E.N.T. Annexe —_ (W.C.’s, 
dept.) .. 160,000 baths, &c.) 38,745,000 
Main corridor 1,411,000 


The total number of hemolytic streptococci swept up 
from the various parts of this ward on that particular 
morning was nearly 102,000,000. 

These experiments, apart from demonstrating the 
enormous numbers of bacteria which are present on the 
floor of an apparently clean ward, illustrate two import- 
ant facts. First, that very high bacterial concentrations 
may be met with even in small, single-bed isolation wards, 
and unless these are effectively dealt with they may repre- 
sent a semi-permanent reservoir of infection for succeeding 
patients in the same ward. Secondly, that the highest 
number of organisms is present, not in the dust of the 
ward, but in the dust of the ward annexe with its W.C.’s, 
lavatories and baths. This observation confirms the 
work of Miles et al. (Brit. med. J. 1940, 2, 855, 895) on 
the rôle of baths in hospital cross-infections. 

If the organisms remained on the floor the risk of 
infection would be greatly reduced. In ordinary wards, 
of course, without special floor treatment this is not so, 
and millions are re-projected into the air with each sweep- 
ing. Parallel air counts during this work showed that 
while F’s cubicle was being swept, 1 : 500,000 gentian violet 
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blood agar plates representing 10 cu. ft. air grew as many . 


as 141 Strep. pyogenes type 6 corresponding to his infect- 
ing organism. ‘These were undoubtedly derived from 
the enormous reservoir of floor dust which is being 
constantly implemented during the patient’s infective 
stage. The importance of allaying these dusts by such 
_ means as treatment of the floors with spindle oil (Van den 
Ende, Lush and Edward, Lancet, 1940, 2, 133), which our 
experiments have shown to be very effective for this 
purpose, cannot be too strongly emphasised. 


Shenley, Herts. JOHN C. THOMAS. 


IRRIGATION OF BURNS 


Sir,—I am extremely interested in Mr. Fraenkel’s 
statement in your last issue that the hypochlorite irriga- 
tion method produces a ‘“‘ clear, glossy, transparent and 
elastic covering of the raw surfaces.” is film cannot 
be an interfacial membrane of the Ascherson type and is 
akin to that produced by protein denaturation at an 
air/water surface, especially foam. , 

What is common to the tannic acid, triple dye, albumin, 
hypochlorite irrigation, and oil treatments is the forma- 
tion of a membrane. Only the oil treatment, however, 
produces a true liquid/liquid interfacial membrane of 
polar-nonpolar character, providing for permeability of 
both lipoid- and water-soluble materials. Such a film, 
too, is the one most responsive to the presence of ions, 
notably calcium ions. In other words, this type of 
membrane is the nearest approach biologically to mem- 
brane in vivo. It is the one most likely to serve as a 
vehicle for appropriate medication whilst still operating 
to seal areas whence serum would leak. 


Orpington- WILLIAM CLAYTON. 


Obituary 


JAMES IAN McCONNELL 
M.B. DURH. ; LIEUTENANT, R.A.M.C. . 


Lieutenant J. I. McConnell was the elder son of Dr. 
James McConnell, school medical officer for Tynemouth. 
He was educated at Uppingham School where he was a 
member of the O.T.C. He graduated M.B. from the 
Durham College of Medicine in June, 1939, and in August 

was appointed a house- 
[ O a © surgeon at the Royal Victoria 
. I » Newcastle. He 
resigned in the following 
November when he obtained a 
commission with the R.A.M.C. 
' At first he was attached to an 
‘ : ambulance unit but later he 
A became a battalion medical 
te paiia, . officer with the Sherwood 


; BS An, 
es: g X A Foresters. He took part in 
ss et the Norwegian campaign and 
k last May was reported 
e “ missing, believed prisoner 
| a . of war.” In December, how- 


ever, news was received from 
the Norwegian Red Cross that 
he had been buried at Lillehammer on April 28. No 
other particulars were given. 

As a student McConnell worked hard but he found time 
to take an active part in college life and a friend who faced 
with him the pleasures and adversities of a medical 
student’s life, writes: ‘‘ With his ready humour and 
disarming cheerfulness Ian McConnell was a well-known 
and popular figure. 
academic and social side of university life. On the 
rugby field his unorthodox and often unique tactics 
proved a constant thorn in the side of the opponents. 
A good companion and a true friend he was welcome 
at any gathering of the medical fraternity, whether on 
the Students Representative Council, in the University 
Union, in O.T.C. camps or at medical dances—all 
institutions which he supported vigorously.” When he 
could escape from his work and town life he was happiest 
fishing a border stream or watching bird life while 
TAE on the Cheviots or the Northumbrian hills and 

eaches. . 


Gladstone Adams, Whitley Bay. 


OBITUARY 


He took a keen interest in the - 


a 
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e MARCUS MAX ISSERLIN 

Professor Isserlin, who has died in Sheffield where 
he found refuge from Nazi persecution, is best known to 
neurologists as the author of a monograph on aphasia 
in the great ‘‘ Handbuch der Neurologie.” After 
graduating in 1902, he studied physiology and psychology 
before joining Kraepelin’s staff in Heidelberg. Later he 
followed him to Munich as research worker and associate 
professor, becoming head of Kraepelin’s psychological 
laboratory. During this period he was mainly concerned 
with the analysis of voluntary movements; he also 
introduced experimental phonetics into the study of 
anomalies of speech in nervous and mental disease. 
During the last war he was in charge of one of the centres 
for head injuries in soldiers; after the war Isserlin’s 
genius for organisation made it a unique place for the 
treatment, aftercare and vocational guidance of cerebral 
injuries. With American help he built the Heckscher 
Institution for nervous disease which originally admitted 
war victims only, but was later enlarged to admit civilian 
patients after accidents and defective children. It 
consisted of an outpatient department, a hospital for 
temporary treatment, a home for invalids, curative 
workshops, laboratory, and a statistical and follow-up 
department for cases of cerebral injury in the Southern 
contingent of the German army. Isserlin’s interest 
centred more and more round the disturbances of speech, 
and these patients provided rich material for study which 
culminated in his monograph on aphasia and in a series of 
articles on the patho-physiology of speech. Combining 
as he did a wide experience in cerebral symptomatology 
with a thorough knowledge of modern psychology he was 
able to replace the association psychology, employed b 
the diagram makers of aphasia, with modern views still 
retaining well-established principles of localisation in the 
brain. It had been his hope that some of his experience 
might be of use here and now in the care and treatment of 
cerebral injury. 


Lieut.-Colonel H. E. PRIESTLEY, who died at Yateley, 
Hants, on March 15, will be remembered as one of the 
heroes of the typhus epidemic which broke out in the 
Wittenberg camp for prisoners of war at the end of 1914, 
when for nine months the camp was cut off from the 
outside world. For his devotion and competence 
Priestley was awarded the C.M.G. 


Lieutenant DONALD ALFRED Bimp, R.A.M.O., was 
killed in France on June 18, 1940. He was attached to 
the lst East Surrey regiment. Lieutenant Bird was 
born in Canada in 1914. He took the Scottish conjoint 
qualification in 1939 and soon after obtained a short 
service commission in the R.A.M.C. He began a course 
at the R.A.M. College which was interrupted by the 
outbreak of war. 


Royat Socrsty.—The following have been elected to the 
fellowship of the society :— 


W.N. Benson, professor of Geology, University of Otago, Dunedin ; 
H. J. Bhabha, reader in theoretical physics, Indian Institute of 
Science, Bangalore ; E. O. Bullard, Smithson research fellow of the 
Royal Society ; C. D. Darlington, director, John Innes Horticultural 
Institution ; P. I. Dee, university lecturer in physics, Cambridge : 
Surgeon Rear-Admiral S. F. Dudley, M.D., medical director-general 
of the Navy (designate); J. C. Eccles, M.B., director, Kanematsu 
Memorial Institute for Pathology, Sydney; H. W. Florey, M.B., 
professor of pathology, University of Oxford; A. A. Griffiths. 
research engineer, Rolls-Royce, Ltd.; H. W. Melville, professor of 
chemistry, University of Aberdeen; Joseph Needham, reader in 
biochemistry, Univeristy of Cambridge; Sir David Rivett, deputy 
chairman and chief exccutive otficer, Australian Council for Scientific 
and Industrial Research ; Alexander Robertson, professor of organic 
chemistry, University of Liverpool; T. G. R 
mathematics, University of Sydney; A. J. Rowledge, consultant 
engineer to Rolls-Royce Ltd. ; H. Scott, assistant keeper of entomo- 
logy, British Museum (natural history); F. Simon, reader in 
thermodynamics, University of Oxford ; H. G. Thornton, head of 
the bacteriology department, Rothamsted E rimental Station ; 
R. A. Watson Watt, scientific advisor on telecommunications. 
Ministry of Aircraft Production ; and P. Bruce White, member of 
the scientific staff, National Institute for Medical Research. 


Flight-Lieutenant D. A. Smith, M.B. Edin., has been 
appointed to order of the British Empire (military division). 
Flight-Lieutenant W. N. Whiteside, M.B. Dubl., Flight- 
Lieutenant J. L. Brown, M.B. Edin., and Flight-Lieutenant 


E. C. Gross, L.M.S.8.A., have been mentioned in dis- 
patches. 


| 
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University of Oxford 

On Wednesday, June 4, the general medical electorate, 
which consists of all Oxford graduates in medicine who are 
members of convocation, will elect two members to the board 
of the faculty of medicine. The members elected will come 
into office on the first day of Michaelmas term, 1941. The 
senior will hold office for two years and the junior for one year. 
Nomninations will be received by the secretary of faculties at 
the university registry, up to 10 a.m. on Wednesday, May 14. 
Each nomination must be signed by six members of the 
electorate. 


University of Dublin 
On March 19 at the school of physic, Trinity College, the 
following degrees were conferred :— 

al? 4.0.—0O’D. T. D. Browne. . 

AZ.D.—R. T. Jackson. 
=- M.B., B.Ch., B.A.O.—A. F. Crowley, A. H. H. Guilbride, J. R. 
Healy, H. B. 6. Houston, L. C. Jacobson, Bernard Kernoff, C. D. 
MacCarthy, M. A. Majekodunmi, Kathleen M. Patterson, Alicia 
G. Pike, Simon Smullen and W. J. Thompson. 


National University of Ireland 


On March 6 the honorary degree of doctor of science was 
conferred on Dr. Gordon Holmes, F.R.S., Dr. F. R. M. Walshe, 
and Prof. E. Hey Groves. Apart from their scientific 
distinction, the three graduands have personal associations 
with Ireland. Dr. Holmes is a native of Co. Louth and 
was educated at Trinity College, Dublin, where he took his 
medical degrees in 1898 ; and in 1933 the college conferred on 
him the honorary degree of D.Sc. Dr. Walshe, though not 
born in Ireland, can claim Irish parentage, for his father was 
born in Co. Mayo. Mr. Hey Groves was for several years 
an external examiner in surgery of the university. Dr. 
Walshe and Mr. Hey Groves were unable to attend the 
graduation, but Dr. Holmes was present, and afterwards 
delivered a lecture on neurosis and the war. 


University of Bristol 


Mr. J. M. Yoffey, lecturer in anatomy at the University 
College of South Wales and Monmouthshire, has been 
appointed to the chair of anatomy in succession to Prof. S. E. 
Whitnall, who is shortly retiring. 


Mr. Yoffey qualified M.B. from the University of Manchester in 
1924 and took bis B.Sc. two years later. He was awarded a Leech 
research fellowship in 1926, and obtained his M.D. with commenda- 
tion in 1928, after which ho held a B.M.A. research scholarship. 
He was house-surgeon at the Manchester Royal Infirmary, passing 
on to demonstrate in the anatomical department and taking the 
E.R.C.S. in 1932. He then spent two years in America with a 
Rockefeller foundation and first went to Cardiff as senior demon- 
strator in anatomy. He has made a special study of the lymphatic 
pathway from nose and pharynx, and this year he delivered a 
< unenian lecture on the subject, which will shortly be published in 
our columns. 


Royal College of Obstetricians and Gynæcologists 


At recent examinations for the D.R.C.O.G. the following 
were successful :— 

Marie H. Calverley, L. E. Cowan, Ursula M. Dick, Marjorie O. 
Dunster, D. S. Foster, R. R. Gordon, C. N. Gosse, Ruth M. Howitt, 
I. L. T. Jones, Agnes M. D. Milne, James Overton, Mary A. Rogerson, 
= R. Sluming, Christino M. Stacey, Evelyn LK. Steed and Lucy M. 

utcliffe. > 


On April 2, at 4.30 P.M., at the Royal Society of Medicine 
Dr. H. P. Bayon will address the section of history of medicine 
on the conquest of lues vencrea, and at the same time at the 
section of surgery, Mr. Jocelyn Swan, Dr. C. Worster-Drought 
and Mr. W. Rowley Bristow will open a discussion on peri- 
pheral nerve injuries. 

The house and library of the society will be closed from 
April 1] to 14, both days inclusive. 


The next meeting of the Shaftesbury Military Hospital 
Medical Society will be held on Saturday, March 29 at 3 P.M., 
when Dr. Charles Newman and Mr. Reginald Payne will open 
a discussion on the dyspeptic in the army. On Tuesday, 
April 1, at 3 p.m., Lord Horder will address the society on 
the future of medicine. 

A meeting of the Medical Society of London will be held at 
11, Chandos Street, W.1, on Monday, March 31, at 4.30 P.M., 
when Dr. John M. Converse and Mr. Alan Hunt will open 
a discussion on the factors influencing the healing of wounds. 

On Wednesday, April 2, at 2.30 P.M., at the Royal Society 
of Arts, John Adam Street, London, W.C.2, Lord Horder will 
read a paper entitled The Modern Troglodvte. , 
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CONTROL OF OBNOXIOUS INSECTS 
| BY ERIC HARDY, F.Z.8. 


} 

IN normal times a hospital is seldom worried by insects 
outside its kitchens and boiler houses, but under war-time 
conditions there may be trouble from the use of buildings 
placed near farms, brooks or other breeding places. 
The hospital’s chief insect visitors are house-flies, gnats 
or mosquitoes, cockroaches and crickets. Cleanliness 
is no precaution against them, in fact if it means a 
predominance of white materials it may even attract 
flies. Ventilation, however, helps by keeping the air cool 
and dry. Marking house-flies with coloured chalk has 
proved that they will travel 13 miles in a couple of days, 
which means that a hospital’s source of flies can be 
manure or refuse heaps, stable yards or cow-sheds up to 
that distance away. 

There are two house-flies causing the trouble. The one 
which appears in spring and summer and forms jerky | 
dancing parties under the lights is the lesser house-fly, 
which has three dark lines (hard to see in the male) down 
its somewhat slender body ; it generally breeds in rotten 
damp paper, decaying vegetation, behind old wallpaper 
and plaster, and in rubbish. The common house-fly does 
not appear until about July, and it is then the commonest 


` species until September, when the females hibernate for 


the winter in warm retreats ready to emerge in spring 
and lay theireggs. The common house-fly breeds in fresh 
stable manure or in earth closets. They contaminate 
food and clothes with their cushion-like feet and their 
hairy bodies, and by their habit of feeding by ejecting a 
blob of saliva to dissolve the food before they suck it back 
in solution. Their usuallife is 34 days. If their breeding 
place can be located in a local stable, fowl-run or farm- 
yard, the manure can be sterilised chemically by sprink- 
ling it with iron sulphate mixed with 40 parts of soil; but 
not more than 15 tons per acre of such treated manure 
should be used by farms for agricultural purposes. 
Alternatively, the fresh manure can be stacked daily on a 
wooden platform, supported by posts a foot high over a 
4-in. concrete basin kept full of water. The flies will 
choose this fresh manure for breeding in, and when their 
mature maggots or larve leave the manure to seek a 
pupating site they will fall off the edge of the platform 
into the water trough and be drowned; up to 99% of 
the larvee can be destroyed by this method. If manure 
is forked over frequently, larvz can be rapidly destroyed 
by raking them into the hot deep portions of the manure 
heap. Gnats or mosquitoes most often inflict bites indoors 
because the biting female gnat hibernates; the males 
have no bite and mostly die off in autumn. Although 
the straight-bodied Anopheles mosquitoes have the worst 
reputation, the hump-backed Culex species are more 
common. The larval stage of mosquitoes is aquatic, 
and likely breeding grounds are the standing water in 
soft-water butts, badly drained fields and camping sites, 
blocked ditches and dykes. . 

Indoors, flies and gnats can be repelled by selecting 
certain colours for decoration. H. F. Nuttall, with 
others, has shown that pale yellow repels gnats or 
mosquitoes ; so that if curtains, lampshades, fanlights, 
walls and ceilings are that colour they will prove a 
deterrent to the insects. This colour scheme will also 
discourage—or at least ndt encourage—house-flies and 
even wasps, which are attracted by whitewashed or 
white-painted ceilings and walls. Pale blue is also more 
effective than white in discouraging flies, and government 
stables in Denmark removed their fiy-trouble by using a 
bluewash instead of whitewash. This method has 
critics because insects may put up with a repellant 
colour if no alternative offers. A saucer of 10% formalin 
as the only available drink in a room will attract and kill 
flies and a 2% formalin or a pyrethrum oil spray is 
effective on their dancing parties. Adhesive fly papers 
are most effective when scented with geranium or rose 
oil. There are reliable commercial insecticides which are 
highly effective when used as sprays, but it is important 
to make sure that those chosen are really lethal and do 
not merely stupefy the insects temporarily. 

Wasps, bluebottles, biting grey stable flies, ants and 
bees are as a rule only accidental visitors ; if they become 
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regular ones there must be a nearby breeding source. 
Wasp-nests may be in the ground, among tree roots, in 
rat or rabbit holes, in banks, in hollow trees, or even 
suspended in outhouses. The nest has to be located and 
then when all the wasps have returned at dusk, creosote 
or petrol is poured down and the entrance well plugged 
up. Ants’ nests under stones, steps or flag paths, or in 
banks and so on are treated likewise, though the common 
dusky brown ant is largely a nocturnal wanderer. 

Cockroaches and crickets can be dealt with in much 
the same way. The noise of the cricket is its chief 
annoyance—a single ungetatable cricket can be as 
upsetting in the ward at night as an air-raid—but the 
cockroach may do damage by contaminating food. The 
most effective way of controlling both is with a simple 
trap, made from a glass jam jar baited with cooked 
vegetable, banana, orange peel or meat flavoured with 
aniseed or beer, and fitted with an inverted cone cap of 
stiff smooth art paper, with sufficient space for the insect 
to slip through. A sloping gangway or steps up to the 
top of the cone must also be provided. The smell of the 
bait attracts the hunting cockroach or cricket at night, 
and it will slip down the cone into the jar. A number of 
such traps can be placed in likely haunts in the evening 
and the captives tipped out into boiling water next 
morning. Where kitchens or boiler houses are heavily 
infested with these insects, it may be better to fumigate 
the rooms with sulphur dioxide, by burning 2 lb. of 
sulphur for each 1000 cu. ft. room and keeping the room 
sealed for 36 hours. Poison baits for cockroaches and 
crickets can be made from 3 parts of sodium fluoride to 
1 part pyrethrum powder, or borax and pyrethrum 
flavoured with castor sugar or chocolate. Sprays to 
fetch crickets and cockroaches out of the cracks and 
crevices of their retreats can be made from $ lb. pyrethrum 
powder in 1 gallon of paraffin. This is decanted and 
2 oz. of methyl salicylate, or acetic acid added. 

The house-mouse may be attracted, like cockroaches, 
by surplus food material, and in autumn and winter field 
mice and house mice are driven indoors for warmth. 
They are probably never numerous enough to require 
sulphur or cyanide fumigation, and the latter in any case 
is best confined to outdoor rat-holes. Individual traps 
or poison baits should be varied and numerous (ten per 
head of. the estimated mouse or rat population) and 
should be placed in the most frequented haunts of the 
rodents, which are discovered by examining dusty pipes 
and corners for footmarks. Bait should compete with 
the available food-supply. Bread and cheese merely 
imitate the scraps which can be found in the kitchens and 
larders, and a more attractive bait would be minced 
bloater or kipper, oatmeal or rolled oats; it should not 
be flavoured with aniseed or it will attract cockroaches. 
A useful bait, harmless to domestic animals, can be 
made from 1 part by weight of liquid extract of red squill, 


24 parts of fine oatmeal or rolled oats and 14 parts of ` 


dripping or castor sugar ; the fat is melted to mix the rest 
into a paste and the final product is wrapped in twists of 
tissue paper. A useful deodorant for mice, cockroaches 
and the like is zinc chloride or nitrate of lead. This may 
be either squirted into mouse-holes, or a sheet may be 
dippéd in the solution and suspended. 

uildings can be made mouse and rat proof by 
stopping all holes with cement reinforced with broken 
crockery or glass, or plugging them with a poisonous 
paste of barium carbonate and dripping so that the 
rodents are poisoned when they gnaw their way out. 
- Foundations should be set in concrete, all basement 
windows, drains, drain-pipes and ventilators should be 
covered with mesh wire, and the bottoms of outside doors 
should be covered with a sheet of brass or zinc to prevent 
Sens gnawing their way in. All food bins should be of 
metal. 


WE have now reccived from America the January 
number of the new Journal of Clinical Endocrinology. 
This medical paper is being published monthly for the 
Association for the Study of Internal Secretions which 
“controls Endocrinology. The two journals will aim at 
being complementary, experimental work being largely 


- segregated in the old journal and its practical applica- 


tions in the new. The annual subscription is $6:50 and 
the publisher Charles T. Thomas, 220 East Monroe 
Street, Springfield, Illinois. 


CHEMOTHERAPY OF WOUNDS.—In some of the systemic 


infections the technique of chemotherapy seems to be 


established, though no doubt improvements both in the - 


choice of drug and its dosage will continue to be made. 
In surgery, however, the possibilities of the sulphonamide 


drugs are only beginning to be revealed, and it is no-easy | 
task to lay down rules for their use. 


Messrs. May and 
Baker of Dagenham have produced a well-documented 


booklet in which the present position of chemotherapy in 
the prevention and treatment of infection in wounds is 
clearly explained and they will do the practitioner a 
useful service by keeping the booklet up to date. This 


they clearly intend to do, for a revised edition has 


appeared within a few weeks of the first. It is obtainable 


free of charge on request. 


Air-Commodore F. C. Cowtan has been appointed an 


honorary surgeon to the King in succession to Air-Marshal Sir 
Victor Richardson, who has retired. 


The volunteer officers’ decoration has been awarded to 


Surgeon Commander F. L. Cassidi, M.B. Camb. 


An election of junior Beit fellows for medical research will 
be made in July. The fellowships are normally of the anual 
value of £400 for three years, and candidates must hold a 
registrable medical qualification. Elections are rarely made 
above the age of 35. The trustees wish to further research 
in mental disease, and preference will be given to a candidate 
proposing research in that subject. Applications should be 
sent by May 14 to Prof. T. R. Elliott, F.R.S., at Um versity 
College Hospital Medical School, London, W.C.1. 


Roche Products (Welwyn Garden City, Herts) have opened 
a branch office at 166, Buchanan Street, Glasgow, C.1. 


Appointments 


AIREY, F. S., M.B. Edin., M.R.C.P.E. : dermatological referee for 
Circuits 18 and 19. 

Dick, Nancy K., M.B. Lond.: deputy medical superintendent at 
South Middlesex Fever Hospital, Isleworth. . 

Howes, ELLEN, M.R.C.S.: temp. asst. to school M.O. and to 
M.O.H. for Brighton. . 


RIBEIRO, C. O., M.R.C.S.: examining factory surgeon for Know- 
bury, Salop. 
D.M. Vienna: asst. dental 


SHALDERS, GERTRUDE, L.D.S., 
surgeon for Ilford. 
STANDRING, THOMAS, M.D. Lond. : deputy M.O.H. for Woolwich. 
WILSON, R. S., L.R.C.P.E., D.P.M., L.D.S.: deputy medical 
superintendent at the North Wales Counties Men Hospital, 
Denbigh. 
Birmingham City Council.—The following have beon appointed 
temp. M.0O.s for maternity and child welfare :— 
BEBBINGTON, EVELYN F., M.B. Lpool D.P.H.; 
FLEMING, MAY E. M., M.B. Glasg., D.P.H.; and 


PENWILL, MARJORIE L., M.B. Lond. ` 


Births, Marriages and Deaths 


BIRTHS 


GRAHAM.—On March 11, at Lahore, the wife of Major G. K. Graham, 
I.M.S.—a daughter. 

JEREMY.—On March 16, at Cambridge, the wife of Flight- 
Lieutenant W. H. R. Jeremy, M.B., R.A.F.V.R.—a daughter. 

MATHESON.—On March 16, in Edinburgh, the wife of Dr. Alister R. 
Matheson—w son. . 

MAYON-WHITE.—On March 18, at Sutton, Surrey, the wife of Dr. 
R. M. Mayon-W hite—a daughter. 

MEIKLE.—On March 19, at Malvern, the wife of Dr. Gilbert J. 
Meikle—a son. 

SaxTow.—At Hamilton, N.S.W., the wife of Dr. G. S. Santow—a 
son. 

SARKIES.—On Fcb. 1, at Mandalay, the wife of Capt. J. W. R. 
Sarkies, I.M.S.—a daughter. l 

VAUGHAN.—On March 8, at Barnard Castle, the wifo of Surgeon- 
Licutenant Cyril Vaughan—a daughter. 


MARRIAGE 


DENRY — BENNETT-JONES.—On March 22, at Liverpool, Lcon 
Henry, F.R.C.8., to Patricia Mary Bennett-Jones, M.B. 


DEATHS 

JuuIvs.—On Feb. 13, at Funchal, Madeira, Henry Warwick Illus, 
C.I.E., F.R.C.S.E., lieut.-colonel, I.M.S. retd. 

JACKSON.—On March 19, at Harrogate, Basil Frederic Forrester 
Jackson, M.R.C.S., of Upper Richmond Road, Putney. 

MITCHELL.—On March 15, in Birmingham, Thomas Ellis Mitchell, 
L.M.S.S.A., captain R.A.M.C., aged 34. 

SMYLY.—On March 19, at Seapoint, co. Dublin, William Josiah 
Smyly, Kt., M.D.'T.C.D., F.R.C.S.1., F.R.C.P.1., F.R.C.0.G. 
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